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Are	you	ready	to	take	on	the	NCLEX-PN	and	become	a	licensed	practical	nurse?	Test	your	knowledge	and	skills	with	our	comprehensive	NCLEX-PN	practice	questions!	From	pharmacology	to	health	promotion	and	maintenance,	our	practice	questions	cover	all	of	the	essential	topics	found	on	the	NCLEX-PN	exam.	These	questions	are	designed	to
simulate	the	real	exam	and	help	you	gauge	your	readiness.	Plus,	with	detailed	explanations	for	each	answer,	you	can	learn	from	your	mistakes	and	improve	your	understanding	of	important	nursing	concepts.	Start	practicing	today	and	increase	your	chances	of	passing	the	NCLEX-PN	on	the	first	try!	Quiz	Guidelines	Before	you	start,	here	are	some
examination	guidelines	and	reminders	you	must	read:	Practice	Exams:	Engage	with	our	Practice	Exams	to	hone	your	skills	in	a	supportive,	low-pressure	environment.	These	exams	provide	immediate	feedback	and	explanations,	helping	you	grasp	core	concepts,	identify	improvement	areas,	and	build	confidence	in	your	knowledge	and	abilities.
Challenge	Exams:	Take	our	Challenge	Exams	to	test	your	mastery	and	readiness	under	simulated	exam	conditions.	These	exams	offer	a	rigorous	question	set	to	assess	your	understanding,	prepare	you	for	actual	examinations,	and	benchmark	your	performance.	You’re	given	2	minutes	per	item.	For	Challenge	Exams,	click	on	the	“Start	Quiz”	button	to
start	the	quiz.	Complete	the	quiz:	Ensure	that	you	answer	the	entire	quiz.	Only	after	you’ve	answered	every	item	will	the	score	and	rationales	be	shown.	Learn	from	the	rationales:	After	each	quiz,	click	on	the	“View	Questions”	button	to	understand	the	explanation	for	each	answer.	Free	access:	Guess	what?	Our	test	banks	are	100%	FREE.	Skip	the
hassle	–	no	sign-ups	or	registrations	here.	A	sincere	promise	from	Nurseslabs:	we	have	not	and	won’t	ever	request	your	credit	card	details	or	personal	info	for	our	practice	questions.	We’re	dedicated	to	keeping	this	service	accessible	and	cost-free,	especially	for	our	amazing	students	and	nurses.	So,	take	the	leap	and	elevate	your	career	hassle-free!
Share	your	thoughts:	We’d	love	your	feedback,	scores,	and	questions!	Please	share	them	in	the	comments	below.	In	this	section	are	the	practice	questions	for	the	NCLEX-PN.	This	nursing	test	bank	set	includes	200	questions	divided	into	eight	parts.	Quizzes	included	in	this	guide	are:	The	National	Council	Licensure	Examination	for	Practical	Nurses
(NCLEX-PN)	is	an	examination	offered	by	the	National	Council	of	State	Board	of	Nursing	(NCSBN)	for	those	who	want	to	work	as	a	licensed	practical	nurse	(LPN)	or	licensed	vocational	nurse	(LVN)	in	the	USA.	It	requires	test	takers	to	gauge	their	competencies	regarding	safe	and	effective	nursing	practice.	The	NCLEX-PN	exam	uses	a	computerized
adaptive	test	(CAT)	format	meaning	that	no	single	exam	is	identical.	The	number	of	questions	varies	from	85	to	205	questions	depending	on	how	well	you	are	performing	on	the	exam.	Of	these	items,	25	are	pretest	items	that	do	not	count	towards	your	score.	The	time	limit	for	the	exam	is	five	(5)	hours.	NCLEX-PN	examination	is	divided	into	four	major
categories	of	questions	in	accordance	with	their	test	plan.	These	areas	including	the	approximate	weight	percentage	are	as	follows:	1.	Safe	and	Effective	Care	Environment	Coordinated	Care	(16%	to	22%):	Topics	include	client	rights,	advocacy,	client	care	assignments,	prioritization,	supervisory	concepts,	informed	consent,	ethics	and	confidentiality,
continuity	of	care,	legal	issues,	referral	process,	quality	improvement,	and	information	technology.		Safety	and	Infection	Control	(10%	to16%):	Covers	areas	such	as	an	incident	report,	injury	and	error	prevention,	ergonomics,	security,	and	emergency	response	plans,	handling	hazardous	materials,	and	home	safety.	2.	Health	Promotion	and
Maintenance	(7%	to	13%):	Questions	are	related	to	the	aging	process,	maternal	and	child	care,	developmental	stages,	disease	prevention,	community	resources,	high-risk	behaviors,	and	methods	for	collecting	data.	3.	Psychosocial	Integrity	(8%	to	14%):	Topics	include	mental	health,	drug	dependency,	crisis	intervention,	a	coping	mechanism,	support
system,	therapeutic	environment	and	communication,	cultural	awareness,	behavioral	management,	abuse	and	neglect,	sensory	alterations,	grief	process,	and	stress	management.	4.	Physiological	Integrity	Basic	Care	and	Comfort	(13%):	Questions	are	related	to	hygiene,	elimination,	nutrition,	hydration,	sleep,	mobility,	assistive	devices,	and	comfort
intervention.		Pharmacological	Therapies	(11%	to	17%):	Questions	focus	on	drug	administration	such	as	dosage	calculation,	adverse	effects,	side	effects,	expected	actions	and	outcomes,	and	pain	management.	Reduction	of	Risk	Potential	(10%	to	16%):	Topics	include	vital	signs,	diagnostic	tests,	laboratory	results,	body	system	alterations,	and
therapeutic	process.	Physiological	Adaptation	(7%	to	13%):	Covers	all	the	different	physiological	adaptations	such	as	medical	emergencies,	fluid	and	electrolyte	imbalances,	and	body	system	alterations.	For	up-to-date	information	about	the	NCLEX-PN	test	plan,	visit	the	NCSBN	website.	The	following	are	the	recommended	study	tips	on	how	to	review
for	the	NCLEX-PN:	Understand	the	format	of	the	exam.	Familiarize	yourself	with	the	structure	of	the	exam	so	that	it	will	give	you	an	idea	on	how	to	effectively	deal	with	the	questions.		Use	study	materials.	Go	over	your	nursing	textbooks,	review	some	of	your	handouts,	create	some	flashcards,	or	check	an	online	course.	Create	a	study	plan	and
schedule.	Plan	which	topic	you	will	study	on	which	days	of	the	week	and	which	day	you	will	take	a	break.		Avoid	cramming.	Study	effectively	and	efficiently	by	giving	yourself	ample	time	to	take	in	and	retain	the	information.		Don’t	rely	on	past	clinical	or	work	experiences.	The	NCLEX-PN	exam	is	always	based	on	evidence-based	practice.	Your	critical
thinking	skills	and	book-based	knowledge	is	essential	in	choosing	the	most	correct	answer.	Try	answering	NCLEX-PN	Practice	Exams.	These	practice	exams	will	give	you	a	preview	of	which	topics	you	have	mastered	and	which	areas	you	need	to	study	more.	Get	ready	for	the	exam	day.	It	is	important	to	have	at	least	8	hours	of	sleep	prior	to	the	exam,
eat	breakfast	on	the	morning	of	the	exam,	dress	comfortably,	and	arrive	early.	Recommended	books	and	resources	for	your	NCLEX	success:	Disclosure:	Included	below	are	affiliate	links	from	Amazon	at	no	additional	cost	from	you.	We	may	earn	a	small	commission	from	your	purchase.	For	more	information,	check	out	our	privacy	policy.	Saunders
Comprehensive	Review	for	the	NCLEX-RNSaunders	Comprehensive	Review	for	the	NCLEX-RN	Examination	is	often	referred	to	as	the	best	nursing	exam	review	book	ever.	More	than	5,700	practice	questions	are	available	in	the	text.	Detailed	test-taking	strategies	are	provided	for	each	question,	with	hints	for	analyzing	and	uncovering	the	correct
answer	option.	Saunders	Q	&	A	Review	for	the	NCLEX-RN®	ExaminationThis	edition	contains	over	6,000	practice	questions	with	each	question	containing	a	test-taking	strategy	and	justifications	for	correct	and	incorrect	answers	to	enhance	review.	Questions	are	organized	according	to	the	most	recent	NCLEX-RN	test	blueprint	Client	Needs	and
Integrated	Processes.	Questions	are	written	at	higher	cognitive	levels	(applying,	analyzing,	synthesizing,	evaluating,	and	creating)	than	those	on	the	test	itself.	NCLEX-RN	Prep	Plus	by	KaplanThe	NCLEX-RN	Prep	Plus	from	Kaplan	employs	expert	critical	thinking	techniques	and	targeted	sample	questions.	This	edition	identifies	seven	types	of	NGN
questions	and	explains	in	detail	how	to	approach	and	answer	each	type.	In	addition,	it	provides	10	critical	thinking	pathways	for	analyzing	exam	questions.	Illustrated	Study	Guide	for	the	NCLEX-RN®	ExamThe	10th	edition	of	the	Illustrated	Study	Guide	for	the	NCLEX-RN	Exam,	10th	Edition.	This	study	guide	gives	you	a	robust,	visual,	less-
intimidating	way	to	remember	key	facts.	2,500	review	questions	are	now	included	on	the	Evolve	companion	website.	25	additional	illustrations	and	mnemonics	make	the	book	more	appealing	than	ever.	NCLEX	RN	Examination	Prep	Flashcards	(2023	Edition)NCLEX	RN	Exam	Review	FlashCards	Study	Guide	with	Practice	Test	Questions	[Full-Color
Cards]	from	Test	Prep	Books.	These	flashcards	are	ready	for	use,	allowing	you	to	begin	studying	immediately.	Each	flash	card	is	color-coded	for	easy	subject	identification.	An	investment	in	knowledge	pays	the	best	interest.	Keep	up	the	pace	and	continue	learning	with	these	practice	quizzes:	Nursing	Test	Bank:	Free	Practice	Questions	UPDATED!Our
most	comprehenisve	and	updated	nursing	test	bank	that	includes	over	3,500	practice	questions	covering	a	wide	range	of	nursing	topics	that	are	absolutely	free!	NCLEX	Questions	Nursing	Test	Bank	and	Review	UPDATED!Over	1,000+	comprehensive	NCLEX	practice	questions	covering	different	nursing	topics.	We’ve	made	a	significant	effort	to
provide	you	with	the	most	challenging	questions	along	with	insightful	rationales	for	each	question	to	reinforce	learning.	FacebookEmailPrintBufferPinterestShare	Are	you	ready	to	take	on	the	NCLEX-PN	and	become	a	licensed	practical	nurse?	Test	your	knowledge	and	skills	with	our	comprehensive	NCLEX-PN	practice	questions!	From	pharmacology
to	health	promotion	and	maintenance,	our	practice	questions	cover	all	of	the	essential	topics	found	on	the	NCLEX-PN	exam.	These	questions	are	designed	to	simulate	the	real	exam	and	help	you	gauge	your	readiness.	Plus,	with	detailed	explanations	for	each	answer,	you	can	learn	from	your	mistakes	and	improve	your	understanding	of	important
nursing	concepts.	Start	practicing	today	and	increase	your	chances	of	passing	the	NCLEX-PN	on	the	first	try!	Quiz	Guidelines	Before	you	start,	here	are	some	examination	guidelines	and	reminders	you	must	read:	Practice	Exams:	Engage	with	our	Practice	Exams	to	hone	your	skills	in	a	supportive,	low-pressure	environment.	These	exams	provide
immediate	feedback	and	explanations,	helping	you	grasp	core	concepts,	identify	improvement	areas,	and	build	confidence	in	your	knowledge	and	abilities.	Challenge	Exams:	Take	our	Challenge	Exams	to	test	your	mastery	and	readiness	under	simulated	exam	conditions.	These	exams	offer	a	rigorous	question	set	to	assess	your	understanding,	prepare
you	for	actual	examinations,	and	benchmark	your	performance.	You’re	given	2	minutes	per	item.	For	Challenge	Exams,	click	on	the	“Start	Quiz”	button	to	start	the	quiz.	Complete	the	quiz:	Ensure	that	you	answer	the	entire	quiz.	Only	after	you’ve	answered	every	item	will	the	score	and	rationales	be	shown.	Learn	from	the	rationales:	After	each	quiz,
click	on	the	“View	Questions”	button	to	understand	the	explanation	for	each	answer.	Free	access:	Guess	what?	Our	test	banks	are	100%	FREE.	Skip	the	hassle	–	no	sign-ups	or	registrations	here.	A	sincere	promise	from	Nurseslabs:	we	have	not	and	won’t	ever	request	your	credit	card	details	or	personal	info	for	our	practice	questions.	We’re	dedicated
to	keeping	this	service	accessible	and	cost-free,	especially	for	our	amazing	students	and	nurses.	So,	take	the	leap	and	elevate	your	career	hassle-free!	Share	your	thoughts:	We’d	love	your	feedback,	scores,	and	questions!	Please	share	them	in	the	comments	below.	In	this	section	are	the	practice	questions	for	the	NCLEX-PN.	This	nursing	test	bank	set
includes	200	questions	divided	into	eight	parts.	Quizzes	included	in	this	guide	are:	The	National	Council	Licensure	Examination	for	Practical	Nurses	(NCLEX-PN)	is	an	examination	offered	by	the	National	Council	of	State	Board	of	Nursing	(NCSBN)	for	those	who	want	to	work	as	a	licensed	practical	nurse	(LPN)	or	licensed	vocational	nurse	(LVN)	in
the	USA.	It	requires	test	takers	to	gauge	their	competencies	regarding	safe	and	effective	nursing	practice.	The	NCLEX-PN	exam	uses	a	computerized	adaptive	test	(CAT)	format	meaning	that	no	single	exam	is	identical.	The	number	of	questions	varies	from	85	to	205	questions	depending	on	how	well	you	are	performing	on	the	exam.	Of	these	items,	25
are	pretest	items	that	do	not	count	towards	your	score.	The	time	limit	for	the	exam	is	five	(5)	hours.	NCLEX-PN	examination	is	divided	into	four	major	categories	of	questions	in	accordance	with	their	test	plan.	These	areas	including	the	approximate	weight	percentage	are	as	follows:	1.	Safe	and	Effective	Care	Environment	Coordinated	Care	(16%	to
22%):	Topics	include	client	rights,	advocacy,	client	care	assignments,	prioritization,	supervisory	concepts,	informed	consent,	ethics	and	confidentiality,	continuity	of	care,	legal	issues,	referral	process,	quality	improvement,	and	information	technology.		Safety	and	Infection	Control	(10%	to16%):	Covers	areas	such	as	an	incident	report,	injury	and	error
prevention,	ergonomics,	security,	and	emergency	response	plans,	handling	hazardous	materials,	and	home	safety.	2.	Health	Promotion	and	Maintenance	(7%	to	13%):	Questions	are	related	to	the	aging	process,	maternal	and	child	care,	developmental	stages,	disease	prevention,	community	resources,	high-risk	behaviors,	and	methods	for	collecting
data.	3.	Psychosocial	Integrity	(8%	to	14%):	Topics	include	mental	health,	drug	dependency,	crisis	intervention,	a	coping	mechanism,	support	system,	therapeutic	environment	and	communication,	cultural	awareness,	behavioral	management,	abuse	and	neglect,	sensory	alterations,	grief	process,	and	stress	management.	4.	Physiological	Integrity	Basic
Care	and	Comfort	(13%):	Questions	are	related	to	hygiene,	elimination,	nutrition,	hydration,	sleep,	mobility,	assistive	devices,	and	comfort	intervention.		Pharmacological	Therapies	(11%	to	17%):	Questions	focus	on	drug	administration	such	as	dosage	calculation,	adverse	effects,	side	effects,	expected	actions	and	outcomes,	and	pain	management.
Reduction	of	Risk	Potential	(10%	to	16%):	Topics	include	vital	signs,	diagnostic	tests,	laboratory	results,	body	system	alterations,	and	therapeutic	process.	Physiological	Adaptation	(7%	to	13%):	Covers	all	the	different	physiological	adaptations	such	as	medical	emergencies,	fluid	and	electrolyte	imbalances,	and	body	system	alterations.	For	up-to-date
information	about	the	NCLEX-PN	test	plan,	visit	the	NCSBN	website.	The	following	are	the	recommended	study	tips	on	how	to	review	for	the	NCLEX-PN:	Understand	the	format	of	the	exam.	Familiarize	yourself	with	the	structure	of	the	exam	so	that	it	will	give	you	an	idea	on	how	to	effectively	deal	with	the	questions.		Use	study	materials.	Go	over
your	nursing	textbooks,	review	some	of	your	handouts,	create	some	flashcards,	or	check	an	online	course.	Create	a	study	plan	and	schedule.	Plan	which	topic	you	will	study	on	which	days	of	the	week	and	which	day	you	will	take	a	break.		Avoid	cramming.	Study	effectively	and	efficiently	by	giving	yourself	ample	time	to	take	in	and	retain	the
information.		Don’t	rely	on	past	clinical	or	work	experiences.	The	NCLEX-PN	exam	is	always	based	on	evidence-based	practice.	Your	critical	thinking	skills	and	book-based	knowledge	is	essential	in	choosing	the	most	correct	answer.	Try	answering	NCLEX-PN	Practice	Exams.	These	practice	exams	will	give	you	a	preview	of	which	topics	you	have
mastered	and	which	areas	you	need	to	study	more.	Get	ready	for	the	exam	day.	It	is	important	to	have	at	least	8	hours	of	sleep	prior	to	the	exam,	eat	breakfast	on	the	morning	of	the	exam,	dress	comfortably,	and	arrive	early.	Recommended	books	and	resources	for	your	NCLEX	success:	Disclosure:	Included	below	are	affiliate	links	from	Amazon	at	no
additional	cost	from	you.	We	may	earn	a	small	commission	from	your	purchase.	For	more	information,	check	out	our	privacy	policy.	Saunders	Comprehensive	Review	for	the	NCLEX-RNSaunders	Comprehensive	Review	for	the	NCLEX-RN	Examination	is	often	referred	to	as	the	best	nursing	exam	review	book	ever.	More	than	5,700	practice	questions
are	available	in	the	text.	Detailed	test-taking	strategies	are	provided	for	each	question,	with	hints	for	analyzing	and	uncovering	the	correct	answer	option.	Saunders	Q	&	A	Review	for	the	NCLEX-RN®	ExaminationThis	edition	contains	over	6,000	practice	questions	with	each	question	containing	a	test-taking	strategy	and	justifications	for	correct	and
incorrect	answers	to	enhance	review.	Questions	are	organized	according	to	the	most	recent	NCLEX-RN	test	blueprint	Client	Needs	and	Integrated	Processes.	Questions	are	written	at	higher	cognitive	levels	(applying,	analyzing,	synthesizing,	evaluating,	and	creating)	than	those	on	the	test	itself.	NCLEX-RN	Prep	Plus	by	KaplanThe	NCLEX-RN	Prep
Plus	from	Kaplan	employs	expert	critical	thinking	techniques	and	targeted	sample	questions.	This	edition	identifies	seven	types	of	NGN	questions	and	explains	in	detail	how	to	approach	and	answer	each	type.	In	addition,	it	provides	10	critical	thinking	pathways	for	analyzing	exam	questions.	Illustrated	Study	Guide	for	the	NCLEX-RN®	ExamThe	10th
edition	of	the	Illustrated	Study	Guide	for	the	NCLEX-RN	Exam,	10th	Edition.	This	study	guide	gives	you	a	robust,	visual,	less-intimidating	way	to	remember	key	facts.	2,500	review	questions	are	now	included	on	the	Evolve	companion	website.	25	additional	illustrations	and	mnemonics	make	the	book	more	appealing	than	ever.	NCLEX	RN	Examination
Prep	Flashcards	(2023	Edition)NCLEX	RN	Exam	Review	FlashCards	Study	Guide	with	Practice	Test	Questions	[Full-Color	Cards]	from	Test	Prep	Books.	These	flashcards	are	ready	for	use,	allowing	you	to	begin	studying	immediately.	Each	flash	card	is	color-coded	for	easy	subject	identification.	An	investment	in	knowledge	pays	the	best	interest.	Keep
up	the	pace	and	continue	learning	with	these	practice	quizzes:	Nursing	Test	Bank:	Free	Practice	Questions	UPDATED!Our	most	comprehenisve	and	updated	nursing	test	bank	that	includes	over	3,500	practice	questions	covering	a	wide	range	of	nursing	topics	that	are	absolutely	free!	NCLEX	Questions	Nursing	Test	Bank	and	Review	UPDATED!Over
1,000+	comprehensive	NCLEX	practice	questions	covering	different	nursing	topics.	We’ve	made	a	significant	effort	to	provide	you	with	the	most	challenging	questions	along	with	insightful	rationales	for	each	question	to	reinforce	learning.	FacebookEmailPrintBufferPinterestShare	Ms.	Wilson	is	a	45-year-old	female	presents	to	the	clinic	with
unexplained	weight	loss,	anxiety,	heat	intolerance	and	palpitations.	Exams	reveal	mild	systolic	hypertension,	exophthalmos,	lid	lag,	non-pitting	leg	edema,	and	a	diffusely	enlarged	painless	thyroid	gland.	Lab	results	showed	depressed	TSH	and	borderline	T3	and	T4.	Hyperthyroidism	was	confirmed.	As	a	result	of	low	levels	of	T3	and	T4,	the	nurse
should	expect	Ms.	Wilson	to	exhibit:	A.	IrritabilityB.	TachycardiaC.	Cold	intoleranceD.	Profuse	diaphoresis	Correct	Answer:	C	Rationale:	Decreased	production	of	thyroid	hormones	lowers	metabolism,	which	leads	to	intolerance	to	cold.	However,	the	question	seems	to	misalign	with	the	hyperthyroidism	diagnosis;	in	hyperthyroidism,	T3	and	T4	are
elevated,	but	the	answer	choices	suggest	hypothyroidism.	Given	the	options,	cold	intolerance	is	the	correct	choice	for	low	T3/T4.	It	seems	like	everywhere	you	turn	someone	has	a	piece	of	advice	for	how	you	should	prepare	for	the	NCLEX	exam.	So	how	are	you	supposed	to	know	where	to	start	and	what	the	best	way	of	studying	is?	So	many	student
nurses	have	been	in	your	shoes	of	uncertainty,	which	is	exactly	why	we	created	this	awesome	resource	with	12	of	the	absolute	best	NCLEX	tips.	We’ve	left	no	detail	out	of	how	you	should	prepare	and	structure	your	studying.	So	kiss	those	nerves	and	test-taking	insecurities	goodbye	because	you’re	about	to	learn	exactly	how	to	study	with	in-depth
NCLEX	tips	that	will	help	you	pass	the	NCLEX	with	flying	colors.	12	Valuable	NCLEX	Exam	Study	Tips	Implementing	these	12	practical	NCLEX	tips	will	get	you	on	the	road	to	not	just	passing	the	test	but	also	believing	you	can	pass	the	test.	We’ll	help	you	gain	the	clarity	and	confidence	you	need	to	prepare	for	the	NCLEX	exam.	1.	Learn	to	Test
NCLEX-Style	There	are	two	NCLEX	tips	to	touch	on	when	talking	about	learning	the	NCLEX	testing	style.	First,	the	NCLEX	is	administered	using	computerized	adaptive	testing	(CAT).	This	exam	layout	works	by	testing	your	individual	nursing	knowledge	with	each	new	test	question	it	presents.	So	how	you	answered	the	most	recent	question	affects
which	question	you’ll	get	next.	It’s	important	to	be	aware	of	CAT	before	going	into	the	NCLEX	so	that	you	can	begin	practicing	with	this	form	of	testing.	Next,	NCLEX	is	based	on	a	perfect	environment.	When	studying,	always	imagine	caring	for	only	one	patient,	not	being	pulled	in	another	direction,	and	that	all	the	orders	you	need	are	written.	While
it	can	be	difficult	to	do,	separate	clinical	experiences	from	your	NCLEX	prep.	As	you	know,	real	clinical	environments	aren’t	often	occurring	in	these	ideal	conditions.		2.	Start	Studying	Early	The	sooner	you	can	start	preparing	for	the	NCLEX,	the	better.	Don’t	think	of	studying	as	something	that’s	dreadful	or	all-consuming.	When	you	make	good	use	of
your	time,	a	little	each	day	goes	a	long	way.		Whatever	you	do,	don’t	wait	to	study	until	a	month	before	the	exam	and	cram.	Studying	early	by	following	these	NCLEX	tips	helps	cement	concepts	in	your	brain	and	makes	you	a	better	nursing	student	as	well.	3.	Schedule	Your	Study	Time		Instead	of	winging	it,	make	a	schedule	for	how	you	plan	to	study.
This	helps	you	avoid	burnout	and	keeps	you	on	task	so	studying	doesn’t	consume	your	life.	If	you	can	mark	off	30	minutes	here	or	45	minutes	there	for	focused	studying,	it	pays	off	exponentially.		Also,	if	you	start	your	day	with	a	plan,	it’s	much	more	likely	you’ll	get	your	studying	in.	Saying	you’ll	do	it	later	often	doesn’t	happen	if	you	don’t	have	that
time	already	carved	out.	Don’t	forget	to	plan	in	rest	days	to	avoid	feeling	drained.	4.	Create	or	Join	a	Study	Group		This	is	great	for	getting	to	hang	out	with	friends	and	getting	a	quality	study	session.	If	an	in-person	study	group	is	too	hard	to	fit	into	your	busy	schedule,	opt	for	an	online	group.	You	could	even	create	one	with	your	classmates.		Study
groups	are	a	good	way	to	learn	from	your	fellow	nursing	school	students	by	improving	your	notes,	bouncing	questions	off	one	another,	and	building	a	support	system.	Another	benefit	is	that	it	keeps	you	accountable.	When	you	tell	your	group	you’ll	be	there,	you’re	more	likely	to	show	up	and	get	your	studying	in.	Also,	you	can	use	the	positive	group
energy	to	propel	you	towards	passing	the	NCLEX	on	your	first	try.	5.	Study	on	the	Go	If	you	have	a	particularly	jam-packed	day	or	just	aren’t	in	the	mood	for	sitting	down	and	studying,	studying	on	the	go	is	a	perfect	choice.	Listen	to	NCLEX	podcasts,	nursing	audiobooks,	or	even	recordings	of	yourself	reading	through	your	notes.	You	can	bring	your
studying	in	the	car,	to	the	gym,	or	for	an	invigorating	morning	walk.	Wherever	you	choose,	it’s	easy	to	make	studying	on	the	go	fit	into	your	lifestyle.	6.	Study	by	Teaching	Study	by	teaching	means	teaching	another	student	from	your	nursing	program	on	a	topic	or	skill	that	you’re	knowledgeable	or	passionate	about.	This	is	one	of	the	lesser-known
NCLEX	tips,	but	it	ensures	you	have	a	firm	understanding	of	what	you’re	teaching	and	enables	you	to	help	a	fellow	test	taker	at	the	same	time.	7.	Answer	NCLEX	Practice	Questions	Every	Day	This	is	hands-down	the	best	of	the	NCLEX	tips	out	there.	Answering	practice	questions	and	practice	tests	help	boost	your	test-taking	skills	and	is	the	best
indicator	of	how	you’ll	do	on	the	NCLEX.	When	you	answer	daily	NCLEX	practice	questions	that	simulate	the	real	NCLEX	you’re	able	to	get	a	feel	for	how	the	questions	are	set	up	and	build	critical	thinking	skills.		8.	Use	an	NCLEX	Test	Plan		The	National	Council	of	State	Boards	of	Nursing	(NCSBN)	has	free	test	study	plans	for	both	the	NCLEX-RN
and	the	NCLEX-PN.	They	help	you	prepare	for	the	NCLEX	exam	by	outlining	and	detailing	all	the	content	you’ll	be	tested	on.	Also,	the	test	plans	provide	a	great	overview	of	what	to	expect	during	the	exam	so	you	can	keep	your	studying	on	track.	9.	Use	Condensed	Study	Guides	A	condensed	study	guide	is	something	you	can	quickly	read	over	to
refresh.	You	can	buy	study	guides,	but	they’re	very	easy	to	make	yourself.	Type	out	electrolyte	ranges,	common	lab	values,	and	key	information	from	various	topics.	If	you	have	time,	make	a	study	guide	for	each	class	at	the	end	of	the	semester,	while	the	information	is	still	fresh	in	your	mind.		Rewriting	what	you’ve	learned	helps	to	solidify	concepts
and	your	condensed	guide	serves	as	the	perfect	form	of	NCLEX	review.	Wouldn’t	it	be	great	if	you	wanted	to	study	cardiac	nursing	and	already	have	a	handy	condensed	study	guide	to	brush	up	with	instead	of	reading	through	pages	of	notes	or	piles	of	books?	10.	Learn	Quick	and	Effective	Answer	Techniques		Some	answer	technique	NCLEX	tips
include:	Mnemonics	—	A	technique	to	help	memorization,	such	as	using	acronyms.	Eliminate	incorrect	answers	—	Remove	distracting,	obviously	wrong	choices.	Use	the	best	or	most	correct	answer	—	Use	Maslow’s	hierarchy	of	needs,	ABCs	(airway,	breathing,	and	circulation),	and	the	nursing	process	to	find	the	best	multiple-choice	answer.	Find
keywords	—	Look	for	clues	within	the	question.	Try	rewording	—	Figure	out	what’s	really	being	asked.	Look	for	odd	answers	—	Oftentimes	these	are	correct.	Always	assess	first	—	Always	assess	before	using	nursing	interventions.	Avoid	the	following	when	answering	NCLEX	questions:	Absolute	answers	—	Answers	that	use	“always”	or	“never”	are
usually	wrong	answer	choices.	Using	restraints	on	a	patient	—	This	is	usually	never	the	correct	answer.	Calling	the	doctor	too	soon	—	Never	call	about	expected	symptoms	due	to	the	patient’s	disease	process.	Also,	only	call	the	doctor	if	there	is	nothing	else	you	can	do	for	the	patient	after	intervening.	Leaving	the	patient	—	Never	leave	a	patient	alone.
Doing	nothing	—	There’s	always	something	you	can	do.	11.	Reduce	Your	Stress		Of	all	the	NCLEX	tips,	this	one	might	be	the	hardest	to	do	because	as	a	nursing	student	you’re	busy.	But	this	is	exactly	why	you	should	take	time	for	stress	and	test	anxiety	reduction	in	your	test	prep.	Do	things	like	exercise,	visualize	yourself	as	a	nurse,	and	make	time	for
things	that	you	enjoy.	In	fact,	put	these	stress-reducing	self-care	activities	on	your	calendar.	They’re	just	as	important	as	studying	and	will	likely	enhance	your	overall	productivity.	12.	Make	the	Final	Days	Count		Make	the	most	of	the	final	days	before	your	NCLEX	exam.	Be	sure	to	continue	to	study	and	answer	practice	questions	in	the	days	leading
up	to	testing.	Also,	drive	to	the	testing	center	to	know	your	route,	have	a	full	tank	of	gas,	and	get	quality	rest	in	the	days	leading	up	to	the	test.	And	most	of	all,	don’t	worry.	You’ve	got	this.	Exam	Day	Can	Be	a	Breeze	With	These	NCLEX	Tips	Incorporating	these	NCLEX	tips	into	your	studying	routine	will	set	you	up	for	success.	Instead	of	haphazardly
studying	here	and	there,	you	can	have	peace	of	mind	knowing	you	have	a	reliable	studying	structure	to	get	you	where	you	want	to	be	—	a	full-fledged	registered	nurse	or	licensed	practical	nurse.		We	believe	that	the	absolute	best	way	to	prepare	for	the	NCLEX	exam	is	by	answering	daily	NCLEX	practice	questions.	That’s	why	we	created	the	Daily
NCLEX	Challenge	where	you	can	get	an	NCLEX	practice	question	each	day	to	challenge	yourself	and	get	comfortable	with	the	NCLEX	style	of	testing.	Using	these	NCLEX	tips	and	being	diligent	with	daily	practice	questions	are	a	surefire	way	to	help	you	pass	the	NCLEX	the	first	time.	Are	you	ready	to	take	on	the	NCLEX-PN	and	become	a	licensed
practical	nurse?	Test	your	knowledge	and	skills	with	our	comprehensive	NCLEX-PN	practice	questions!	From	pharmacology	to	health	promotion	and	maintenance,	our	practice	questions	cover	all	of	the	essential	topics	found	on	the	NCLEX-PN	exam.	These	questions	are	designed	to	simulate	the	real	exam	and	help	you	gauge	your	readiness.	Plus,	with
detailed	explanations	for	each	answer,	you	can	learn	from	your	mistakes	and	improve	your	understanding	of	important	nursing	concepts.	Start	practicing	today	and	increase	your	chances	of	passing	the	NCLEX-PN	on	the	first	try!	Quiz	Guidelines	Before	you	start,	here	are	some	examination	guidelines	and	reminders	you	must	read:	Practice	Exams:
Engage	with	our	Practice	Exams	to	hone	your	skills	in	a	supportive,	low-pressure	environment.	These	exams	provide	immediate	feedback	and	explanations,	helping	you	grasp	core	concepts,	identify	improvement	areas,	and	build	confidence	in	your	knowledge	and	abilities.	Challenge	Exams:	Take	our	Challenge	Exams	to	test	your	mastery	and
readiness	under	simulated	exam	conditions.	These	exams	offer	a	rigorous	question	set	to	assess	your	understanding,	prepare	you	for	actual	examinations,	and	benchmark	your	performance.	You’re	given	2	minutes	per	item.	For	Challenge	Exams,	click	on	the	“Start	Quiz”	button	to	start	the	quiz.	Complete	the	quiz:	Ensure	that	you	answer	the	entire
quiz.	Only	after	you’ve	answered	every	item	will	the	score	and	rationales	be	shown.	Learn	from	the	rationales:	After	each	quiz,	click	on	the	“View	Questions”	button	to	understand	the	explanation	for	each	answer.	Free	access:	Guess	what?	Our	test	banks	are	100%	FREE.	Skip	the	hassle	–	no	sign-ups	or	registrations	here.	A	sincere	promise	from
Nurseslabs:	we	have	not	and	won’t	ever	request	your	credit	card	details	or	personal	info	for	our	practice	questions.	We’re	dedicated	to	keeping	this	service	accessible	and	cost-free,	especially	for	our	amazing	students	and	nurses.	So,	take	the	leap	and	elevate	your	career	hassle-free!	Share	your	thoughts:	We’d	love	your	feedback,	scores,	and
questions!	Please	share	them	in	the	comments	below.	In	this	section	are	the	practice	questions	for	the	NCLEX-PN.	This	nursing	test	bank	set	includes	200	questions	divided	into	eight	parts.	Quizzes	included	in	this	guide	are:	The	National	Council	Licensure	Examination	for	Practical	Nurses	(NCLEX-PN)	is	an	examination	offered	by	the	National
Council	of	State	Board	of	Nursing	(NCSBN)	for	those	who	want	to	work	as	a	licensed	practical	nurse	(LPN)	or	licensed	vocational	nurse	(LVN)	in	the	USA.	It	requires	test	takers	to	gauge	their	competencies	regarding	safe	and	effective	nursing	practice.	The	NCLEX-PN	exam	uses	a	computerized	adaptive	test	(CAT)	format	meaning	that	no	single	exam
is	identical.	The	number	of	questions	varies	from	85	to	205	questions	depending	on	how	well	you	are	performing	on	the	exam.	Of	these	items,	25	are	pretest	items	that	do	not	count	towards	your	score.	The	time	limit	for	the	exam	is	five	(5)	hours.	NCLEX-PN	examination	is	divided	into	four	major	categories	of	questions	in	accordance	with	their	test
plan.	These	areas	including	the	approximate	weight	percentage	are	as	follows:	1.	Safe	and	Effective	Care	Environment	Coordinated	Care	(16%	to	22%):	Topics	include	client	rights,	advocacy,	client	care	assignments,	prioritization,	supervisory	concepts,	informed	consent,	ethics	and	confidentiality,	continuity	of	care,	legal	issues,	referral	process,
quality	improvement,	and	information	technology.		Safety	and	Infection	Control	(10%	to16%):	Covers	areas	such	as	an	incident	report,	injury	and	error	prevention,	ergonomics,	security,	and	emergency	response	plans,	handling	hazardous	materials,	and	home	safety.	2.	Health	Promotion	and	Maintenance	(7%	to	13%):	Questions	are	related	to	the
aging	process,	maternal	and	child	care,	developmental	stages,	disease	prevention,	community	resources,	high-risk	behaviors,	and	methods	for	collecting	data.	3.	Psychosocial	Integrity	(8%	to	14%):	Topics	include	mental	health,	drug	dependency,	crisis	intervention,	a	coping	mechanism,	support	system,	therapeutic	environment	and	communication,
cultural	awareness,	behavioral	management,	abuse	and	neglect,	sensory	alterations,	grief	process,	and	stress	management.	4.	Physiological	Integrity	Basic	Care	and	Comfort	(13%):	Questions	are	related	to	hygiene,	elimination,	nutrition,	hydration,	sleep,	mobility,	assistive	devices,	and	comfort	intervention.		Pharmacological	Therapies	(11%	to	17%):
Questions	focus	on	drug	administration	such	as	dosage	calculation,	adverse	effects,	side	effects,	expected	actions	and	outcomes,	and	pain	management.	Reduction	of	Risk	Potential	(10%	to	16%):	Topics	include	vital	signs,	diagnostic	tests,	laboratory	results,	body	system	alterations,	and	therapeutic	process.	Physiological	Adaptation	(7%	to	13%):
Covers	all	the	different	physiological	adaptations	such	as	medical	emergencies,	fluid	and	electrolyte	imbalances,	and	body	system	alterations.	For	up-to-date	information	about	the	NCLEX-PN	test	plan,	visit	the	NCSBN	website.	The	following	are	the	recommended	study	tips	on	how	to	review	for	the	NCLEX-PN:	Understand	the	format	of	the	exam.
Familiarize	yourself	with	the	structure	of	the	exam	so	that	it	will	give	you	an	idea	on	how	to	effectively	deal	with	the	questions.		Use	study	materials.	Go	over	your	nursing	textbooks,	review	some	of	your	handouts,	create	some	flashcards,	or	check	an	online	course.	Create	a	study	plan	and	schedule.	Plan	which	topic	you	will	study	on	which	days	of	the
week	and	which	day	you	will	take	a	break.		Avoid	cramming.	Study	effectively	and	efficiently	by	giving	yourself	ample	time	to	take	in	and	retain	the	information.		Don’t	rely	on	past	clinical	or	work	experiences.	The	NCLEX-PN	exam	is	always	based	on	evidence-based	practice.	Your	critical	thinking	skills	and	book-based	knowledge	is	essential	in
choosing	the	most	correct	answer.	Try	answering	NCLEX-PN	Practice	Exams.	These	practice	exams	will	give	you	a	preview	of	which	topics	you	have	mastered	and	which	areas	you	need	to	study	more.	Get	ready	for	the	exam	day.	It	is	important	to	have	at	least	8	hours	of	sleep	prior	to	the	exam,	eat	breakfast	on	the	morning	of	the	exam,	dress
comfortably,	and	arrive	early.	Recommended	books	and	resources	for	your	NCLEX	success:	Disclosure:	Included	below	are	affiliate	links	from	Amazon	at	no	additional	cost	from	you.	We	may	earn	a	small	commission	from	your	purchase.	For	more	information,	check	out	our	privacy	policy.	Saunders	Comprehensive	Review	for	the	NCLEX-RNSaunders
Comprehensive	Review	for	the	NCLEX-RN	Examination	is	often	referred	to	as	the	best	nursing	exam	review	book	ever.	More	than	5,700	practice	questions	are	available	in	the	text.	Detailed	test-taking	strategies	are	provided	for	each	question,	with	hints	for	analyzing	and	uncovering	the	correct	answer	option.	Saunders	Q	&	A	Review	for	the	NCLEX-
RN®	ExaminationThis	edition	contains	over	6,000	practice	questions	with	each	question	containing	a	test-taking	strategy	and	justifications	for	correct	and	incorrect	answers	to	enhance	review.	Questions	are	organized	according	to	the	most	recent	NCLEX-RN	test	blueprint	Client	Needs	and	Integrated	Processes.	Questions	are	written	at	higher
cognitive	levels	(applying,	analyzing,	synthesizing,	evaluating,	and	creating)	than	those	on	the	test	itself.	NCLEX-RN	Prep	Plus	by	KaplanThe	NCLEX-RN	Prep	Plus	from	Kaplan	employs	expert	critical	thinking	techniques	and	targeted	sample	questions.	This	edition	identifies	seven	types	of	NGN	questions	and	explains	in	detail	how	to	approach	and
answer	each	type.	In	addition,	it	provides	10	critical	thinking	pathways	for	analyzing	exam	questions.	Illustrated	Study	Guide	for	the	NCLEX-RN®	ExamThe	10th	edition	of	the	Illustrated	Study	Guide	for	the	NCLEX-RN	Exam,	10th	Edition.	This	study	guide	gives	you	a	robust,	visual,	less-intimidating	way	to	remember	key	facts.	2,500	review	questions
are	now	included	on	the	Evolve	companion	website.	25	additional	illustrations	and	mnemonics	make	the	book	more	appealing	than	ever.	NCLEX	RN	Examination	Prep	Flashcards	(2023	Edition)NCLEX	RN	Exam	Review	FlashCards	Study	Guide	with	Practice	Test	Questions	[Full-Color	Cards]	from	Test	Prep	Books.	These	flashcards	are	ready	for	use,
allowing	you	to	begin	studying	immediately.	Each	flash	card	is	color-coded	for	easy	subject	identification.	An	investment	in	knowledge	pays	the	best	interest.	Keep	up	the	pace	and	continue	learning	with	these	practice	quizzes:	Nursing	Test	Bank:	Free	Practice	Questions	UPDATED!Our	most	comprehenisve	and	updated	nursing	test	bank	that	includes
over	3,500	practice	questions	covering	a	wide	range	of	nursing	topics	that	are	absolutely	free!	NCLEX	Questions	Nursing	Test	Bank	and	Review	UPDATED!Over	1,000+	comprehensive	NCLEX	practice	questions	covering	different	nursing	topics.	We’ve	made	a	significant	effort	to	provide	you	with	the	most	challenging	questions	along	with	insightful
rationales	for	each	question	to	reinforce	learning.	FacebookEmailPrintBufferPinterestShare	Maintained	and	Updated	as	of	2025189	NCLEX-PN	practice	questionsAll	US	state	and	territorial	Boards	of	Nursing	require	a	passing	result	on	the	NCLEX-PN	exam	for	licensure	as	a	licensed	practical	nurse	(LPN)	or	licensed	vocational	nurse	(LVN).	The
NCLEX-PN	is	administered	by	the	National	Council	of	State	Boards	of	Nursing,	Inc.	(NCSBN).	The	exam\'s	content	is	based	on	client	needs:Safe	Effective	Care	EnvironmentCoordinated	CareSafety	and	Infection	ControlHealth	Promotion	and	MaintenancePsychosocial	IntegrityPhysiological	IntegrityBasic	Care	and	ComfortPharmacological
TherapiesReduction	of	Risk	PotentialPhysiological	AdaptationMost	of	the	questions	of	the	NCLEX	exam	are	multiple-choice	questions.	In	recent	years,	however,	the	Boards	of	Nursing	have	added	new	format	questions	which	do	not	involve	simple	multiple-choice	selection.	Examples	of	the	new	formats	include	identifying	and	selecting	a	particular	area
of	a	drawn	body	part;	selecting	multiple	correct	answers	(via	checkboxes);	free-response	mathematical	questions	(usually	medication	calculations);	and	arranging	the	steps	of	a	medical	or	nursing	procedure	in	order.This	is	our	second	set	of	NCLEX	questions,	with	50	more	free	NCLEX-PN	practice	test	questions.Already	a	PN?	We	can	help	you	get
your	RN	certification	with	our	NCLEX-RN	exam	practice,	with	165	questions	to	help	you	ace	your	exam.Disclaimer:	This	content	is	provided	for	informational	purposes	only.	It	has	not	been	edited,	fact	checked	or	updated.	This	content	is	neither	affiliated	nor	endorsed	by	the	NCSBN.	These	questions	were	written	by	a	third	party	test	prep	company
and	licensed	by	PracticeQuiz	for	use	on	this	site.	Please	use	at	your	own	discretion.Ted	Chan	is	the	Managing	Editor	of	PracticeQuiz.com.	Ted	has	experience	as	a	journalist	and	a	writer,	including	editorial	or	content	production	roles	at	ESPN,	Better	Business	Bureau,	The	Boston	Globe,	and	Forbes.	Ted	holds	a	BA	from	Swarthmore	College	with	High
Honors,	and	a	MBA	from	the	MIT	Sloan	School	of	Management.	Ted	also	studied	at	the	Harvard	Business	School,	earning	a	Certificate	in	Value-based	Health	Care	Delivery.All	content,	unless	otherwise	noted,	was	created	for	PracticeQuiz.	Let	an	editor	now	if	you	have	suggested	content	edits	by	emailing	us	at	the	support	address	in	the	header,	or	by
commenting	in	the	Contribute	box	above.	1.	Why	should	you	take	the	NCLEX	Exam	Simulator?	You	can	practice	all	the	topics	you	want	to	master	in	every	aspect	of	the	NCLEX	Exam.	However,	have	you	ever	thought	of	combining	them	into	only	one	real	full	test?	By	simulating	the	actual	test	form,	learners	can	understand	their	ability	deeply	and
estimate	their	score	in	the	actual	test.	With	the	assistance	of	the	NCLEX	Exam	Simulator	and	the	amazing	feature	blow,	we	assure	you	can	achieve	a	good	score!	2.	Suitable	inquiries	derived	from	the	official	NCLEX	Exam		Our	whole	test	bank	is	packed	with	up-to-date	questions	that	are	identical	to	those	found	on	the	genuine	NCLEX.	You	are	always
accessible	for	you	to	take	whenever	and	wherever	you	choose,	with	no	time	limit.	We	have	carefully	gamified	the	exam	questions	so	that	all	you	have	to	do	is	take	them	seriously,	exactly	like	a	real	test.	3.	Detailed	explanation	NCLEX	Practice	Questions	is	one	of	a	few	free	sites	that	offer	full	explanations	once	you've	submitted	your	answers.	You	might
understand	the	underlying	issues	and	pass	the	actual	test	on	the	first	try.	4.	No	account	register	required	Not	every	website	allows	users	to	practice	freely	without	any	sign	up	accounts.	If	you	need	to	stop	your	test	while	doing	it,	it’s	not	a	big	problem.	You	can	pause	your	test	and	it	will	be	automatically	saved	for	your	next	time	you	do.		5.	Easy-to-use
UI		Our	NCLEX	Exam	Simulator	provides	you	with	a	sense	of	excitement	and	attention	while	testing.	As	a	result,	our	user	interface	is	designed	to	make	it	simple	for	test	participants	to	utilize.	Let's	begin	testing	right	away!	6.	Custom	Test	We	furnish	users	with	the	power	of	test	designers.	By	click	in	the	“Custom	Test”	Button,	you	can	choose	the	area
of	your	test	as	wll	as	other	passing	conditions!	Why	not	start	your	NCLEX	Exam	Simulator	now	to	score	high!Read	more	Share	—	copy	and	redistribute	the	material	in	any	medium	or	format	for	any	purpose,	even	commercially.	Adapt	—	remix,	transform,	and	build	upon	the	material	for	any	purpose,	even	commercially.	The	licensor	cannot	revoke
these	freedoms	as	long	as	you	follow	the	license	terms.	Attribution	—	You	must	give	appropriate	credit	,	provide	a	link	to	the	license,	and	indicate	if	changes	were	made	.	You	may	do	so	in	any	reasonable	manner,	but	not	in	any	way	that	suggests	the	licensor	endorses	you	or	your	use.	ShareAlike	—	If	you	remix,	transform,	or	build	upon	the	material,
you	must	distribute	your	contributions	under	the	same	license	as	the	original.	No	additional	restrictions	—	You	may	not	apply	legal	terms	or	technological	measures	that	legally	restrict	others	from	doing	anything	the	license	permits.	You	do	not	have	to	comply	with	the	license	for	elements	of	the	material	in	the	public	domain	or	where	your	use	is
permitted	by	an	applicable	exception	or	limitation	.	No	warranties	are	given.	The	license	may	not	give	you	all	of	the	permissions	necessary	for	your	intended	use.	For	example,	other	rights	such	as	publicity,	privacy,	or	moral	rights	may	limit	how	you	use	the	material.	Are	you	ready	to	take	on	the	NCLEX-PN	and	become	a	licensed	practical	nurse?	Test
your	knowledge	and	skills	with	our	comprehensive	NCLEX-PN	practice	questions!	From	pharmacology	to	health	promotion	and	maintenance,	our	practice	questions	cover	all	of	the	essential	topics	found	on	the	NCLEX-PN	exam.	These	questions	are	designed	to	simulate	the	real	exam	and	help	you	gauge	your	readiness.	Plus,	with	detailed	explanations
for	each	answer,	you	can	learn	from	your	mistakes	and	improve	your	understanding	of	important	nursing	concepts.	Start	practicing	today	and	increase	your	chances	of	passing	the	NCLEX-PN	on	the	first	try!	Quiz	Guidelines	Before	you	start,	here	are	some	examination	guidelines	and	reminders	you	must	read:	Practice	Exams:	Engage	with	our
Practice	Exams	to	hone	your	skills	in	a	supportive,	low-pressure	environment.	These	exams	provide	immediate	feedback	and	explanations,	helping	you	grasp	core	concepts,	identify	improvement	areas,	and	build	confidence	in	your	knowledge	and	abilities.	Challenge	Exams:	Take	our	Challenge	Exams	to	test	your	mastery	and	readiness	under
simulated	exam	conditions.	These	exams	offer	a	rigorous	question	set	to	assess	your	understanding,	prepare	you	for	actual	examinations,	and	benchmark	your	performance.	You’re	given	2	minutes	per	item.	For	Challenge	Exams,	click	on	the	“Start	Quiz”	button	to	start	the	quiz.	Complete	the	quiz:	Ensure	that	you	answer	the	entire	quiz.	Only	after
you’ve	answered	every	item	will	the	score	and	rationales	be	shown.	Learn	from	the	rationales:	After	each	quiz,	click	on	the	“View	Questions”	button	to	understand	the	explanation	for	each	answer.	Free	access:	Guess	what?	Our	test	banks	are	100%	FREE.	Skip	the	hassle	–	no	sign-ups	or	registrations	here.	A	sincere	promise	from	Nurseslabs:	we	have
not	and	won’t	ever	request	your	credit	card	details	or	personal	info	for	our	practice	questions.	We’re	dedicated	to	keeping	this	service	accessible	and	cost-free,	especially	for	our	amazing	students	and	nurses.	So,	take	the	leap	and	elevate	your	career	hassle-free!	Share	your	thoughts:	We’d	love	your	feedback,	scores,	and	questions!	Please	share	them
in	the	comments	below.	In	this	section	are	the	practice	questions	for	the	NCLEX-PN.	This	nursing	test	bank	set	includes	200	questions	divided	into	eight	parts.	Quizzes	included	in	this	guide	are:	The	National	Council	Licensure	Examination	for	Practical	Nurses	(NCLEX-PN)	is	an	examination	offered	by	the	National	Council	of	State	Board	of	Nursing
(NCSBN)	for	those	who	want	to	work	as	a	licensed	practical	nurse	(LPN)	or	licensed	vocational	nurse	(LVN)	in	the	USA.	It	requires	test	takers	to	gauge	their	competencies	regarding	safe	and	effective	nursing	practice.	The	NCLEX-PN	exam	uses	a	computerized	adaptive	test	(CAT)	format	meaning	that	no	single	exam	is	identical.	The	number	of
questions	varies	from	85	to	205	questions	depending	on	how	well	you	are	performing	on	the	exam.	Of	these	items,	25	are	pretest	items	that	do	not	count	towards	your	score.	The	time	limit	for	the	exam	is	five	(5)	hours.	NCLEX-PN	examination	is	divided	into	four	major	categories	of	questions	in	accordance	with	their	test	plan.	These	areas	including
the	approximate	weight	percentage	are	as	follows:	1.	Safe	and	Effective	Care	Environment	Coordinated	Care	(16%	to	22%):	Topics	include	client	rights,	advocacy,	client	care	assignments,	prioritization,	supervisory	concepts,	informed	consent,	ethics	and	confidentiality,	continuity	of	care,	legal	issues,	referral	process,	quality	improvement,	and
information	technology.		Safety	and	Infection	Control	(10%	to16%):	Covers	areas	such	as	an	incident	report,	injury	and	error	prevention,	ergonomics,	security,	and	emergency	response	plans,	handling	hazardous	materials,	and	home	safety.	2.	Health	Promotion	and	Maintenance	(7%	to	13%):	Questions	are	related	to	the	aging	process,	maternal	and
child	care,	developmental	stages,	disease	prevention,	community	resources,	high-risk	behaviors,	and	methods	for	collecting	data.	3.	Psychosocial	Integrity	(8%	to	14%):	Topics	include	mental	health,	drug	dependency,	crisis	intervention,	a	coping	mechanism,	support	system,	therapeutic	environment	and	communication,	cultural	awareness,	behavioral
management,	abuse	and	neglect,	sensory	alterations,	grief	process,	and	stress	management.	4.	Physiological	Integrity	Basic	Care	and	Comfort	(13%):	Questions	are	related	to	hygiene,	elimination,	nutrition,	hydration,	sleep,	mobility,	assistive	devices,	and	comfort	intervention.		Pharmacological	Therapies	(11%	to	17%):	Questions	focus	on	drug
administration	such	as	dosage	calculation,	adverse	effects,	side	effects,	expected	actions	and	outcomes,	and	pain	management.	Reduction	of	Risk	Potential	(10%	to	16%):	Topics	include	vital	signs,	diagnostic	tests,	laboratory	results,	body	system	alterations,	and	therapeutic	process.	Physiological	Adaptation	(7%	to	13%):	Covers	all	the	different
physiological	adaptations	such	as	medical	emergencies,	fluid	and	electrolyte	imbalances,	and	body	system	alterations.	For	up-to-date	information	about	the	NCLEX-PN	test	plan,	visit	the	NCSBN	website.	The	following	are	the	recommended	study	tips	on	how	to	review	for	the	NCLEX-PN:	Understand	the	format	of	the	exam.	Familiarize	yourself	with
the	structure	of	the	exam	so	that	it	will	give	you	an	idea	on	how	to	effectively	deal	with	the	questions.		Use	study	materials.	Go	over	your	nursing	textbooks,	review	some	of	your	handouts,	create	some	flashcards,	or	check	an	online	course.	Create	a	study	plan	and	schedule.	Plan	which	topic	you	will	study	on	which	days	of	the	week	and	which	day	you
will	take	a	break.		Avoid	cramming.	Study	effectively	and	efficiently	by	giving	yourself	ample	time	to	take	in	and	retain	the	information.		Don’t	rely	on	past	clinical	or	work	experiences.	The	NCLEX-PN	exam	is	always	based	on	evidence-based	practice.	Your	critical	thinking	skills	and	book-based	knowledge	is	essential	in	choosing	the	most	correct
answer.	Try	answering	NCLEX-PN	Practice	Exams.	These	practice	exams	will	give	you	a	preview	of	which	topics	you	have	mastered	and	which	areas	you	need	to	study	more.	Get	ready	for	the	exam	day.	It	is	important	to	have	at	least	8	hours	of	sleep	prior	to	the	exam,	eat	breakfast	on	the	morning	of	the	exam,	dress	comfortably,	and	arrive	early.
Recommended	books	and	resources	for	your	NCLEX	success:	Disclosure:	Included	below	are	affiliate	links	from	Amazon	at	no	additional	cost	from	you.	We	may	earn	a	small	commission	from	your	purchase.	For	more	information,	check	out	our	privacy	policy.	Saunders	Comprehensive	Review	for	the	NCLEX-RNSaunders	Comprehensive	Review	for	the
NCLEX-RN	Examination	is	often	referred	to	as	the	best	nursing	exam	review	book	ever.	More	than	5,700	practice	questions	are	available	in	the	text.	Detailed	test-taking	strategies	are	provided	for	each	question,	with	hints	for	analyzing	and	uncovering	the	correct	answer	option.	Saunders	Q	&	A	Review	for	the	NCLEX-RN®	ExaminationThis	edition
contains	over	6,000	practice	questions	with	each	question	containing	a	test-taking	strategy	and	justifications	for	correct	and	incorrect	answers	to	enhance	review.	Questions	are	organized	according	to	the	most	recent	NCLEX-RN	test	blueprint	Client	Needs	and	Integrated	Processes.	Questions	are	written	at	higher	cognitive	levels	(applying,
analyzing,	synthesizing,	evaluating,	and	creating)	than	those	on	the	test	itself.	NCLEX-RN	Prep	Plus	by	KaplanThe	NCLEX-RN	Prep	Plus	from	Kaplan	employs	expert	critical	thinking	techniques	and	targeted	sample	questions.	This	edition	identifies	seven	types	of	NGN	questions	and	explains	in	detail	how	to	approach	and	answer	each	type.	In	addition,
it	provides	10	critical	thinking	pathways	for	analyzing	exam	questions.	Illustrated	Study	Guide	for	the	NCLEX-RN®	ExamThe	10th	edition	of	the	Illustrated	Study	Guide	for	the	NCLEX-RN	Exam,	10th	Edition.	This	study	guide	gives	you	a	robust,	visual,	less-intimidating	way	to	remember	key	facts.	2,500	review	questions	are	now	included	on	the
Evolve	companion	website.	25	additional	illustrations	and	mnemonics	make	the	book	more	appealing	than	ever.	NCLEX	RN	Examination	Prep	Flashcards	(2023	Edition)NCLEX	RN	Exam	Review	FlashCards	Study	Guide	with	Practice	Test	Questions	[Full-Color	Cards]	from	Test	Prep	Books.	These	flashcards	are	ready	for	use,	allowing	you	to	begin
studying	immediately.	Each	flash	card	is	color-coded	for	easy	subject	identification.	An	investment	in	knowledge	pays	the	best	interest.	Keep	up	the	pace	and	continue	learning	with	these	practice	quizzes:	Nursing	Test	Bank:	Free	Practice	Questions	UPDATED!Our	most	comprehenisve	and	updated	nursing	test	bank	that	includes	over	3,500	practice
questions	covering	a	wide	range	of	nursing	topics	that	are	absolutely	free!	NCLEX	Questions	Nursing	Test	Bank	and	Review	UPDATED!Over	1,000+	comprehensive	NCLEX	practice	questions	covering	different	nursing	topics.	We’ve	made	a	significant	effort	to	provide	you	with	the	most	challenging	questions	along	with	insightful	rationales	for	each
question	to	reinforce	learning.	FacebookEmailPrintBufferPinterestShare	The	NCLEX-PN	Practice	Test	(2025	Updated)	is	a	vital	resource	for	practical	nursing	students	preparing	for	the	National	Council	Licensure	Examination	for	Practical	Nurses.	This	practice	test	consists	of	multiple-choice	questions	that	assess	a	student’s	knowledge	in	key	nursing
areas	such	as	pharmacology,	disease	management,	nursing	interventions,	patient	safety,	and	therapeutic	communication.	Each	question	is	accompanied	by	a	detailed	explanation	to	reinforce	learning	and	improve	critical	thinking.	The	practice	test	is	structured	to	reflect	real	exam	conditions,	helping	students	build	confidence	and	competence	in
providing	safe	and	effective	nursing	care.Understanding	the	NCLEX-PN	Exam	FormatThe	NCLEX-PN	exam	is	designed	to	evaluate	the	competency	of	entry-level	practical	nurses.	The	test	follows	the	Computer	Adaptive	Testing	(CAT)	format,	which	adjusts	the	difficulty	level	of	questions	based	on	a	candidate’s	performance.	The	exam	consists	of
multiple-choice,	select-all-that-apply	(SATA),	fill-in-the-blank,	and	prioritization	questions.	A	thorough	understanding	of	these	question	types	is	essential	for	success.The	practice	test	provided	here	covers	major	topics	found	on	the	NCLEX-PN,	ensuring	that	candidates	are	well-prepared	for	the	actual	exam.	By	practicing	these	questions,	test-takers	can
improve	their	ability	to	apply	theoretical	knowledge	to	real-world	patient	scenarios.Key	Topics	Covered	in	the	NCLEX-PN	Practice	TestThe	NCLEX-PN	test	evaluates	candidates	on	the	following	essential	nursing	topics:1.	Pharmacology	and	Medication	AdministrationMedication	safety	is	a	crucial	aspect	of	nursing	practice.	The	test	includes	questions
on	commonly	prescribed	medications	such	as:Digoxin	–	Nurses	must	monitor	for	signs	of	digoxin	toxicity,	which	include	nausea,	vomiting,	and	bradycardia.	Patients	should	be	taught	to	check	their	pulse	before	taking	the	medication.Metformin	–	This	medication	should	be	discontinued	before	any	procedure	involving	contrast	dye	to	prevent	lactic
acidosis.Warfarin	–	Clients	taking	warfarin	must	avoid	excessive	intake	of	vitamin	K-rich	foods	(e.g.,	green	leafy	vegetables)	as	they	can	interfere	with	the	medication’s	effectiveness.Prednisone	–	Patients	should	be	educated	on	the	importance	of	tapering	corticosteroids	gradually	to	prevent	adrenal	insufficiency.Nitroglycerin	–	A	common	side	effect	of
nitroglycerin	is	headaches	due	to	vasodilation,	which	should	be	explained	to	patients.2.	Disease	Management	and	Nursing	InterventionsThe	test	includes	multiple	questions	related	to	disease	processes	and	appropriate	nursing	interventions,	such	as:Heart	Failure	–	Patients	with	heart	failure	should	be	instructed	to	weigh	themselves	daily	to	monitor
fluid	retention.Pneumonia	–	Deep	breathing	and	coughing	exercises	are	encouraged	to	prevent	atelectasis	and	mobilize	secretions.Addison’s	Disease	–	Clients	should	consume	a	high-sodium,	low-potassium	diet	to	counteract	the	effects	of	aldosterone	deficiency.Increased	Intracranial	Pressure	(ICP)	–	Bradycardia,	hypertension,	and	irregular
respirations	(Cushing’s	triad)	are	critical	signs	that	require	immediate	intervention.Understanding	how	to	prioritize	patient	care	in	these	conditions	is	essential	for	NCLEX-PN	success.3.	Safety	and	Infection	ControlPatient	safety	is	a	fundamental	nursing	responsibility.	The	test	includes	questions	on:Chest	Tube	Management	–	Nurses	should	keep	the
drainage	system	below	chest	level	and	avoid	clamping	the	tube	unless	specifically	instructed.Fall	Prevention	–	Clients	at	risk	for	falls	should	use	assistive	devices,	have	bed	alarms,	and	wear	non-slip	socks.Infection	Control	–	Hand	hygiene	and	proper	use	of	personal	protective	equipment	(PPE)	are	emphasized.These	principles	align	with	the	National
Patient	Safety	Goals	(NPSGs)	established	by	The	Joint	Commission.4.	Nutrition	and	Dietary	ConsiderationsNutritional	knowledge	is	crucial	for	nurses.	The	test	includes	dietary	guidelines	for	different	conditions,	such	as:Iron-Deficiency	Anemia	–	Clients	should	consume	iron-rich	foods	such	as	spinach,	red	meat,	and	fortified	cereals.Low-Sodium	Diet	–
Clients	with	hypertension	or	heart	disease	should	avoid	canned	soups,	processed	foods,	and	salty	snacks.Clear	Liquid	Diet	–	Appropriate	foods	include	broth,	gelatin,	and	clear	juices,	while	milk	and	solid	foods	should	be	avoided.These	dietary	modifications	help	manage	chronic	conditions	effectively.5.	Therapeutic	Communication	and	Patient
EducationEffective	communication	is	a	key	nursing	skill.	The	test	includes	scenarios	where	nurses	must	use	therapeutic	communication	techniques,	such	as:Active	listening	–	Encouraging	patients	to	express	their	concerns.Providing	clear,	concise	education	–	Ensuring	patients	understand	their	medications	and	treatment	plans.Offering	emotional
support	–	Helping	patients	cope	with	new	diagnoses	or	procedures.For	example,	clients	with	colostomies	should	be	reassured	that	their	condition	is	manageable,	and	they	should	empty	their	pouch	when	it	is	half	full	to	prevent	leaks.Strategies	for	Success	on	the	NCLEX-PNTo	pass	the	NCLEX-PN,	candidates	must	not	only	memorize	facts	but	also
develop	critical	thinking	and	clinical	judgment	skills.	The	following	strategies	can	enhance	preparation:1.	Understand	the	Nursing	Process	(ADPIE)Most	NCLEX-PN	questions	follow	the	nursing	process:Assessment	–	Gathering	patient	data	before	taking	action.Diagnosis	–	Identifying	the	patient’s	problem.Planning	–	Setting	measurable
goals.Implementation	–	Performing	nursing	interventions.Evaluation	–	Checking	if	goals	were	met.For	example,	if	a	client	reports	dizziness	while	taking	blood	pressure	medication,	the	first	step	is	assessment	(checking	blood	pressure	and	symptoms)	before	taking	further	action.2.	Use	Test-Taking	StrategiesEliminate	incorrect	answers	–	If	two
answers	are	similar,	one	is	usually	correct.Prioritize	using	Maslow’s	Hierarchy	of	Needs	–	Address	physiological	needs	(airway,	breathing,	circulation)	before	psychosocial	concerns.Apply	the	ABCs	(Airway,	Breathing,	Circulation)	–	Life-threatening	issues	always	take	precedence.3.	Practice	with	NCLEX-Style	QuestionsRegular	practice	with	NCLEX-
style	questions	improves	familiarity	with	test	formats	and	builds	confidence.	Reviewing	rationales	for	correct	and	incorrect	answers	reinforces	learning.4.	Manage	Test	AnxietyAnxiety	can	affect	test	performance.	Strategies	to	reduce	stress	include:Deep	breathing	exercises	before	the	exam.Time	management	skills	to	avoid	rushing	through
questions.Positive	mindset	and	confidence	in	preparation	efforts.ConclusionThe	NCLEX-PN	Practice	Test	(2025	Updated)	is	a	comprehensive	resource	that	helps	practical	nursing	students	develop	the	knowledge,	skills,	and	confidence	needed	to	pass	the	exam.	By	covering	essential	topics	such	as	pharmacology,	disease	management,	patient	safety,
therapeutic	communication,	and	nursing	interventions,	this	test	ensures	candidates	are	well-prepared	for	real-world	nursing	challenges.Through	consistent	practice,	critical	thinking,	and	test-taking	strategies,	students	can	approach	the	NCLEX-PN	with	confidence	and	achieve	success	in	their	nursing	careers.Free	NCLEX-PN	Exam	Questions	Which	of
the	following	statements	about	informed	consent	is	correct?A)	It	must	always	be	obtained	by	a	nurse.	B)	It	is	not	required	for	emergency	procedures.	C)	It	requires	the	patient	to	sign	a	document	without	explanation.	D)	It	is	only	valid	if	the	patient	is	under	sedation.Answer:	B)	It	is	not	required	for	emergency	procedures.	Explanation:	In	emergency
situations	where	a	patient	is	unable	to	provide	consent,	treatment	may	be	provided	without	informed	consent	to	preserve	life	or	prevent	serious	harm.	A	client	with	heart	failure	is	prescribed	furosemide	(Lasix).	What	is	the	most	important	electrolyte	imbalance	to	monitor?A)	Hypercalcemia	B)	Hypokalemia	C)	Hypernatremia	D)	HypochloremiaAnswer:
B)	Hypokalemia	Explanation:	Furosemide	is	a	loop	diuretic	that	increases	urine	output	and	can	lead	to	potassium	loss,	causing	hypokalemia,	which	may	result	in	muscle	weakness	and	cardiac	arrhythmias.	A	client	with	diabetes	mellitus	is	experiencing	hypoglycemia.	Which	symptom	is	most	indicative	of	this	condition?A)	Fruity	breath	odor	B)
Excessive	thirst	C)	Cold,	clammy	skin	D)	Frequent	urinationAnswer:	C)	Cold,	clammy	skin	Explanation:	Hypoglycemia	can	cause	symptoms	such	as	sweating,	pallor,	dizziness,	and	clammy	skin	due	to	low	blood	sugar	levels	affecting	the	nervous	system.	Which	type	of	isolation	precaution	is	required	for	a	patient	with	tuberculosis	(TB)?A)	Contact
precautions	B)	Droplet	precautions	C)	Airborne	precautions	D)	Standard	precautionsAnswer:	C)	Airborne	precautions	Explanation:	TB	is	an	airborne	disease	that	requires	the	use	of	an	N95	respirator	and	a	negative-pressure	isolation	room	to	prevent	the	spread	of	infection.	The	nurse	is	reinforcing	teaching	about	digoxin	(Lanoxin)	therapy.	Which
statement	by	the	client	indicates	a	need	for	further	teaching?A)	“I	should	check	my	pulse	before	taking	the	medication.”	B)	“If	I	experience	nausea,	I	should	take	another	dose.”	C)	“I	should	report	vision	changes	to	my	healthcare	provider.”	D)	“I	need	to	monitor	my	potassium	levels.”Answer:	B)	“If	I	experience	nausea,	I	should	take	another	dose.”
Explanation:	Nausea	is	a	sign	of	digoxin	toxicity.	The	client	should	report	symptoms	rather	than	taking	an	extra	dose.	A	nurse	is	caring	for	a	client	with	a	Foley	catheter.	How	should	the	nurse	prevent	urinary	tract	infections	(UTIs)?A)	Keep	the	drainage	bag	level	with	the	bladder	B)	Empty	the	drainage	bag	only	when	it	is	full	C)	Clean	the	perineal
area	regularly	D)	Clamp	the	catheter	frequently	to	maintain	bladder	toneAnswer:	C)	Clean	the	perineal	area	regularly	Explanation:	Proper	perineal	hygiene	helps	reduce	the	risk	of	catheter-associated	urinary	tract	infections	(CAUTIs).	Which	nursing	intervention	is	most	appropriate	for	a	client	with	pneumonia?A)	Encourage	fluid	restriction	B)
Encourage	frequent	deep	breathing	and	coughing	C)	Place	the	client	in	a	supine	position	D)	Administer	antihistamines	as	prescribedAnswer:	B)	Encourage	frequent	deep	breathing	and	coughing	Explanation:	Deep	breathing	and	coughing	help	mobilize	secretions,	improve	oxygenation,	and	prevent	atelectasis	in	pneumonia	patients.	A	nurse	is
monitoring	a	client	receiving	intravenous	(IV)	potassium	chloride.	Which	finding	requires	immediate	intervention?A)	Mild	burning	at	the	IV	site	B)	Serum	potassium	level	of	4.0	mEq/L	C)	Decreased	urine	output	D)	Heart	rate	of	80	beats	per	minuteAnswer:	C)	Decreased	urine	output	Explanation:	Potassium	is	excreted	by	the	kidneys,	and	decreased
urine	output	can	lead	to	hyperkalemia,	which	is	life-threatening.	A	client	with	COPD	is	receiving	oxygen	therapy.	What	is	the	most	important	nursing	action?A)	Encourage	deep	breathing	exercises	B)	Increase	oxygen	flow	rate	as	needed	C)	Keep	the	client	in	a	supine	position	D)	Administer	bronchodilators	after	mealsAnswer:	A)	Encourage	deep
breathing	exercises	Explanation:	Deep	breathing	helps	improve	lung	expansion,	prevent	mucus	buildup,	and	reduce	dyspnea	in	COPD	patients.	Which	food	should	a	client	taking	warfarin	(Coumadin)	avoid?A)	Bananas	B)	Spinach	C)	Chicken	D)	RiceAnswer:	B)	Spinach	Explanation:	Spinach	is	high	in	vitamin	K,	which	can	counteract	the	effects	of
warfarin,	increasing	the	risk	of	clot	formation.	A	nurse	is	assessing	a	client	with	Cushing’s	syndrome.	Which	symptom	is	expected?A)	Hypotension	B)	Moon	face	C)	Weight	loss	D)	Decreased	blood	glucose	levelsAnswer:	B)	Moon	face	Explanation:	Cushing’s	syndrome	results	from	excess	cortisol,	leading	to	fat	redistribution,	causing	a	round	“moon
face”	appearance.	A	postpartum	client	is	experiencing	heavy	vaginal	bleeding.	What	is	the	nurse’s	priority	action?A)	Massage	the	fundus	B)	Offer	fluids	C)	Place	the	client	in	a	supine	position	D)	Administer	a	sedativeAnswer:	A)	Massage	the	fundus	Explanation:	Uterine	atony	is	a	common	cause	of	postpartum	hemorrhage,	and	fundal	massage	helps
the	uterus	contract	and	reduce	bleeding.	Which	action	by	the	nurse	can	help	prevent	aspiration	in	a	client	with	dysphagia?A)	Encourage	rapid	eating	B)	Offer	thin	liquids	C)	Position	the	client	upright	while	eating	D)	Allow	the	client	to	lie	down	immediately	after	eatingAnswer:	C)	Position	the	client	upright	while	eating	Explanation:	An	upright	position
promotes	safe	swallowing	and	reduces	the	risk	of	aspiration.	A	client	is	experiencing	an	anaphylactic	reaction	after	receiving	penicillin.	What	should	the	nurse	do	first?A)	Start	an	IV	line	B)	Administer	epinephrine	C)	Call	the	healthcare	provider	D)	Provide	oral	diphenhydramineAnswer:	B)	Administer	epinephrine	Explanation:	Epinephrine	is	the	first-
line	treatment	for	anaphylaxis	because	it	helps	reverse	airway	constriction	and	circulatory	collapse.	Which	of	the	following	foods	should	a	client	with	celiac	disease	avoid?A)	Rice	B)	Oatmeal	C)	Corn	D)	QuinoaAnswer:	B)	Oatmeal	Explanation:	Oats	may	be	contaminated	with	gluten,	which	can	trigger	symptoms	in	individuals	with	celiac	disease.	A
nurse	is	caring	for	a	client	with	a	nasogastric	(NG)	tube.	What	is	the	best	way	to	verify	correct	placement?A)	Inject	air	and	listen	for	a	gurgling	sound	B)	Check	pH	of	aspirated	gastric	contents	C)	Observe	for	client	discomfort	D)	Measure	the	tube	length	externallyAnswer:	B)	Check	pH	of	aspirated	gastric	contents	Explanation:	Gastric	contents	should
have	a	pH	of	1-5.	pH	testing	is	the	most	accurate	bedside	method	to	confirm	placement	before	feeding	or	medication	administration.	A	nurse	is	reinforcing	education	on	metformin	for	a	client	with	type	2	diabetes.	Which	statement	requires	further	teaching?A)	“I	will	take	this	medication	with	meals.”	B)	“This	medication	may	cause	mild	diarrhea.”	C)	“I
should	avoid	alcohol	while	taking	this	drug.”	D)	“I	need	to	stop	taking	it	before	a	CT	scan	with	contrast.”Answer:	D)	“I	need	to	stop	taking	it	before	a	CT	scan	with	contrast.”	Explanation:	Metformin	should	be	temporarily	discontinued	before	contrast	dye	administration	to	prevent	lactic	acidosis,	a	rare	but	serious	side	effect.	A	nurse	is	caring	for	a
client	with	left-sided	heart	failure.	Which	symptom	is	most	concerning?A)	Bilateral	lower	extremity	edema	B)	Crackles	in	the	lungs	C)	Hepatomegaly	D)	Jugular	vein	distensionAnswer:	B)	Crackles	in	the	lungs	Explanation:	Left-sided	heart	failure	leads	to	pulmonary	congestion,	causing	crackles,	dyspnea,	and	decreased	oxygenation.	Which	newborn
assessment	finding	requires	immediate	intervention?A)	Heart	rate	of	140	bpm	B)	Yellow	skin	tone	at	24	hours	old	C)	Positive	Moro	reflex	D)	AcrocyanosisAnswer:	B)	Yellow	skin	tone	at	24	hours	old	Explanation:	Jaundice	within	the	first	24	hours	may	indicate	hemolytic	disease	or	liver	dysfunction,	requiring	urgent	evaluation.	A	nurse	is	assisting	with
the	care	of	a	client	experiencing	opioid	withdrawal.	Which	symptom	is	expected?A)	Bradycardia	B)	Pinpoint	pupils	C)	Nausea	and	vomiting	D)	Respiratory	depressionAnswer:	C)	Nausea	and	vomiting	Explanation:	Opioid	withdrawal	can	cause	nausea,	vomiting,	sweating,	muscle	pain,	and	restlessness	but	does	not	cause	life-threatening	effects.	Which
intervention	is	most	appropriate	for	a	client	with	sickle	cell	crisis?A)	Apply	cold	packs	to	painful	areas	B)	Encourage	fluid	intake	C)	Limit	oxygen	therapy	D)	Administer	high	doses	of	acetaminophenAnswer:	B)	Encourage	fluid	intake	Explanation:	Hydration	helps	prevent	further	sickling	of	red	blood	cells,	reducing	pain	and	complications.	A	client	with
COPD	has	an	oxygen	saturation	of	88%.	What	is	the	best	nursing	action?A)	Increase	oxygen	to	6	L/min	B)	Continue	monitoring	the	client	C)	Encourage	deep	breathing	and	coughing	D)	Withhold	oxygen	therapyAnswer:	B)	Continue	monitoring	the	client	Explanation:	COPD	clients	often	have	lower	baseline	oxygen	levels,	and	88%	may	be	acceptable.
Increasing	oxygen	too	much	can	reduce	respiratory	drive.	Which	symptom	indicates	a	lithium	toxicity	emergency?A)	Weight	gain	B)	Increased	urination	C)	Blurred	vision	and	confusion	D)	Mild	hand	tremorsAnswer:	C)	Blurred	vision	and	confusion	Explanation:	Lithium	toxicity	can	cause	severe	neurological	symptoms,	including	confusion,	ataxia,	and
tremors.	Levels	should	be	monitored	regularly.	A	nurse	is	preparing	to	administer	insulin	lispro.	When	should	it	be	given?A)	30	minutes	before	a	meal	B)	At	bedtime	C)	With	the	first	bite	of	a	meal	D)	Two	hours	after	a	mealAnswer:	C)	With	the	first	bite	of	a	meal	Explanation:	Insulin	lispro	is	a	rapid-acting	insulin	that	should	be	given	immediately
before	or	with	food	to	prevent	hypoglycemia.	Which	is	the	best	intervention	for	a	client	experiencing	status	epilepticus?A)	Apply	restraints	B)	Administer	IV	benzodiazepines	C)	Place	the	client	in	a	supine	position	D)	Offer	oral	fluidsAnswer:	B)	Administer	IV	benzodiazepines	Explanation:	Status	epilepticus	is	a	medical	emergency	requiring	rapid



administration	of	IV	benzodiazepines	(e.g.,	lorazepam)	to	stop	prolonged	seizure	activity.	A	nurse	is	caring	for	a	client	with	deep	vein	thrombosis	(DVT).	Which	action	should	be	avoided?A)	Elevating	the	affected	limb	B)	Applying	compression	stockings	C)	Encouraging	ambulation	D)	Administering	anticoagulantsAnswer:	C)	Encouraging	ambulation
Explanation:	Ambulation	may	dislodge	the	clot,	increasing	the	risk	of	pulmonary	embolism.	The	client	should	rest	with	the	leg	elevated.	A	nurse	is	assisting	a	client	experiencing	a	myasthenic	crisis.	What	is	the	priority	intervention?A)	Administer	corticosteroids	B)	Ensure	airway	patency	C)	Offer	high-calorie	snacks	D)	Encourage	deep	breathing
exercisesAnswer:	B)	Ensure	airway	patency	Explanation:	Myasthenic	crisis	can	cause	respiratory	muscle	weakness,	leading	to	respiratory	failure.	Airway	support	is	the	priority.	Which	finding	suggests	a	client	is	experiencing	a	hemorrhagic	stroke?A)	Sudden	severe	headache	B)	Gradual	onset	of	weakness	C)	Unilateral	facial	drooping	D)	Slurred
speechAnswer:	A)	Sudden	severe	headache	Explanation:	A	hemorrhagic	stroke	often	presents	with	a	sudden,	intense	headache	due	to	bleeding	in	the	brain.	A	nurse	is	caring	for	a	client	with	pancreatitis.	Which	lab	value	is	most	concerning?A)	Elevated	amylase	and	lipase	B)	Low	white	blood	cell	count	C)	High	hemoglobin	levels	D)	Decreased
bilirubinAnswer:	A)	Elevated	amylase	and	lipase	Explanation:	Elevated	pancreatic	enzymes	indicate	acute	pancreatitis,	requiring	prompt	treatment.	A	client	with	schizophrenia	is	experiencing	auditory	hallucinations.	What	is	the	best	nursing	response?A)	“I	don’t	hear	the	voices.	Are	they	telling	you	to	hurt	yourself?”	B)	“You	need	to	ignore	those
voices	because	they	are	not	real.”	C)	“Why	do	you	think	you	are	hearing	voices?”	D)	“I	will	turn	on	the	TV	so	you	won’t	hear	them	anymore.”Answer:	A)	“I	don’t	hear	the	voices.	Are	they	telling	you	to	hurt	yourself?”	Explanation:	Validating	the	client’s	experience	while	assessing	for	risk	of	harm	is	an	appropriate	nursing	intervention	for	hallucinations.
A	nurse	is	reinforcing	teaching	with	a	client	prescribed	warfarin.	Which	statement	indicates	a	need	for	further	teaching?A)	“I	will	avoid	green	leafy	vegetables.”	B)	“I	should	have	my	INR	checked	regularly.”	C)	“I	will	take	aspirin	if	I	have	a	headache.”	D)	“I	should	report	any	unusual	bruising	or	bleeding.”Answer:	C)	“I	will	take	aspirin	if	I	have	a
headache.”	Explanation:	Aspirin	increases	the	risk	of	bleeding	when	taken	with	warfarin.	Clients	should	avoid	NSAIDs	and	use	acetaminophen	instead.	A	nurse	is	caring	for	a	client	experiencing	an	anaphylactic	reaction.	What	is	the	priority	nursing	action?A)	Administer	diphenhydramine	B)	Give	epinephrine	intramuscularly	C)	Provide	a
bronchodilator	D)	Place	the	client	in	the	Trendelenburg	positionAnswer:	B)	Give	epinephrine	intramuscularly	Explanation:	Epinephrine	is	the	first-line	treatment	for	anaphylaxis,	as	it	counteracts	severe	bronchoconstriction	and	hypotension.	A	client	with	cirrhosis	is	receiving	lactulose.	What	is	the	expected	outcome?A)	Decreased	ammonia	levels	B)
Increased	urine	output	C)	Reduced	ascites	D)	Normalized	liver	enzymesAnswer:	A)	Decreased	ammonia	levels	Explanation:	Lactulose	helps	eliminate	ammonia	from	the	body	through	diarrhea,	preventing	hepatic	encephalopathy	in	cirrhosis	clients.	A	nurse	is	preparing	to	administer	IV	potassium	chloride.	What	is	the	safest	method	of	administration?
A)	IV	push	over	5	minutes	B)	Diluted	in	IV	fluids	and	infused	slowly	C)	Mixed	with	normal	saline	and	given	rapidly	D)	Administered	undiluted	through	a	central	lineAnswer:	B)	Diluted	in	IV	fluids	and	infused	slowly	Explanation:	IV	potassium	should	always	be	diluted	and	infused	at	a	controlled	rate	to	prevent	cardiac	arrhythmias.	It	should	never	be
given	IV	push.	Which	client	is	at	the	highest	risk	for	developing	a	pressure	ulcer?A)	A	client	with	urinary	incontinence	and	limited	mobility	B)	A	client	with	diabetes	and	controlled	blood	glucose	C)	A	client	who	ambulates	with	assistance	twice	daily	D)	A	client	who	is	receiving	IV	fluids	and	eating	wellAnswer:	A)	A	client	with	urinary	incontinence	and
limited	mobility	Explanation:	Incontinence	increases	skin	breakdown,	and	immobility	prevents	repositioning,	leading	to	a	higher	risk	of	pressure	ulcers.	A	nurse	is	reinforcing	teaching	about	digoxin.	Which	symptom	should	the	client	report	immediately?A)	Increased	appetite	B)	Blurred	vision	and	nausea	C)	Weight	gain	of	1	lb	in	a	week	D)	A	blood
pressure	reading	of	120/80	mmHgAnswer:	B)	Blurred	vision	and	nausea	Explanation:	These	are	signs	of	digoxin	toxicity.	Other	symptoms	include	confusion,	bradycardia,	and	yellow	halos	around	lights.	A	nurse	is	caring	for	a	client	post-surgery	who	suddenly	develops	shortness	of	breath	and	chest	pain.	What	is	the	priority	action?A)	Administer	a
bronchodilator	B)	Encourage	deep	breathing	and	coughing	C)	Notify	the	healthcare	provider	immediately	D)	Elevate	the	head	of	the	bed	and	provide	oxygenAnswer:	D)	Elevate	the	head	of	the	bed	and	provide	oxygen	Explanation:	These	symptoms	suggest	a	pulmonary	embolism.	Raising	the	head	of	the	bed	and	providing	oxygen	helps	improve
oxygenation	while	notifying	the	provider.	Which	intervention	is	appropriate	for	a	client	receiving	continuous	enteral	tube	feeding?A)	Position	the	client	flat	while	feeding	B)	Check	residual	volume	every	8	hours	C)	Flush	the	tube	with	water	regularly	D)	Hold	feedings	if	the	client	reports	hungerAnswer:	C)	Flush	the	tube	with	water	regularly
Explanation:	Regular	flushing	prevents	clogging	and	maintains	tube	patency.	The	client	may	not	feel	hunger	due	to	continuous	feeding.	A	nurse	is	reviewing	lab	results	of	a	client	with	acute	kidney	injury.	Which	finding	is	most	concerning?A)	Potassium	6.2	mEq/L	B)	Sodium	135	mEq/L	C)	Hemoglobin	12	g/dL	D)	BUN	18	mg/dLAnswer:	A)	Potassium
6.2	mEq/L	Explanation:	Hyperkalemia	(K+	>	5.0	mEq/L)	can	cause	life-threatening	cardiac	dysrhythmias	and	requires	immediate	intervention.	A	nurse	is	reinforcing	education	on	newborn	care.	Which	statement	by	the	parent	indicates	correct	understanding?A)	“I	will	apply	baby	powder	after	diaper	changes.”	B)	“I	will	clean	the	umbilical	cord	with
alcohol	daily.”	C)	“I	should	expect	the	umbilical	cord	to	fall	off	in	1-2	weeks.”	D)	“I	will	bottle-feed	my	baby	in	a	completely	flat	position.”Answer:	C)	“I	should	expect	the	umbilical	cord	to	fall	off	in	1-2	weeks.”	Explanation:	The	umbilical	cord	usually	falls	off	within	10-14	days.	Alcohol	is	no	longer	recommended,	and	powder	use	can	cause	respiratory
issues.	A	nurse	is	caring	for	a	client	who	had	a	hip	replacement.	Which	action	is	most	important	to	prevent	dislocation?A)	Keep	the	legs	crossed	when	sitting	B)	Maintain	hip	flexion	at	90	degrees	C)	Place	a	pillow	between	the	legs	when	turning	D)	Encourage	active	leg	exercises	in	bedAnswer:	C)	Place	a	pillow	between	the	legs	when	turning
Explanation:	A	pillow	(abduction	device)	prevents	excessive	movement	that	could	cause	hip	dislocation	post-surgery.	A	nurse	is	reinforcing	teaching	to	a	client	prescribed	furosemide.	What	food	should	the	client	be	encouraged	to	eat?A)	Apples	B)	Bananas	C)	Bread	D)	RiceAnswer:	B)	Bananas	Explanation:	Furosemide	is	a	loop	diuretic	that	can	cause
potassium	loss.	Bananas	are	rich	in	potassium	and	help	prevent	hypokalemia.	A	nurse	is	preparing	to	administer	a	blood	transfusion.	What	is	the	first	action?A)	Start	the	IV	line	with	normal	saline	B)	Verify	blood	compatibility	with	another	nurse	C)	Obtain	the	client’s	baseline	vital	signs	D)	Warm	the	blood	bag	before	administrationAnswer:	B)	Verify
blood	compatibility	with	another	nurse	Explanation:	Double-checking	blood	compatibility	is	the	first	and	most	crucial	step	to	prevent	transfusion	reactions.	A	client	receiving	chemotherapy	has	a	white	blood	cell	count	of	2,500/mm³.	What	is	the	priority	intervention?A)	Encourage	frequent	handwashing	B)	Administer	pain	medication	as	prescribed	C)
Restrict	fluid	intake	D)	Allow	fresh	flowers	in	the	roomAnswer:	A)	Encourage	frequent	handwashing	Explanation:	A	low	WBC	count	(neutropenia)	increases	infection	risk.	Strict	hand	hygiene	is	essential	for	infection	prevention.	A	nurse	is	providing	care	for	a	client	with	Addison’s	disease.	Which	dietary	recommendation	is	appropriate?A)	Increase
sodium	intake	B)	Follow	a	low-protein	diet	C)	Avoid	all	dairy	products	D)	Reduce	carbohydrate	intakeAnswer:	A)	Increase	sodium	intake	Explanation:	Addison’s	disease	leads	to	low	aldosterone	levels,	causing	sodium	loss.	Clients	often	require	a	high-sodium	diet.	A	nurse	is	reinforcing	teaching	about	insulin	administration.	Which	statement	indicates
correct	understanding?A)	“I	will	shake	the	NPH	insulin	bottle	before	use.”	B)	“I	will	inject	insulin	at	a	45-degree	angle	if	I	have	little	fat.”	C)	“I	should	massage	the	injection	site	after	administration.”	D)	“I	will	mix	regular	insulin	with	glargine	before	injecting.”Answer:	B)	“I	will	inject	insulin	at	a	45-degree	angle	if	I	have	little	fat.”	Explanation:	For
clients	with	minimal	subcutaneous	tissue,	insulin	should	be	injected	at	a	45-degree	angle	to	ensure	proper	absorption.	Which	action	should	the	nurse	take	when	administering	eye	drops?A)	Instill	drops	directly	on	the	cornea	B)	Instruct	the	client	to	squeeze	their	eyes	shut	C)	Pull	the	lower	eyelid	down	and	apply	drops	into	the	conjunctival	sac	D)	Wipe
excess	medication	toward	the	inner	canthusAnswer:	C)	Pull	the	lower	eyelid	down	and	apply	drops	into	the	conjunctival	sac	Explanation:	Administering	eye	drops	into	the	conjunctival	sac	ensures	even	distribution	and	prevents	corneal	irritation.	A	client	with	COPD	is	receiving	oxygen	therapy.	Which	intervention	is	most	appropriate?A)	Keep	oxygen
flow	rate	above	5	L/min	B)	Monitor	for	signs	of	oxygen	toxicity	C)	Encourage	the	client	to	breathe	rapidly	D)	Limit	fluid	intake	to	reduce	secretionsAnswer:	B)	Monitor	for	signs	of	oxygen	toxicity	Explanation:	Clients	with	COPD	rely	on	a	hypoxic	drive	to	breathe.	High	oxygen	levels	can	suppress	their	respiratory	drive,	leading	to	hypoventilation.	A
nurse	is	caring	for	a	client	with	a	chest	tube.	What	is	a	priority	assessment?A)	Ensuring	continuous	bubbling	in	the	water	seal	chamber	B)	Keeping	the	drainage	system	below	chest	level	C)	Clamping	the	chest	tube	during	repositioning	D)	Emptying	the	drainage	chamber	every	8	hoursAnswer:	B)	Keeping	the	drainage	system	below	chest	level
Explanation:	Keeping	the	drainage	system	below	the	chest	prevents	fluid	backflow,	which	could	cause	lung	re-expansion	failure.	A	nurse	is	assisting	with	care	for	a	client	experiencing	a	tonic-clonic	seizure.	What	is	the	priority	action?A)	Restrain	the	client	to	prevent	injury	B)	Place	a	padded	tongue	blade	in	the	mouth	C)	Turn	the	client	to	their	side	D)
Administer	naloxone	immediatelyAnswer:	C)	Turn	the	client	to	their	side	Explanation:	Turning	the	client	to	their	side	prevents	aspiration	and	maintains	an	open	airway	during	a	seizure.	Which	food	choice	is	best	for	a	client	taking	a	monoamine	oxidase	inhibitor	(MAOI)?A)	Aged	cheese	and	pepperoni	B)	Fresh	grilled	chicken	and	rice	C)	Red	wine	and
smoked	salmon	D)	Salami	and	pickled	vegetablesAnswer:	B)	Fresh	grilled	chicken	and	rice	Explanation:	MAOIs	require	a	low-tyramine	diet	to	prevent	hypertensive	crises.	Aged	cheeses,	cured	meats,	and	wine	should	be	avoided.	Which	client	is	at	the	highest	risk	for	developing	metabolic	syndrome?A)	A	55-year-old	client	with	a	waist	circumference	of
42	inches	B)	A	25-year-old	athlete	with	a	BMI	of	22	C)	A	40-year-old	client	with	normal	cholesterol	levels	D)	A	60-year-old	client	who	walks	3	miles	dailyAnswer:	A)	A	55-year-old	client	with	a	waist	circumference	of	42	inches	Explanation:	Metabolic	syndrome	is	linked	to	abdominal	obesity,	hypertension,	high	triglycerides,	and	insulin	resistance.	A
nurse	is	reinforcing	teaching	on	lithium	therapy.	Which	instruction	should	be	included?A)	Reduce	fluid	intake	to	prevent	toxicity	B)	Avoid	excessive	salt	consumption	C)	Take	lithium	with	food	to	prevent	nausea	D)	Stop	taking	lithium	if	feeling	betterAnswer:	C)	Take	lithium	with	food	to	prevent	nausea	Explanation:	Lithium	can	cause	gastrointestinal
discomfort,	so	taking	it	with	food	reduces	nausea.	A	nurse	is	caring	for	a	client	with	heart	failure.	Which	assessment	finding	requires	immediate	intervention?A)	Weight	gain	of	3	lbs	in	24	hours	B)	Bilateral	lower	extremity	edema	C)	Fatigue	and	shortness	of	breath	D)	Blood	pressure	of	130/80	mmHgAnswer:	A)	Weight	gain	of	3	lbs	in	24	hours
Explanation:	Rapid	weight	gain	suggests	fluid	retention	and	worsening	heart	failure,	requiring	immediate	intervention.	A	nurse	is	providing	dietary	education	to	a	client	with	osteoporosis.	Which	food	should	be	encouraged?A)	White	bread	B)	Leafy	green	vegetables	C)	Fried	chicken	D)	Carbonated	soft	drinksAnswer:	B)	Leafy	green	vegetables
Explanation:	Leafy	greens	are	high	in	calcium	and	vitamin	K,	which	support	bone	health.	A	nurse	is	reinforcing	discharge	teaching	for	a	client	with	a	new	ileostomy.	Which	statement	indicates	understanding?A)	“I	will	drink	at	least	2-3	liters	of	fluid	daily.”	B)	“I	should	expect	my	stools	to	be	solid.”	C)	“I	will	limit	my	intake	of	salty	foods.”	D)	“I	should
avoid	drinking	fluids	between	meals.”Answer:	A)	“I	will	drink	at	least	2-3	liters	of	fluid	daily.”	Explanation:	Clients	with	an	ileostomy	lose	more	fluids	and	electrolytes,	so	adequate	hydration	is	essential.	A	nurse	is	assisting	a	client	with	Alzheimer’s	disease.	Which	intervention	promotes	safety?A)	Allowing	unrestricted	access	to	exits	B)	Keeping	the
environment	dimly	lit	C)	Providing	a	structured	daily	routine	D)	Encouraging	frequent	naps	throughout	the	dayAnswer:	C)	Providing	a	structured	daily	routine	Explanation:	A	consistent	routine	reduces	confusion	and	promotes	safety	in	clients	with	Alzheimer’s	disease.	A	nurse	is	reinforcing	education	about	newborn	jaundice.	Which	statement
indicates	correct	understanding?A)	“Jaundice	in	the	first	24	hours	is	normal.”	B)	“I	should	expose	my	baby	to	direct	sunlight	for	long	periods.”	C)	“Feeding	my	baby	frequently	can	help	reduce	jaundice.”	D)	“Jaundice	is	only	caused	by	liver	disease.”Answer:	C)	“Feeding	my	baby	frequently	can	help	reduce	jaundice.”	Explanation:	Frequent	feedings
promote	bilirubin	excretion	through	stool	and	urine,	reducing	jaundice.	Which	client	is	at	the	highest	risk	for	developing	deep	vein	thrombosis	(DVT)?A)	A	young	adult	on	birth	control	pills	B)	A	client	ambulating	twice	daily	after	surgery	C)	A	client	with	hypertension	taking	aspirin	D)	A	client	with	a	history	of	anemiaAnswer:	A)	A	young	adult	on	birth
control	pills	Explanation:	Hormonal	contraceptives	increase	the	risk	of	clot	formation,	leading	to	a	higher	chance	of	DVT.	A	nurse	is	caring	for	a	client	with	a	nasogastric	(NG)	tube.	Which	action	is	most	appropriate?A)	Check	tube	placement	by	auscultation	B)	Flush	the	tube	with	30	mL	of	sterile	water	as	prescribed	C)	Position	the	client	flat	while
feeding	D)	Confirm	placement	by	adding	food	coloring	to	the	tube	feedingAnswer:	B)	Flush	the	tube	with	30	mL	of	sterile	water	as	prescribed	Explanation:	Regular	flushing	prevents	clogging	and	maintains	tube	patency.	A	nurse	is	caring	for	a	client	with	Cushing’s	syndrome.	Which	finding	should	be	reported	immediately?A)	Moon	face	and	buffalo
hump	B)	Blood	glucose	level	of	210	mg/dL	C)	Sudden	onset	of	confusion	D)	Purple	striae	on	the	abdomenAnswer:	C)	Sudden	onset	of	confusion	Explanation:	Confusion	may	indicate	a	hypertensive	crisis,	infection,	or	severe	electrolyte	imbalance,	requiring	immediate	intervention.	A	client	with	pneumonia	is	receiving	IV	antibiotics.	Which	statement	by
the	client	requires	further	teaching?A)	“I	will	complete	my	entire	antibiotic	prescription.”	B)	“I	should	drink	plenty	of	fluids.”	C)	“I	will	stop	taking	the	antibiotics	when	I	feel	better.”	D)	“I	need	to	rest	and	take	deep	breaths	frequently.”Answer:	C)	“I	will	stop	taking	the	antibiotics	when	I	feel	better.”	Explanation:	Stopping	antibiotics	early	can	lead	to
incomplete	treatment	and	antibiotic	resistance.	A	nurse	is	reinforcing	teaching	about	warfarin	(Coumadin)	therapy.	Which	statement	by	the	client	indicates	understanding?A)	“I	will	eat	more	green	leafy	vegetables.”	B)	“I	should	use	a	soft-bristled	toothbrush.”	C)	“I	need	to	take	aspirin	for	headaches.”	D)	“I	should	stop	the	medication	if	my	gums
bleed.”Answer:	B)	“I	should	use	a	soft-bristled	toothbrush.”	Explanation:	Warfarin	increases	bleeding	risk,	so	using	a	soft	toothbrush	prevents	gum	bleeding.	Which	client	is	at	the	highest	risk	for	developing	hypoglycemia?A)	A	client	with	type	1	diabetes	who	skipped	lunch	after	taking	insulin	B)	A	client	with	type	2	diabetes	who	ate	a	large
carbohydrate	meal	C)	A	client	who	has	an	A1C	level	of	8.2%	D)	A	client	who	exercises	regularly	and	follows	a	diabetic	dietAnswer:	A)	A	client	with	type	1	diabetes	who	skipped	lunch	after	taking	insulin	Explanation:	Skipping	meals	after	insulin	administration	can	lead	to	dangerously	low	blood	sugar	levels.	A	nurse	is	caring	for	a	client	with	a	fentanyl
patch	for	chronic	pain.	What	is	a	priority	assessment?A)	Blood	glucose	monitoring	B)	Checking	for	excessive	sweating	C)	Monitoring	respiratory	rate	D)	Assessing	for	hyperactivityAnswer:	C)	Monitoring	respiratory	rate	Explanation:	Opioids	like	fentanyl	depress	the	respiratory	system,	requiring	frequent	assessment.	A	nurse	is	assisting	with	the	care
of	a	client	who	has	heart	failure	and	is	taking	furosemide.	Which	lab	result	requires	immediate	intervention?A)	Potassium	2.8	mEq/L	B)	Sodium	140	mEq/L	C)	Calcium	9.2	mg/dL	D)	Glucose	110	mg/dLAnswer:	A)	Potassium	2.8	mEq/L	Explanation:	Hypokalemia	can	cause	serious	cardiac	dysrhythmias	and	muscle	weakness.	A	nurse	is	reinforcing
teaching	for	a	client	with	rheumatoid	arthritis.	Which	statement	indicates	understanding?A)	“I	should	perform	range-of-motion	exercises	daily.”	B)	“I	will	use	ice	packs	on	my	joints	every	morning.”	C)	“I	should	remain	immobile	during	flare-ups.”	D)	“I	will	avoid	all	physical	activity.”Answer:	A)	“I	should	perform	range-of-motion	exercises	daily.”
Explanation:	Regular	movement	helps	maintain	joint	function	and	prevent	stiffness.	A	nurse	is	caring	for	a	client	receiving	a	blood	transfusion.	Which	finding	requires	immediate	intervention?A)	Temperature	increase	from	98.6°F	to	100.2°F	B)	Blood	pressure	drop	from	130/80	mmHg	to	90/60	mmHg	C)	Client	reports	mild	itching	D)	Slight	increase	in
heart	rateAnswer:	B)	Blood	pressure	drop	from	130/80	mmHg	to	90/60	mmHg	Explanation:	A	sudden	drop	in	blood	pressure	may	indicate	a	severe	transfusion	reaction.	A	client	is	receiving	heparin	therapy.	Which	lab	value	should	the	nurse	monitor?A)	PT/INR	B)	Hemoglobin	C)	aPTT	D)	Platelet	countAnswer:	C)	aPTT	Explanation:	aPTT	is	used	to
monitor	heparin	therapy	effectiveness	and	safety.	A	nurse	is	caring	for	a	client	with	a	urinary	tract	infection	(UTI).	Which	instruction	should	be	included	in	discharge	teaching?A)	“Wipe	from	back	to	front	after	using	the	bathroom.”	B)	“Increase	fluid	intake	to	at	least	2-3	liters	per	day.”	C)	“Avoid	urinating	frequently	to	prevent	discomfort.”	D)	“Take
antibiotics	only	if	symptoms	worsen.”Answer:	B)	“Increase	fluid	intake	to	at	least	2-3	liters	per	day.”	Explanation:	Fluids	help	flush	bacteria	from	the	urinary	tract	and	prevent	further	infections.	A	nurse	is	reinforcing	teaching	on	digoxin	therapy.	Which	sign	of	toxicity	should	the	client	report	immediately?A)	Increased	urine	output	B)	Blurred	vision
and	yellow	halos	C)	Mild	nausea	after	meals	D)	Slight	weight	lossAnswer:	B)	Blurred	vision	and	yellow	halos	Explanation:	Visual	disturbances	are	a	sign	of	digoxin	toxicity	and	require	immediate	attention.	A	nurse	is	reinforcing	teaching	about	newborn	cord	care.	Which	statement	indicates	understanding?A)	“I	should	clean	the	cord	stump	with	alcohol
after	each	diaper	change.”	B)	“I	should	keep	the	cord	stump	dry	and	exposed	to	air.”	C)	“I	should	remove	the	stump	when	it	starts	to	loosen.”	D)	“I	should	apply	petroleum	jelly	to	the	cord.”Answer:	B)	“I	should	keep	the	cord	stump	dry	and	exposed	to	air.”	Explanation:	Keeping	the	cord	dry	promotes	healing	and	prevents	infection.	A	nurse	is	caring
for	a	client	in	the	manic	phase	of	bipolar	disorder.	What	is	the	priority	intervention?A)	Encourage	group	therapy	participation	B)	Provide	a	structured	environment	with	minimal	stimulation	C)	Allow	the	client	to	make	major	decisions	D)	Discuss	feelings	about	their	behaviorAnswer:	B)	Provide	a	structured	environment	with	minimal	stimulation
Explanation:	A	calm	environment	helps	prevent	overstimulation	and	agitation.	A	nurse	is	caring	for	a	client	with	gastroesophageal	reflux	disease	(GERD).	Which	instruction	should	be	included	in	discharge	teaching?A)	“Eat	large	meals	before	bedtime.”	B)	“Avoid	caffeine,	spicy	foods,	and	acidic	drinks.”	C)	“Lie	flat	after	eating	to	help	digestion.”	D)
“Drink	carbonated	beverages	to	relieve	symptoms.”Answer:	B)	“Avoid	caffeine,	spicy	foods,	and	acidic	drinks.”	Explanation:	These	foods	increase	acid	production	and	worsen	GERD	symptoms.	A	nurse	is	reinforcing	teaching	for	a	client	with	iron-deficiency	anemia.	Which	statement	indicates	correct	understanding?A)	“I	should	take	iron	supplements
with	milk.”	B)	“I	should	drink	orange	juice	when	taking	my	iron	supplement.”	C)	“Iron	supplements	will	not	cause	any	side	effects.”	D)	“I	should	take	iron	on	a	full	stomach.”Answer:	B)	“I	should	drink	orange	juice	when	taking	my	iron	supplement.”	Explanation:	Vitamin	C	enhances	iron	absorption	A	nurse	is	caring	for	a	client	with	chronic	kidney
disease	(CKD).	Which	dietary	instruction	should	the	nurse	reinforce?A)	“Increase	your	intake	of	potassium-rich	foods.”	B)	“Consume	a	high-protein	diet	to	prevent	muscle	loss.”	C)	“Limit	fluid	intake	to	prevent	fluid	overload.”	D)	“Increase	sodium	intake	to	maintain	blood	pressure.”Answer:	C)	“Limit	fluid	intake	to	prevent	fluid	overload.”	Explanation:
Clients	with	CKD	are	at	risk	for	fluid	overload	due	to	decreased	kidney	function.	A	nurse	is	reinforcing	teaching	about	the	use	of	an	incentive	spirometer.	Which	statement	indicates	correct	understanding?A)	“I	should	use	the	spirometer	once	a	day	before	bedtime.”	B)	“I	should	inhale	quickly	to	fully	expand	my	lungs.”	C)	“I	should	take	slow,	deep
breaths	through	the	spirometer	and	hold	my	breath	for	a	few	seconds.”	D)	“I	should	exhale	forcefully	into	the	spirometer	to	measure	my	lung	strength.”Answer:	C)	“I	should	take	slow,	deep	breaths	through	the	spirometer	and	hold	my	breath	for	a	few	seconds.”	Explanation:	This	technique	promotes	lung	expansion	and	prevents	atelectasis.	A	nurse	is
assisting	with	the	care	of	a	client	experiencing	alcohol	withdrawal.	Which	medication	should	the	nurse	anticipate	administering?A)	Haloperidol	B)	Lorazepam	C)	Fluoxetine	D)	NaloxoneAnswer:	B)	Lorazepam	Explanation:	Benzodiazepines	like	lorazepam	help	manage	alcohol	withdrawal	symptoms	and	prevent	seizures.	A	client	is	receiving	a	blood
transfusion.	Which	symptom	requires	immediate	intervention?A)	Mild	headache	B)	Chills	and	fever	C)	Slight	increase	in	blood	pressure	D)	Warm	sensation	in	the	armAnswer:	B)	Chills	and	fever	Explanation:	These	symptoms	may	indicate	a	transfusion	reaction,	requiring	immediate	assessment	and	intervention.	A	nurse	is	preparing	to	administer	a
subcutaneous	injection	of	heparin.	Where	should	the	injection	be	given?A)	Deltoid	muscle	B)	Vastus	lateralis	muscle	C)	Abdomen,	at	least	2	inches	away	from	the	umbilicus	D)	Gluteus	maximus	muscleAnswer:	C)	Abdomen,	at	least	2	inches	away	from	the	umbilicus	Explanation:	Heparin	is	best	absorbed	in	the	subcutaneous	tissue	of	the	abdomen.	A
nurse	is	caring	for	a	client	with	heart	failure	who	is	prescribed	furosemide.	What	should	the	nurse	monitor?A)	Serum	potassium	levels	B)	Blood	glucose	levels	C)	Hemoglobin	levels	D)	Serum	calcium	levelsAnswer:	A)	Serum	potassium	levels	Explanation:	Furosemide	is	a	loop	diuretic	that	can	cause	hypokalemia.	A	nurse	is	reinforcing	teaching	about
metformin	for	a	client	with	type	2	diabetes.	Which	statement	indicates	correct	understanding?A)	“I	should	take	my	medication	on	an	empty	stomach.”	B)	“This	medication	may	cause	weight	gain.”	C)	“I	should	avoid	alcohol	while	taking	this	medication.”	D)	“If	I	miss	a	dose,	I	should	double	the	next	dose.”Answer:	C)	“I	should	avoid	alcohol	while	taking
this	medication.”	Explanation:	Alcohol	increases	the	risk	of	lactic	acidosis	in	clients	taking	metformin.	A	client	with	cirrhosis	has	ascites.	Which	intervention	should	be	included	in	the	plan	of	care?A)	Encourage	a	high-sodium	diet	B)	Restrict	fluid	and	sodium	intake	C)	Encourage	frequent	ambulation	D)	Position	the	client	flat	on	the	backAnswer:	B)
Restrict	fluid	and	sodium	intake	Explanation:	Fluid	and	sodium	restriction	help	manage	ascites	and	prevent	further	fluid	accumulation.	A	nurse	is	reinforcing	teaching	about	preventing	osteoporosis.	Which	statement	by	the	client	indicates	understanding?A)	“I	should	avoid	weight-bearing	exercises.”	B)	“I	need	to	take	a	vitamin	D	supplement.”	C)	“I
will	increase	my	intake	of	soft	drinks.”	D)	“I	should	limit	my	calcium	intake.”Answer:	B)	“I	need	to	take	a	vitamin	D	supplement.”	Explanation:	Vitamin	D	enhances	calcium	absorption	and	helps	maintain	bone	health.	A	nurse	is	caring	for	a	client	who	is	on	droplet	precautions.	Which	infection	requires	these	precautions?A)	Tuberculosis	B)	Influenza	C)
MRSA	D)	Hepatitis	BAnswer:	B)	Influenza	Explanation:	Influenza	is	spread	through	respiratory	droplets,	requiring	droplet	precautions.	A	nurse	is	reinforcing	discharge	instructions	to	a	client	who	had	a	total	hip	replacement.	Which	statement	indicates	a	need	for	further	teaching?A)	“I	should	use	a	raised	toilet	seat.”	B)	“I	should	cross	my	legs	when
sitting.”	C)	“I	should	avoid	bending	at	the	waist	past	90	degrees.”	D)	“I	should	use	an	assistive	device	to	help	with	movement.”Answer:	B)	“I	should	cross	my	legs	when	sitting.”	Explanation:	Crossing	legs	can	lead	to	hip	dislocation	after	a	total	hip	replacement.	A	nurse	is	assisting	with	the	care	of	a	client	experiencing	a	seizure.	What	is	the	priority
action?A)	Insert	a	tongue	blade	into	the	client’s	mouth	B)	Restrain	the	client	to	prevent	injury	C)	Turn	the	client	on	their	side	D)	Elevate	the	head	of	the	bedAnswer:	C)	Turn	the	client	on	their	side	Explanation:	Turning	the	client	on	their	side	prevents	airway	obstruction.	A	nurse	is	reviewing	a	client’s	lab	values.	Which	finding	should	be	reported
immediately?A)	Sodium	138	mEq/L	B)	Hemoglobin	11.2	g/dL	C)	Potassium	6.2	mEq/L	D)	Calcium	9.4	mg/dLAnswer:	C)	Potassium	6.2	mEq/L	Explanation:	Hyperkalemia	can	cause	life-threatening	cardiac	dysrhythmias.	A	nurse	is	reinforcing	teaching	to	a	pregnant	client	about	nutrition.	Which	food	should	be	avoided?A)	Cooked	salmon	B)	Pasteurized
milk	C)	Soft	cheeses	like	brie	and	feta	D)	Whole-grain	breadAnswer:	C)	Soft	cheeses	like	brie	and	feta	Explanation:	Soft	cheeses	may	contain	Listeria,	which	can	harm	the	fetus.	A	client	with	COPD	is	receiving	oxygen	therapy.	What	is	the	appropriate	oxygen	flow	rate?A)	1-2	L/min	B)	6-8	L/min	C)	10-12	L/min	D)	15	L/minAnswer:	A)	1-2	L/min
Explanation:	Higher	oxygen	levels	can	suppress	the	respiratory	drive	in	clients	with	COPD.	A	nurse	is	reinforcing	teaching	about	digoxin.	Which	side	effect	should	be	reported	immediately?A)	Increased	appetite	B)	Nausea	and	vomiting	C)	Mild	fatigue	D)	Increased	urine	outputAnswer:	B)	Nausea	and	vomiting	Explanation:	These	are	early	signs	of
digoxin	toxicity.	A	nurse	is	preparing	to	administer	an	IM	injection	to	an	adult	client.	What	is	the	preferred	site?A)	Deltoid	B)	Ventrogluteal	C)	Dorsogluteal	D)	Rectus	femorisAnswer:	B)	Ventrogluteal	Explanation:	The	ventrogluteal	site	is	the	safest	for	IM	injections	in	adults.	A	nurse	is	caring	for	a	client	who	has	an	NG	tube	for	gastric	decompression.
What	is	the	correct	nursing	action?A)	Keep	the	client	in	a	supine	position	B)	Clamp	the	tube	between	feedings	C)	Confirm	placement	by	checking	residual	volume	D)	Irrigate	the	tube	with	normal	saline	as	prescribedAnswer:	D)	Irrigate	the	tube	with	normal	saline	as	prescribed	Explanation:	This	maintains	tube	patency	and	prevents	blockage.	A	nurse
is	reinforcing	discharge	teaching	to	a	client	prescribed	warfarin.	Which	statement	indicates	a	need	for	further	teaching?A)	“I	will	have	regular	blood	tests	to	monitor	my	INR	levels.”	B)	“I	should	avoid	foods	high	in	vitamin	K,	like	spinach	and	kale.”	C)	“I	can	take	aspirin	if	I	have	a	headache.”	D)	“I	should	use	a	soft	toothbrush	to	prevent
bleeding.”Answer:	C)	“I	can	take	aspirin	if	I	have	a	headache.”	Explanation:	Aspirin	increases	the	risk	of	bleeding	when	taken	with	warfarin.	A	nurse	is	monitoring	a	client	receiving	IV	potassium	chloride	for	hypokalemia.	Which	finding	requires	immediate	intervention?A)	Reports	of	burning	at	the	IV	site	B)	Urine	output	of	50	mL	per	hour	C)	Serum
potassium	level	of	3.8	mEq/L	D)	Heart	rate	of	78	bpmAnswer:	A)	Reports	of	burning	at	the	IV	site	Explanation:	IV	potassium	is	irritating	to	veins	and	should	be	infused	slowly	to	prevent	tissue	damage.	A	nurse	is	reinforcing	teaching	about	insulin	administration	to	a	client	with	diabetes.	Which	instruction	is	correct?A)	“Shake	the	insulin	vial	before
drawing	up	the	dose.”	B)	“Mix	short-acting	and	long-acting	insulin	together	in	the	same	syringe.”	C)	“Rotate	injection	sites	to	prevent	lipodystrophy.”	D)	“Store	all	insulin	in	the	freezer.”Answer:	C)	“Rotate	injection	sites	to	prevent	lipodystrophy.”	Explanation:	Rotating	sites	prevents	fat	tissue	damage	and	ensures	proper	insulin	absorption.	A	nurse	is
reinforcing	teaching	about	levothyroxine	for	hypothyroidism.	Which	statement	indicates	correct	understanding?A)	“I	should	take	this	medication	at	night	with	food.”	B)	“I	will	take	my	medication	on	an	empty	stomach	in	the	morning.”	C)	“I	can	stop	taking	my	medication	once	my	symptoms	improve.”	D)	“I	should	increase	my	dose	if	I	feel
fatigued.”Answer:	B)	“I	will	take	my	medication	on	an	empty	stomach	in	the	morning.”	Explanation:	Levothyroxine	is	best	absorbed	on	an	empty	stomach	in	the	morning.	A	nurse	is	assisting	with	the	care	of	a	client	receiving	a	transfusion.	What	is	the	first	action	if	the	client	reports	chills	and	back	pain?A)	Slow	the	transfusion	rate	B)	Stop	the
transfusion	immediately	C)	Administer	diphenhydramine	D)	Reassure	the	client	that	mild	reactions	are	normalAnswer:	B)	Stop	the	transfusion	immediately	Explanation:	Chills	and	back	pain	indicate	a	transfusion	reaction,	requiring	immediate	discontinuation.	A	nurse	is	reinforcing	teaching	to	a	client	taking	furosemide	for	heart	failure.	Which	side
effect	should	the	client	report?A)	Increased	urination	B)	Muscle	weakness	C)	Dry	mouth	D)	Mild	headacheAnswer:	B)	Muscle	weakness	Explanation:	Muscle	weakness	may	indicate	hypokalemia,	a	side	effect	of	furosemide.	A	nurse	is	caring	for	a	client	who	has	heart	failure.	Which	finding	should	be	reported	immediately?A)	Weight	gain	of	5	pounds	in
2	days	B)	Bilateral	ankle	edema	C)	Fatigue	with	mild	exertion	D)	Crackles	in	the	lower	lung	fieldsAnswer:	A)	Weight	gain	of	5	pounds	in	2	days	Explanation:	Rapid	weight	gain	suggests	worsening	heart	failure	and	fluid	retention.	A	nurse	is	assisting	in	the	care	of	a	client	with	a	new	colostomy.	Which	statement	by	the	client	indicates	understanding	of
care?A)	“I	should	avoid	drinking	fluids	to	prevent	diarrhea.”	B)	“I	will	change	the	pouch	only	when	it	leaks.”	C)	“I	will	empty	my	pouch	when	it	is	one-third	full.”	D)	“I	should	scrub	my	stoma	with	soap	daily.”Answer:	C)	“I	will	empty	my	pouch	when	it	is	one-third	full.”	Explanation:	This	prevents	leakage	and	skin	irritation.	A	nurse	is	reinforcing
teaching	to	a	client	who	has	been	prescribed	nitroglycerin	for	angina.	What	instruction	should	the	nurse	include?A)	“Take	this	medication	with	food	to	avoid	nausea.”	B)	“Store	this	medication	in	a	warm	place.”	C)	“If	chest	pain	is	not	relieved	after	one	dose,	call	911.”	D)	“Swallow	the	tablet	whole	with	water.”Answer:	C)	“If	chest	pain	is	not	relieved
after	one	dose,	call	911.”	Explanation:	Unrelieved	chest	pain	may	indicate	a	heart	attack.	A	nurse	is	reinforcing	teaching	about	proper	use	of	crutches.	Which	instruction	should	be	included?A)	“Adjust	crutches	so	they	press	into	the	underarms.”	B)	“Keep	crutches	6	inches	in	front	and	to	the	side	of	each	foot.”	C)	“Use	your	arms	to	bear	weight	instead
of	your	hands.”	D)	“Look	down	at	your	feet	while	walking.”Answer:	B)	“Keep	crutches	6	inches	in	front	and	to	the	side	of	each	foot.”	Explanation:	This	provides	stability	and	prevents	falls.	A	nurse	is	assisting	in	the	care	of	a	client	with	pneumonia.	Which	assessment	finding	indicates	improvement?A)	Respiratory	rate	of	28	breaths	per	minute	B)
Oxygen	saturation	of	95%	on	room	air	C)	Persistent	productive	cough	D)	Coarse	crackles	in	the	lungsAnswer:	B)	Oxygen	saturation	of	95%	on	room	air	Explanation:	Normal	oxygen	saturation	suggests	improved	gas	exchange.	A	client	reports	severe	right	lower	quadrant	pain	and	nausea.	What	condition	should	the	nurse	suspect?A)	Cholecystitis	B)
Appendicitis	C)	Pancreatitis	D)	Peptic	ulcer	diseaseAnswer:	B)	Appendicitis	Explanation:	Right	lower	quadrant	pain	and	nausea	are	classic	signs	of	appendicitis.	A	nurse	is	reinforcing	discharge	teaching	to	a	client	with	gastroesophageal	reflux	disease	(GERD).	Which	statement	indicates	understanding?A)	“I	should	lie	down	immediately	after	eating.”
B)	“I	should	avoid	caffeine	and	spicy	foods.”	C)	“I	should	drink	carbonated	beverages	with	meals.”	D)	“I	will	eat	large	meals	to	prevent	acid	buildup.”Answer:	B)	“I	should	avoid	caffeine	and	spicy	foods.”	Explanation:	These	can	worsen	GERD	symptoms.	A	nurse	is	reinforcing	teaching	to	a	client	with	asthma	about	the	use	of	a	metered-dose	inhaler
(MDI).	What	instruction	should	the	nurse	include?A)	“Exhale	fully,	then	inhale	quickly	while	pressing	the	inhaler.”	B)	“Shake	the	inhaler	well	before	use.”	C)	“Hold	your	breath	for	1	second	after	inhaling	the	medication.”	D)	“Rinse	your	mouth	before	using	the	inhaler.”Answer:	B)	“Shake	the	inhaler	well	before	use.”	Explanation:	This	ensures	proper
medication	dispersion.	A	nurse	is	reinforcing	teaching	about	the	DASH	diet	for	hypertension.	Which	food	should	the	client	avoid?A)	Fresh	fruits	B)	Whole	grains	C)	Canned	soup	D)	Lean	poultryAnswer:	C)	Canned	soup	Explanation:	Canned	soups	are	high	in	sodium,	which	can	worsen	hypertension.	A	nurse	is	caring	for	a	client	who	has	a	stage	3
pressure	ulcer.	Which	intervention	is	appropriate?A)	Massage	the	area	to	increase	circulation	B)	Apply	a	transparent	film	dressing	C)	Use	a	hydrocolloid	or	foam	dressing	D)	Keep	the	area	dry	at	all	timesAnswer:	C)	Use	a	hydrocolloid	or	foam	dressing	Explanation:	These	dressings	promote	healing	by	maintaining	a	moist	environment.	A	nurse	is
reinforcing	teaching	about	proper	foot	care	for	a	client	with	diabetes.	Which	statement	indicates	understanding?A)	“I	will	trim	my	toenails	straight	across.”	B)	“I	will	soak	my	feet	daily	in	warm	water.”	C)	“I	will	walk	barefoot	at	home	to	improve	circulation.”	D)	“I	will	apply	lotion	between	my	toes	to	prevent	dryness.”Answer:	A)	“I	will	trim	my	toenails
straight	across.”	Explanation:	This	prevents	ingrown	toenails	and	infections.	A	nurse	is	reinforcing	teaching	about	digoxin	for	a	client	with	heart	failure.	Which	statement	indicates	the	need	for	further	teaching?A)	“I	will	check	my	pulse	before	taking	this	medication.”	B)	“I	will	take	this	medication	at	the	same	time	every	day.”	C)	“If	I	see	yellow	halos
around	lights,	I	should	keep	taking	the	medication.”	D)	“I	should	notify	my	provider	if	my	heart	rate	is	below	60	bpm.”Answer:	C)	“If	I	see	yellow	halos	around	lights,	I	should	keep	taking	the	medication.”	Explanation:	Yellow	halos	around	lights	indicate	digoxin	toxicity	and	require	immediate	medical	attention.	A	nurse	is	assisting	in	the	care	of	a	client
with	COPD.	Which	finding	requires	immediate	intervention?A)	Oxygen	saturation	of	89%	B)	Productive	cough	with	white	sputum	C)	Respiratory	rate	of	32	breaths	per	minute	D)	Clubbing	of	the	fingersAnswer:	C)	Respiratory	rate	of	32	breaths	per	minute	Explanation:	Tachypnea	may	indicate	respiratory	distress	and	requires	immediate	intervention.	A
nurse	is	reinforcing	teaching	about	proper	hand	hygiene.	Which	statement	indicates	correct	understanding?A)	“I	can	use	hand	sanitizer	even	if	my	hands	are	visibly	soiled.”	B)	“I	should	wash	my	hands	for	at	least	5	seconds.”	C)	“I	should	use	friction	when	washing	my	hands.”	D)	“I	can	touch	the	faucet	after	drying	my	hands.”Answer:	C)	“I	should	use
friction	when	washing	my	hands.”	Explanation:	Friction	removes	pathogens	effectively	during	handwashing.	A	nurse	is	reinforcing	teaching	about	preventing	osteoporosis.	Which	statement	by	the	client	indicates	understanding?A)	“I	will	increase	my	intake	of	calcium	and	vitamin	D.”	B)	“I	should	avoid	weight-bearing	exercises.”	C)	“Smoking	does	not
affect	my	bone	health.”	D)	“Drinking	soda	helps	maintain	bone	density.”Answer:	A)	“I	will	increase	my	intake	of	calcium	and	vitamin	D.”	Explanation:	Calcium	and	vitamin	D	are	essential	for	bone	strength.	A	nurse	is	monitoring	a	client	who	has	just	received	a	dose	of	IV	morphine.	Which	finding	requires	immediate	intervention?A)	Respiratory	rate	of	8
breaths	per	minute	B)	Drowsiness	C)	Nausea	D)	ConstipationAnswer:	A)	Respiratory	rate	of	8	breaths	per	minute	Explanation:	Respiratory	depression	is	a	serious	adverse	effect	of	opioids.	A	nurse	is	assisting	with	the	care	of	a	client	experiencing	an	anaphylactic	reaction.	What	is	the	priority	action?A)	Administer	diphenhydramine	IV	B)	Apply	oxygen
via	nasal	cannula	C)	Stop	the	infusion	and	administer	epinephrine	D)	Obtain	a	prescription	for	corticosteroidsAnswer:	C)	Stop	the	infusion	and	administer	epinephrine	Explanation:	Epinephrine	is	the	first-line	treatment	for	anaphylaxis.	A	nurse	is	reinforcing	teaching	to	a	client	with	newly	diagnosed	type	1	diabetes.	Which	statement	requires	further
teaching?A)	“I	will	rotate	my	insulin	injection	sites.”	B)	“I	should	monitor	my	blood	sugar	levels	regularly.”	C)	“I	can	skip	meals	if	I	am	not	hungry.”	D)	“I	will	carry	a	fast-acting	carbohydrate	in	case	of	hypoglycemia.”Answer:	C)	“I	can	skip	meals	if	I	am	not	hungry.”	Explanation:	Skipping	meals	can	cause	hypoglycemia	and	should	be	avoided.	A	client
is	experiencing	expressive	aphasia	following	a	stroke.	Which	intervention	is	appropriate?A)	Speak	louder	to	help	the	client	understand	B)	Use	short	and	simple	sentences	C)	Avoid	using	gestures	to	prevent	confusion	D)	Encourage	the	client	to	write	responsesAnswer:	B)	Use	short	and	simple	sentences	Explanation:	Short,	clear	sentences	help	clients
with	expressive	aphasia	communicate	effectively.	A	nurse	is	reinforcing	teaching	about	breastfeeding	with	a	postpartum	client.	Which	statement	indicates	understanding?A)	“I	should	limit	my	baby’s	feeding	sessions	to	10	minutes	per	breast.”	B)	“I	will	feed	my	baby	every	2-3	hours.”	C)	“I	should	supplement	with	formula	after	each	breastfeeding
session.”	D)	“I	will	clean	my	nipples	with	soap	after	each	feeding.”Answer:	B)	“I	will	feed	my	baby	every	2-3	hours.”	Explanation:	Regular	feedings	help	establish	a	good	milk	supply.	A	nurse	is	assisting	in	the	care	of	a	client	with	a	chest	tube.	What	finding	requires	immediate	intervention?A)	Continuous	bubbling	in	the	water	seal	chamber	B)	Drainage
of	50	mL	in	the	last	hour	C)	Tidaling	in	the	water	seal	chamber	D)	The	chest	tube	dressing	is	dry	and	intactAnswer:	A)	Continuous	bubbling	in	the	water	seal	chamber	Explanation:	Continuous	bubbling	indicates	an	air	leak	and	requires	immediate	attention.	A	nurse	is	reinforcing	dietary	teaching	for	a	client	taking	MAOIs.	Which	food	should	be
avoided?A)	Fresh	fruit	B)	Grilled	chicken	C)	Aged	cheese	D)	White	riceAnswer:	C)	Aged	cheese	Explanation:	Aged	cheese	contains	tyramine,	which	can	cause	a	hypertensive	crisis	with	MAOIs.	A	nurse	is	reinforcing	teaching	to	a	client	with	iron	deficiency	anemia.	Which	statement	indicates	understanding?A)	“I	should	take	my	iron	supplement	with
milk.”	B)	“I	should	take	my	iron	supplement	with	vitamin	C.”	C)	“I	should	take	my	iron	supplement	at	bedtime.”	D)	“I	should	avoid	drinking	water	when	taking	my	iron	supplement.”Answer:	B)	“I	should	take	my	iron	supplement	with	vitamin	C.”	Explanation:	Vitamin	C	enhances	iron	absorption.	A	nurse	is	reinforcing	teaching	to	a	client	about
preventing	urinary	tract	infections	(UTIs).	Which	statement	indicates	correct	understanding?A)	“I	should	wipe	from	back	to	front	after	urinating.”	B)	“I	will	increase	my	fluid	intake.”	C)	“I	should	hold	my	urine	as	long	as	possible.”	D)	“I	should	take	bubble	baths	frequently.”Answer:	B)	“I	will	increase	my	fluid	intake.”	Explanation:	Increased	fluid	intake
helps	flush	bacteria	from	the	urinary	tract.	A	nurse	is	caring	for	a	client	with	a	nasogastric	tube.	What	action	should	the	nurse	take	before	administering	medications?A)	Flush	the	tube	with	30	mL	of	water	B)	Administer	all	medications	at	once	C)	Place	the	client	in	a	supine	position	D)	Clamp	the	tube	before	flushingAnswer:	A)	Flush	the	tube	with	30
mL	of	water	Explanation:	Flushing	prevents	tube	obstruction.	A	nurse	is	reinforcing	teaching	about	managing	hypoglycemia	with	a	client	who	has	diabetes.	What	is	the	best	source	of	fast-acting	glucose?A)	A	glass	of	whole	milk	B)	A	slice	of	bread	with	peanut	butter	C)	A	tablespoon	of	honey	D)	A	handful	of	almondsAnswer:	C)	A	tablespoon	of	honey
Explanation:	Honey	is	a	fast-acting	carbohydrate	that	quickly	raises	blood	sugar	levels.	A	nurse	is	reinforcing	teaching	to	a	client	with	peripheral	arterial	disease	(PAD).	Which	statement	indicates	understanding?A)	“I	should	soak	my	feet	in	warm	water	daily.”	B)	“I	will	elevate	my	legs	above	heart	level	when	resting.”	C)	“I	should	avoid	crossing	my
legs	when	sitting.”	D)	“I	will	wear	tight	compression	socks	to	improve	circulation.”Answer:	C)	“I	should	avoid	crossing	my	legs	when	sitting.”	Explanation:	Crossing	legs	can	further	impair	circulation	in	clients	with	PAD.	A	nurse	is	preparing	to	administer	a	Mantoux	tuberculin	skin	test.	Which	technique	is	correct?A)	Inject	0.1	mL	intradermally	on	the
dorsal	side	of	the	hand	B)	Inject	0.1	mL	intradermally	on	the	forearm	C)	Inject	0.1	mL	subcutaneously	on	the	forearm	D)	Inject	0.1	mL	intramuscularly	in	the	deltoidAnswer:	B)	Inject	0.1	mL	intradermally	on	the	forearm	Explanation:	The	Mantoux	test	is	administered	intradermally	on	the	inner	forearm	to	assess	for	tuberculosis	exposure.	A	nurse	is
reinforcing	teaching	to	a	client	taking	warfarin.	Which	food	should	the	client	limit?A)	Green	leafy	vegetables	B)	Oranges	C)	Lean	chicken	breast	D)	ApplesAnswer:	A)	Green	leafy	vegetables	Explanation:	Green	leafy	vegetables	are	high	in	vitamin	K,	which	can	interfere	with	warfarin’s	anticoagulant	effects.	A	nurse	is	monitoring	a	client	receiving	a
blood	transfusion.	Which	finding	requires	immediate	intervention?A)	Back	pain	and	chills	B)	Slight	increase	in	temperature	C)	Heart	rate	of	90	beats	per	minute	D)	Blood	pressure	of	120/80	mmHgAnswer:	A)	Back	pain	and	chills	Explanation:	Back	pain	and	chills	may	indicate	a	hemolytic	reaction,	requiring	immediate	discontinuation	of	the
transfusion.	A	nurse	is	reinforcing	teaching	about	newborn	care.	Which	statement	by	the	parent	indicates	the	need	for	further	teaching?A)	“I	will	place	my	baby	on	their	back	to	sleep.”	B)	“I	will	keep	my	baby’s	crib	free	of	blankets	and	pillows.”	C)	“I	will	clean	the	umbilical	cord	stump	with	hydrogen	peroxide.”	D)	“I	will	feed	my	baby	on
demand.”Answer:	C)	“I	will	clean	the	umbilical	cord	stump	with	hydrogen	peroxide.”	Explanation:	Hydrogen	peroxide	can	delay	healing.	The	umbilical	stump	should	be	kept	dry	and	clean.	A	nurse	is	caring	for	a	client	with	a	tracheostomy.	What	is	the	priority	action?A)	Keep	a	suction	catheter	at	the	bedside	B)	Remove	the	inner	cannula	every	8	hours
C)	Encourage	oral	fluids	to	prevent	dehydration	D)	Change	the	tracheostomy	ties	dailyAnswer:	A)	Keep	a	suction	catheter	at	the	bedside	Explanation:	A	suction	catheter	should	always	be	available	in	case	of	mucus	obstruction.	A	nurse	is	monitoring	a	client	receiving	magnesium	sulfate	for	preeclampsia.	Which	finding	indicates	magnesium	toxicity?A)
Increased	deep	tendon	reflexes	B)	Urine	output	of	50	mL/hr	C)	Respiratory	rate	of	10	breaths	per	minute	D)	Blood	pressure	of	140/90	mmHgAnswer:	C)	Respiratory	rate	of	10	breaths	per	minute	Explanation:	Respiratory	depression	is	a	sign	of	magnesium	toxicity	and	requires	immediate	intervention.	A	nurse	is	reinforcing	teaching	about	proper
crutch	use.	Which	instruction	is	correct?A)	Place	weight	on	the	axilla	when	walking	B)	Move	the	crutches	forward	first,	then	step	with	the	injured	leg	C)	Adjust	crutches	so	the	top	rests	against	the	armpit	D)	Keep	elbows	extended	while	using	crutchesAnswer:	B)	Move	the	crutches	forward	first,	then	step	with	the	injured	leg	Explanation:	The	correct
gait	pattern	prevents	falls	and	improves	mobility.	A	nurse	is	reinforcing	discharge	instructions	to	a	client	following	cataract	surgery.	Which	statement	indicates	correct	understanding?A)	“I	should	avoid	bending	over	to	tie	my	shoes.”	B)	“I	can	rub	my	eye	if	it	feels	itchy.”	C)	“I	should	lie	flat	on	my	back	when	sleeping.”	D)	“I	will	resume	normal
activities	immediately.”Answer:	A)	“I	should	avoid	bending	over	to	tie	my	shoes.”	Explanation:	Bending	over	increases	intraocular	pressure	and	should	be	avoided.	A	nurse	is	caring	for	a	client	receiving	furosemide.	Which	laboratory	result	should	be	monitored	closely?A)	Potassium	B)	Sodium	C)	Calcium	D)	MagnesiumAnswer:	A)	Potassium
Explanation:	Furosemide	is	a	loop	diuretic	that	can	cause	potassium	depletion.	A	nurse	is	caring	for	a	client	who	is	experiencing	delirium.	Which	intervention	is	appropriate?A)	Place	the	client	in	a	dark,	quiet	room	B)	Use	reorientation	techniques	frequently	C)	Discourage	the	client	from	moving	around	D)	Avoid	talking	to	the	client	to	reduce
stimulationAnswer:	B)	Use	reorientation	techniques	frequently	Explanation:	Frequent	reorientation	helps	reduce	confusion	and	anxiety	in	clients	with	delirium.	A	nurse	is	reinforcing	teaching	about	wound	care.	Which	statement	indicates	correct	understanding?A)	“I	should	apply	hydrogen	peroxide	daily.”	B)	“I	will	keep	the	wound	moist	and	covered.”
C)	“I	should	remove	the	dressing	and	let	the	wound	air	out.”	D)	“I	will	use	alcohol	to	clean	the	wound.”Answer:	B)	“I	will	keep	the	wound	moist	and	covered.”	Explanation:	A	moist	wound	environment	promotes	healing	and	prevents	infection.	A	nurse	is	reinforcing	teaching	about	managing	constipation.	Which	food	should	the	client	increase?A)	White
bread	B)	Cheese	C)	Apples	with	skin	D)	Processed	meatsAnswer:	C)	Apples	with	skin	Explanation:	Apples	with	skin	are	high	in	fiber	and	help	relieve	constipation.	A	nurse	is	reinforcing	teaching	to	a	client	receiving	chemotherapy.	Which	instruction	should	the	nurse	include?A)	“Avoid	fresh	fruits	and	vegetables.”	B)	“Drink	only	2	glasses	of	water	per
day.”	C)	“Take	aspirin	for	fever.”	D)	“Visit	crowded	places	to	build	immunity.”Answer:	A)	“Avoid	fresh	fruits	and	vegetables.”	Explanation:	Fresh	fruits	and	vegetables	may	contain	bacteria	and	increase	infection	risk	in	immunocompromised	clients.	A	nurse	is	assisting	with	a	lumbar	puncture.	What	is	the	correct	client	position?A)	Supine	with	the	head
elevated	B)	Lying	on	the	side	with	knees	drawn	up	C)	Prone	with	arms	extended	D)	Sitting	upright	with	the	head	tilted	backAnswer:	B)	Lying	on	the	side	with	knees	drawn	up	Explanation:	This	position	helps	widen	the	space	between	vertebrae	for	needle	insertion.	A	nurse	is	reinforcing	teaching	about	metered-dose	inhaler	(MDI)	use.	Which
instruction	is	correct?A)	“Shake	the	inhaler	before	each	use.”	B)	“Exhale	fully,	then	inhale	medication	quickly.”	C)	“Press	the	inhaler	after	starting	to	exhale.”	D)	“Hold	the	inhaler	3	inches	away	from	the	mouth.”Answer:	A)	“Shake	the	inhaler	before	each	use.”	Explanation:	Shaking	the	inhaler	helps	mix	the	medication	properly	for	effective	delivery.	A
nurse	is	caring	for	a	client	with	COPD.	Which	oxygen	delivery	device	is	most	appropriate?A)	Non-rebreather	mask	B)	Simple	face	mask	C)	Nasal	cannula	at	2	L/min	D)	Venturi	mask	at	60%	FiO₂Answer:	C)	Nasal	cannula	at	2	L/min	Explanation:	Clients	with	COPD	require	low-flow	oxygen	to	prevent	CO₂	retention.	A	nurse	is	assisting	with	discharge
teaching	for	a	client	with	a	new	colostomy.	Which	statement	indicates	understanding?A)	“I	will	avoid	high-fiber	foods.”	B)	“I	should	empty	the	pouch	when	it	is	full.”	C)	“I	will	use	mild	soap	and	water	to	clean	the	stoma.”	D)	“I	should	expect	my	stoma	to	turn	dark	purple.”Answer:	C)	“I	will	use	mild	soap	and	water	to	clean	the	stoma.”	Explanation:	Mild
soap	and	water	prevent	irritation	and	infection.	A	nurse	is	reinforcing	teaching	to	a	client	with	type	1	diabetes.	Which	statement	indicates	the	need	for	further	teaching?A)	“I	will	rotate	injection	sites	to	prevent	lipodystrophy.”	B)	“If	I	feel	shaky,	I	will	drink	some	juice.”	C)	“I	will	skip	my	insulin	dose	if	I	don’t	eat	breakfast.”	D)	“I	will	check	my	blood
sugar	before	meals	and	at	bedtime.”Answer:	C)	“I	will	skip	my	insulin	dose	if	I	don’t	eat	breakfast.”	Explanation:	Basal	insulin	should	not	be	skipped,	even	if	meals	are	missed.	A	nurse	is	caring	for	a	client	with	left-sided	heart	failure.	Which	symptom	should	the	nurse	expect?A)	Peripheral	edema	B)	Jugular	vein	distension	C)	Crackles	in	the	lungs	D)
Weight	gainAnswer:	C)	Crackles	in	the	lungs	Explanation:	Left-sided	heart	failure	causes	pulmonary	congestion,	leading	to	crackles.	A	nurse	is	assisting	with	a	client’s	care	who	has	a	chest	tube.	Which	intervention	is	appropriate?A)	Clamp	the	chest	tube	when	ambulating	B)	Keep	the	drainage	system	below	chest	level	C)	Strip	the	tubing	every	hour	D)
Empty	the	drainage	chamber	dailyAnswer:	B)	Keep	the	drainage	system	below	chest	level	Explanation:	Keeping	the	system	below	chest	level	prevents	fluid	backflow	into	the	pleural	cavity.	A	nurse	is	caring	for	a	client	receiving	total	parenteral	nutrition	(TPN).	What	is	the	priority	assessment?A)	Monitor	blood	glucose	levels	B)	Measure	daily	weight	C)
Check	urine	output	D)	Assess	bowel	soundsAnswer:	A)	Monitor	blood	glucose	levels	Explanation:	TPN	contains	high	glucose	content,	which	can	cause	hyperglycemia.	A	nurse	is	reinforcing	teaching	about	preventing	urinary	tract	infections	(UTIs).	Which	statement	indicates	correct	understanding?A)	“I	will	drink	cranberry	juice	daily.”	B)	“I	should
wipe	from	back	to	front.”	C)	“I	will	urinate	every	6-8	hours.”	D)	“I	should	take	baths	instead	of	showers.”Answer:	A)	“I	will	drink	cranberry	juice	daily.”	Explanation:	Cranberry	juice	may	help	prevent	UTIs	by	reducing	bacterial	adherence.	A	nurse	is	preparing	to	administer	digoxin	to	a	client.	Which	finding	requires	the	nurse	to	withhold	the	dose?A)
Heart	rate	of	58	beats	per	minute	B)	Blood	pressure	of	140/90	mmHg	C)	Serum	potassium	of	4.0	mEq/L	D)	Respiratory	rate	of	16	breaths	per	minuteAnswer:	A)	Heart	rate	of	58	beats	per	minute	Explanation:	Digoxin	slows	heart	rate,	so	it	should	be	held	if	the	pulse	is	below	60	bpm.	A	nurse	is	reinforcing	teaching	about	deep	vein	thrombosis	(DVT)
prevention.	Which	statement	indicates	understanding?A)	“I	will	massage	my	legs	if	they	feel	sore.”	B)	“I	should	wear	compression	stockings	as	prescribed.”	C)	“I	will	stay	in	bed	as	much	as	possible.”	D)	“I	should	sit	with	my	legs	crossed	when	resting.”Answer:	B)	“I	should	wear	compression	stockings	as	prescribed.”	Explanation:	Compression
stockings	help	prevent	venous	stasis	and	reduce	the	risk	of	DVT.	A	nurse	is	assisting	with	care	for	a	client	with	suspected	meningitis.	Which	action	is	the	priority?A)	Perform	a	neurological	assessment	B)	Place	the	client	in	a	private	room	with	droplet	precautions	C)	Obtain	a	lumbar	puncture	D)	Monitor	urinary	outputAnswer:	B)	Place	the	client	in	a
private	room	with	droplet	precautions	Explanation:	Meningitis	is	highly	contagious	and	requires	immediate	isolation.	A	nurse	is	caring	for	a	client	with	hypokalemia.	Which	finding	should	the	nurse	expect?A)	Bradycardia	B)	Hyperactive	reflexes	C)	Muscle	weakness	D)	HypertensionAnswer:	C)	Muscle	weakness	Explanation:	Hypokalemia	affects
muscle	function	and	can	cause	weakness	and	cramps.	A	nurse	is	reinforcing	teaching	about	seizure	precautions.	Which	instruction	should	be	included?A)	“Keep	the	bed	in	the	highest	position.”	B)	“Place	the	client	in	a	supine	position	during	a	seizure.”	C)	“Ensure	suction	equipment	is	available	at	the	bedside.”	D)	“Restrain	the	client	during	the	seizure
to	prevent	injury.”Answer:	C)	“Ensure	suction	equipment	is	available	at	the	bedside.”	Explanation:	Suction	equipment	is	needed	to	clear	secretions	and	prevent	aspiration.	A	nurse	is	reinforcing	teaching	about	proper	use	of	a	hearing	aid.	Which	statement	indicates	correct	understanding?A)	“I	will	soak	my	hearing	aid	in	water	overnight.”	B)	“I	will
turn	off	the	hearing	aid	before	removing	it.”	C)	“I	should	clean	the	inner	part	with	alcohol	wipes.”	D)	“I	should	store	my	hearing	aid	in	the	refrigerator.”Answer:	B)	“I	will	turn	off	the	hearing	aid	before	removing	it.”	Explanation:	Turning	off	the	hearing	aid	conserves	battery	life.	A	nurse	is	caring	for	a	client	with	a	fractured	femur.	Which	finding	is	a
sign	of	fat	embolism	syndrome?A)	Petechiae	on	the	chest	B)	Increased	urine	output	C)	Hyperactive	bowel	sounds	D)	BradycardiaAnswer:	A)	Petechiae	on	the	chest	Explanation:	Fat	embolism	can	cause	petechiae	due	to	impaired	oxygenation.	A	nurse	is	reinforcing	teaching	about	metronidazole.	Which	instruction	should	the	nurse	include?A)	“Avoid
alcohol	while	taking	this	medication.”	B)	“Take	this	medication	on	an	empty	stomach.”	C)	“Increase	sun	exposure	while	taking	this	drug.”	D)	“Stop	the	medication	if	you	develop	a	metallic	taste.”Answer:	A)	“Avoid	alcohol	while	taking	this	medication.”	Explanation:	Alcohol	can	cause	severe	nausea	and	vomiting	when	taken	with	metronidazole.	A	nurse
is	assisting	with	a	lumbar	puncture.	What	should	the	nurse	monitor	for	after	the	procedure?A)	Increased	blood	pressure	B)	Sudden	severe	headache	C)	Respiratory	depression	D)	HypoglycemiaAnswer:	B)	Sudden	severe	headache	Explanation:	A	post-lumbar	puncture	headache	may	indicate	CSF	leakage.	A	nurse	is	reinforcing	teaching	for	a	client	with
a	new	prescription	for	warfarin.	Which	statement	indicates	the	need	for	further	teaching?A)	“I	will	avoid	green	leafy	vegetables	in	my	diet.”	B)	“I	will	have	my	INR	levels	checked	regularly.”	C)	“I	should	use	a	soft-bristled	toothbrush.”	D)	“I	will	report	any	signs	of	unusual	bleeding.”Answer:	A)	“I	will	avoid	green	leafy	vegetables	in	my	diet.”
Explanation:	Clients	on	warfarin	should	maintain	a	consistent	intake	of	vitamin	K	rather	than	avoiding	it	completely.	A	nurse	is	caring	for	a	client	with	a	nasogastric	(NG)	tube.	Which	action	is	appropriate?A)	Confirm	placement	with	auscultation	B)	Keep	the	head	of	the	bed	flat	during	feeding	C)	Flush	the	tube	with	30	mL	of	water	before	and	after
medication	administration	D)	Remove	the	tube	if	the	client	coughs	frequentlyAnswer:	C)	Flush	the	tube	with	30	mL	of	water	before	and	after	medication	administration	Explanation:	Flushing	the	tube	prevents	clogging	and	ensures	medication	delivery.	A	nurse	is	assisting	in	the	care	of	a	client	who	just	received	a	blood	transfusion.	Which	finding
requires	immediate	intervention?A)	Temperature	of	99°F	(37.2°C)	B)	Itching	and	urticaria	C)	Mild	headache	D)	Blood	pressure	of	120/80	mmHgAnswer:	B)	Itching	and	urticaria	Explanation:	Itching	and	urticaria	may	indicate	an	allergic	reaction	requiring	intervention.	A	nurse	is	caring	for	a	client	with	a	cast.	Which	finding	indicates	compartment
syndrome?A)	Capillary	refill	less	than	2	seconds	B)	Pain	unrelieved	by	medication	C)	Itching	under	the	cast	D)	Warm	toes	and	good	circulationAnswer:	B)	Pain	unrelieved	by	medication	Explanation:	Severe	pain	unrelieved	by	medication	is	a	classic	sign	of	compartment	syndrome.	A	nurse	is	reinforcing	teaching	about	insulin	administration.	Which
instruction	should	be	included?A)	“Shake	the	vial	of	insulin	before	drawing	up	the	dose.”	B)	“Rotate	injection	sites	to	prevent	lipodystrophy.”	C)	“Store	all	insulin	at	room	temperature.”	D)	“Inject	insulin	directly	into	a	muscle	for	faster	absorption.”Answer:	B)	“Rotate	injection	sites	to	prevent	lipodystrophy.”	Explanation:	Rotating	sites	prevents	skin
thickening	and	ensures	proper	absorption.	A	nurse	is	caring	for	a	client	receiving	furosemide.	Which	laboratory	value	requires	immediate	intervention?A)	Potassium	of	2.8	mEq/L	B)	Sodium	of	140	mEq/L	C)	Calcium	of	9	mg/dL	D)	Chloride	of	98	mEq/LAnswer:	A)	Potassium	of	2.8	mEq/L	Explanation:	Hypokalemia	is	a	serious	side	effect	of	furosemide
and	requires	intervention.	A	nurse	is	reinforcing	teaching	for	a	client	with	hypertension.	Which	statement	indicates	correct	understanding?A)	“I	will	limit	my	sodium	intake	to	1,500	mg	per	day.”	B)	“I	should	drink	two	cups	of	coffee	every	morning.”	C)	“I	will	increase	my	intake	of	processed	foods.”	D)	“I	should	stop	taking	my	medication	once	my	blood
pressure	is	normal.”Answer:	A)	“I	will	limit	my	sodium	intake	to	1,500	mg	per	day.”	Explanation:	Reducing	sodium	intake	helps	manage	hypertension.	A	nurse	is	caring	for	a	client	receiving	morphine.	Which	assessment	finding	requires	immediate	intervention?A)	Respiratory	rate	of	8	breaths	per	minute	B)	Pain	level	of	7/10	C)	Drowsiness	D)	Blood
pressure	of	110/70	mmHgAnswer:	A)	Respiratory	rate	of	8	breaths	per	minute	Explanation:	Morphine	can	cause	respiratory	depression,	requiring	immediate	intervention.	A	nurse	is	reinforcing	teaching	about	osteoporosis	prevention.	Which	statement	indicates	understanding?A)	“I	should	increase	my	intake	of	calcium	and	vitamin	D.”	B)	“I	should
avoid	weight-bearing	exercises.”	C)	“I	will	limit	dairy	products	in	my	diet.”	D)	“I	will	reduce	my	daily	protein	intake.”Answer:	A)	“I	should	increase	my	intake	of	calcium	and	vitamin	D.”	Explanation:	Calcium	and	vitamin	D	are	essential	for	bone	health.	A	nurse	is	caring	for	a	client	with	tuberculosis	(TB).	Which	precaution	should	be	implemented?A)
Contact	precautions	B)	Droplet	precautions	C)	Airborne	precautions	D)	Standard	precautions	onlyAnswer:	C)	Airborne	precautions	Explanation:	TB	is	transmitted	via	airborne	droplets	and	requires	isolation	in	a	negative-pressure	room.	A	nurse	is	reinforcing	teaching	about	proper	use	of	crutches.	Which	instruction	is	correct?A)	“Place	weight	on	the
underarm	pads	for	support.”	B)	“Keep	the	crutches	2	inches	below	the	axilla.”	C)	“Move	both	crutches	together	before	stepping	forward.”	D)	“Adjust	crutches	to	a	height	that	allows	full	extension	of	the	elbows.”Answer:	B)	“Keep	the	crutches	2	inches	below	the	axilla.”	Explanation:	Proper	crutch	positioning	prevents	nerve	damage	and	ensures	safety.
A	nurse	is	caring	for	a	client	with	Cushing’s	syndrome.	Which	finding	is	expected?A)	Moon	face	and	truncal	obesity	B)	Weight	loss	and	dehydration	C)	Hyperpigmentation	of	the	skin	D)	Hypoglycemia	and	hypotensionAnswer:	A)	Moon	face	and	truncal	obesity	Explanation:	Cushing’s	syndrome	results	from	excess	cortisol,	leading	to	fat	redistribution.	A
nurse	is	caring	for	a	client	with	myasthenia	gravis.	Which	intervention	is	appropriate?A)	Encourage	activity	in	the	evening	B)	Administer	anticholinesterase	medications	before	meals	C)	Teach	the	client	to	avoid	rest	periods	D)	Discourage	soft	foodsAnswer:	B)	Administer	anticholinesterase	medications	before	meals	Explanation:	Medications	should	be
given	before	meals	to	improve	muscle	strength	for	swallowing.	A	nurse	is	reinforcing	teaching	for	a	client	with	GERD.	Which	food	should	be	avoided?A)	Oatmeal	B)	Bananas	C)	Chocolate	D)	RiceAnswer:	C)	Chocolate	Explanation:	Chocolate	can	relax	the	lower	esophageal	sphincter	and	worsen	GERD	symptoms.	A	nurse	is	reinforcing	teaching	about
administering	ear	drops	to	an	adult.	Which	action	is	correct?A)	Pull	the	ear	lobe	down	and	back	B)	Pull	the	pinna	up	and	back	C)	Place	the	dropper	inside	the	ear	canal	D)	Keep	the	head	upright	during	administrationAnswer:	B)	Pull	the	pinna	up	and	back	Explanation:	Pulling	the	pinna	up	and	back	straightens	the	ear	canal	for	proper	medication
administration.	A	nurse	is	reinforcing	teaching	about	lithium	therapy	for	bipolar	disorder.	Which	instruction	should	be	included?A)	“Limit	fluid	intake	to	1	liter	per	day.”	B)	“Avoid	high-sodium	foods.”	C)	“Increase	fluid	intake	to	2-3	liters	per	day.”	D)	“Stop	taking	lithium	if	nausea	occurs.”Answer:	C)	“Increase	fluid	intake	to	2-3	liters	per	day.”
Explanation:	Adequate	hydration	helps	prevent	lithium	toxicity.	A	nurse	is	caring	for	a	client	with	chronic	kidney	disease	(CKD).	Which	dietary	choice	indicates	understanding	of	dietary	restrictions?A)	Baked	chicken	with	mashed	potatoes	B)	Banana	and	orange	juice	C)	Grilled	salmon	with	spinach	salad	D)	Tomato	soup	with	a	baked	potatoAnswer:	A)
Baked	chicken	with	mashed	potatoes	Explanation:	Clients	with	CKD	should	avoid	high-potassium	foods	like	bananas,	oranges,	and	potatoes.	A	nurse	is	monitoring	a	client	receiving	digoxin.	Which	finding	indicates	digoxin	toxicity?A)	Heart	rate	of	88	bpm	B)	Nausea	and	yellow-tinged	vision	C)	Blood	pressure	of	130/80	mmHg	D)	Increased	urinary
outputAnswer:	B)	Nausea	and	yellow-tinged	vision	Explanation:	Digoxin	toxicity	can	cause	visual	changes,	nausea,	vomiting,	and	bradycardia.	A	nurse	is	caring	for	a	client	with	peripheral	artery	disease	(PAD).	Which	instruction	is	appropriate?A)	Elevate	the	legs	above	heart	level	B)	Apply	warm	compresses	to	the	legs	C)	Encourage	walking	to	promote
circulation	D)	Apply	tight	compression	stockingsAnswer:	C)	Encourage	walking	to	promote	circulation	Explanation:	Walking	helps	improve	circulation	in	PAD	by	promoting	collateral	blood	flow.	A	nurse	is	reinforcing	teaching	about	metered-dose	inhaler	(MDI)	use.	Which	statement	indicates	correct	understanding?A)	“I	will	shake	the	inhaler	before
each	use.”	B)	“I	should	exhale	before	pressing	the	inhaler.”	C)	“I	will	hold	my	breath	for	2	seconds	after	inhaling.”	D)	“I	should	inhale	quickly	and	deeply.”Answer:	A)	“I	will	shake	the	inhaler	before	each	use.”	Explanation:	Shaking	the	inhaler	ensures	proper	medication	mixing.	A	nurse	is	assessing	a	client	with	hypothyroidism.	Which	finding	is
expected?A)	Heat	intolerance	B)	Weight	gain	and	bradycardia	C)	Exophthalmos	D)	TachycardiaAnswer:	B)	Weight	gain	and	bradycardia	Explanation:	Hypothyroidism	slows	metabolism,	leading	to	weight	gain	and	a	slow	heart	rate.	A	nurse	is	assisting	with	discharge	teaching	for	a	client	with	heart	failure.	Which	instruction	should	be	included?A)
“Weigh	yourself	once	a	week.”	B)	“Limit	fluid	intake	to	2	liters	per	day.”	C)	“Increase	sodium	intake	to	maintain	blood	pressure.”	D)	“Report	a	weight	gain	of	1	pound	in	a	week.”Answer:	B)	“Limit	fluid	intake	to	2	liters	per	day.”	Explanation:	Fluid	restriction	helps	prevent	fluid	overload	in	heart	failure.	A	nurse	is	reinforcing	teaching	for	a	client	with
iron-deficiency	anemia.	Which	food	is	a	good	source	of	iron?A)	Orange	juice	B)	White	rice	C)	Red	meat	D)	MilkAnswer:	C)	Red	meat	Explanation:	Red	meat	is	a	rich	source	of	heme	iron,	which	is	easily	absorbed.	A	nurse	is	caring	for	a	client	receiving	total	parenteral	nutrition	(TPN).	Which	assessment	finding	requires	immediate	intervention?A)	Blood
glucose	of	210	mg/dL	B)	Weight	gain	of	1	kg	in	a	week	C)	Serum	potassium	of	4.0	mEq/L	D)	Mild	discomfort	at	the	catheter	siteAnswer:	A)	Blood	glucose	of	210	mg/dL	Explanation:	TPN	can	cause	hyperglycemia,	which	requires	monitoring	and	insulin	administration.	A	nurse	is	caring	for	a	client	with	cirrhosis.	Which	finding	requires	immediate
intervention?A)	Jaundice	B)	Petechiae	and	bruising	C)	Fatigue	D)	Loss	of	appetiteAnswer:	B)	Petechiae	and	bruising	Explanation:	These	may	indicate	coagulopathy	or	low	platelets,	requiring	immediate	evaluation.	A	nurse	is	assisting	in	caring	for	a	client	with	a	chest	tube.	Which	action	is	correct?A)	Clamp	the	chest	tube	routinely	B)	Keep	the	drainage
system	above	chest	level	C)	Ensure	the	collection	chamber	remains	upright	D)	Strip	the	tubing	every	hourAnswer:	C)	Ensure	the	collection	chamber	remains	upright	Explanation:	Keeping	the	system	upright	prevents	disruption	in	drainage.	A	nurse	is	caring	for	a	client	with	appendicitis.	Which	assessment	finding	requires	immediate	intervention?A)
Right	lower	quadrant	pain	B)	Nausea	and	vomiting	C)	Sudden	relief	of	pain	D)	Low-grade	feverAnswer:	C)	Sudden	relief	of	pain	Explanation:	Sudden	pain	relief	may	indicate	appendix	rupture,	which	is	a	medical	emergency.	A	nurse	is	reinforcing	teaching	about	newborn	care.	Which	statement	by	the	parent	indicates	understanding?A)	“I	will	clean	the
umbilical	cord	with	alcohol	at	every	diaper	change.”	B)	“I	should	place	my	baby	on	their	back	to	sleep.”	C)	“My	baby	should	drink	water	between	feedings.”	D)	“I	will	microwave	the	baby’s	bottle	to	warm	the	milk.”Answer:	B)	“I	should	place	my	baby	on	their	back	to	sleep.”	Explanation:	This	reduces	the	risk	of	sudden	infant	death	syndrome	(SIDS).	A
nurse	is	reinforcing	teaching	about	osteoporosis	prevention.	Which	recommendation	is	appropriate?A)	“Avoid	weight-bearing	exercises.”	B)	“Increase	calcium	and	vitamin	D	intake.”	C)	“Drink	carbonated	sodas	daily.”	D)	“Reduce	protein	intake	to	prevent	bone	loss.”Answer:	B)	“Increase	calcium	and	vitamin	D	intake.”	Explanation:	These	nutrients	are
essential	for	bone	health	and	preventing	osteoporosis.	A	nurse	is	reinforcing	teaching	about	breastfeeding.	Which	statement	indicates	a	need	for	further	teaching?A)	“Breast	milk	provides	immunity	to	my	baby.”	B)	“I	will	feed	my	baby	on	demand,	at	least	every	2-3	hours.”	C)	“I	can	store	expressed	breast	milk	in	the	refrigerator	for	up	to	one	week.”	D)
“I	should	ensure	a	proper	latch	for	effective	feeding.”Answer:	C)	“I	can	store	expressed	breast	milk	in	the	refrigerator	for	up	to	one	week.”	Explanation:	Breast	milk	should	be	refrigerated	for	up	to	4	days	or	frozen	for	longer	storage.	A	nurse	is	caring	for	a	client	with	a	tracheostomy.	Which	action	is	correct?A)	Use	clean	technique	for	suctioning	B)
Suction	no	longer	than	10-15	seconds	C)	Inflate	the	cuff	to	maximum	pressure	D)	Provide	oral	fluids	freelyAnswer:	B)	Suction	no	longer	than	10-15	seconds	Explanation:	Prolonged	suctioning	can	cause	hypoxia.	A	nurse	is	reinforcing	teaching	about	car	seat	safety.	Which	instruction	is	appropriate?A)	“Use	a	forward-facing	car	seat	until	age	1.”	B)	“The
car	seat	should	be	placed	in	the	back	seat.”	C)	“Place	the	baby	in	a	seat	with	a	loose	harness	for	comfort.”	D)	“Use	a	booster	seat	until	the	child	is	2	years	old.”Answer:	B)	“The	car	seat	should	be	placed	in	the	back	seat.”	Explanation:	The	safest	position	for	a	car	seat	is	in	the	back	seat.	A	nurse	is	reinforcing	teaching	for	a	client	prescribed	albuterol.
Which	statement	indicates	understanding?A)	“I	will	use	my	inhaler	before	exercising.”	B)	“I	should	take	this	medication	on	an	empty	stomach.”	C)	“I	should	wait	5	minutes	before	using	another	inhaler.”	D)	“I	will	use	this	medication	for	long-term	asthma	control.”Answer:	A)	“I	will	use	my	inhaler	before	exercising.”	Explanation:	Albuterol	is	a	short-
acting	bronchodilator	used	for	asthma	prevention	before	activity.	A	nurse	is	caring	for	a	client	who	is	receiving	warfarin	therapy.	Which	laboratory	value	should	the	nurse	monitor?A)	Activated	partial	thromboplastin	time	(aPTT)	B)	Prothrombin	time	(PT)	and	INR	C)	Platelet	count	D)	Hemoglobin	and	hematocritAnswer:	B)	Prothrombin	time	(PT)	and
INR	Explanation:	PT	and	INR	are	used	to	monitor	warfarin	therapy	and	assess	the	risk	of	bleeding.	A	nurse	is	caring	for	a	client	with	tuberculosis	(TB).	Which	infection	control	measure	is	appropriate?A)	Wear	a	surgical	mask	when	entering	the	room	B)	Place	the	client	in	a	negative	pressure	room	C)	Use	contact	precautions	only	D)	Have	the	client
wear	a	surgical	mask	at	all	timesAnswer:	B)	Place	the	client	in	a	negative	pressure	room	Explanation:	TB	is	airborne,	requiring	a	negative	pressure	room	and	N95	respirator	use.	A	nurse	is	reinforcing	teaching	for	a	client	with	gastroesophageal	reflux	disease	(GERD).	Which	statement	indicates	a	need	for	further	teaching?A)	“I	should	avoid	eating	late
at	night.”	B)	“I	will	sleep	with	my	head	elevated.”	C)	“I	can	drink	coffee	in	moderation.”	D)	“I	should	avoid	spicy	and	fatty	foods.”Answer:	C)	“I	can	drink	coffee	in	moderation.”	Explanation:	Coffee	increases	stomach	acid	production	and	should	be	avoided	in	GERD.	A	nurse	is	caring	for	a	client	with	chronic	obstructive	pulmonary	disease	(COPD).
Which	oxygen	delivery	method	is	most	appropriate?A)	Simple	face	mask	at	10	L/min	B)	Nasal	cannula	at	2	L/min	C)	Non-rebreather	mask	at	15	L/min	D)	Venturi	mask	at	12	L/minAnswer:	B)	Nasal	cannula	at	2	L/min	Explanation:	High	oxygen	levels	can	suppress	respiratory	drive	in	COPD	clients,	so	low-flow	oxygen	is	preferred.	A	nurse	is	reinforcing
teaching	for	a	client	prescribed	furosemide.	Which	instruction	is	appropriate?A)	“Increase	your	intake	of	potassium-rich	foods.”	B)	“Take	the	medication	at	bedtime.”	C)	“Limit	your	fluid	intake	to	avoid	frequent	urination.”	D)	“Avoid	foods	high	in	sodium.”Answer:	A)	“Increase	your	intake	of	potassium-rich	foods.”	Explanation:	Furosemide	is	a	loop
diuretic	that	can	cause	potassium	loss,	so	intake	should	be	increased.	A	nurse	is	assisting	in	the	care	of	a	client	receiving	continuous	enteral	feedings.	Which	action	is	appropriate?A)	Position	the	client	flat	in	bed	B)	Flush	the	feeding	tube	every	8	hours	C)	Check	gastric	residual	before	each	feeding	D)	Change	the	feeding	bag	every	48	hoursAnswer:	C)
Check	gastric	residual	before	each	feeding	Explanation:	Checking	residual	prevents	overfeeding	and	aspiration	risk.	A	nurse	is	reinforcing	teaching	about	insulin	administration.	Which	statement	indicates	correct	understanding?A)	“I	should	inject	insulin	into	the	same	spot	every	time.”	B)	“I	will	rotate	injection	sites	to	prevent	lipodystrophy.”	C)	“I
should	store	all	insulin	in	the	freezer.”	D)	“I	can	mix	long-acting	insulin	with	regular	insulin.”Answer:	B)	“I	will	rotate	injection	sites	to	prevent	lipodystrophy.”	Explanation:	Rotating	sites	prevents	tissue	damage	and	ensures	proper	absorption.	A	nurse	is	caring	for	a	client	with	a	urinary	tract	infection	(UTI).	Which	symptom	should	be	reported
immediately?A)	Dysuria	B)	Cloudy	urine	C)	Flank	pain	and	fever	D)	Frequent	urinationAnswer:	C)	Flank	pain	and	fever	Explanation:	These	indicate	possible	pyelonephritis,	which	requires	immediate	medical	attention.	A	nurse	is	reinforcing	teaching	about	alendronate	for	osteoporosis.	Which	instruction	is	appropriate?A)	“Take	the	medication	at
bedtime	with	a	full	glass	of	water.”	B)	“Lie	down	after	taking	the	medication	to	help	absorption.”	C)	“Take	the	medication	on	an	empty	stomach	in	the	morning.”	D)	“Avoid	weight-bearing	exercises	while	taking	this	medication.”Answer:	C)	“Take	the	medication	on	an	empty	stomach	in	the	morning.”	Explanation:	Alendronate	should	be	taken	in	the
morning,	on	an	empty	stomach,	with	water,	and	the	client	should	remain	upright	for	30	minutes.	A	nurse	is	reinforcing	teaching	for	a	client	prescribed	levothyroxine.	Which	statement	indicates	understanding?A)	“I	will	take	the	medication	with	food	every	morning.”	B)	“I	will	take	the	medication	on	an	empty	stomach	before	breakfast.”	C)	“I	should
avoid	all	iodine-containing	foods.”	D)	“I	can	stop	taking	this	medication	once	I	feel	better.”Answer:	B)	“I	will	take	the	medication	on	an	empty	stomach	before	breakfast.”	Explanation:	Levothyroxine	is	best	absorbed	on	an	empty	stomach.	A	nurse	is	assisting	in	a	disaster	response.	Which	client	should	be	treated	first	using	a	mass	casualty	triage
system?A)	Client	with	a	minor	hand	laceration	B)	Client	with	an	open	femur	fracture	and	weak	pulses	C)	Client	who	is	unresponsive	with	agonal	breathing	D)	Client	with	a	sprained	ankleAnswer:	B)	Client	with	an	open	femur	fracture	and	weak	pulses	Explanation:	Clients	with	life-threatening	but	salvageable	injuries	are	prioritized.	A	nurse	is	caring
for	a	client	in	the	first	stage	of	labor.	Which	finding	should	be	reported	to	the	provider	immediately?A)	Cervical	dilation	of	5	cm	B)	Contractions	every	4	minutes	C)	Persistent	late	decelerations	on	fetal	monitoring	D)	Client	reports	feeling	rectal	pressureAnswer:	C)	Persistent	late	decelerations	on	fetal	monitoring	Explanation:	Late	decelerations
indicate	uteroplacental	insufficiency	and	fetal	distress.	A	nurse	is	reinforcing	teaching	about	seizure	precautions.	Which	statement	by	the	client	requires	further	teaching?A)	“I	should	wear	a	medical	alert	bracelet.”	B)	“I	will	take	my	medication	even	if	I	feel	fine.”	C)	“I	should	keep	a	soft	object	in	my	mouth	during	a	seizure.”	D)	“I	will	avoid	alcohol
and	sleep	deprivation.”Answer:	C)	“I	should	keep	a	soft	object	in	my	mouth	during	a	seizure.”	Explanation:	Nothing	should	be	placed	in	a	client’s	mouth	during	a	seizure.	A	nurse	is	reinforcing	teaching	for	a	client	prescribed	nitroglycerin.	Which	instruction	is	appropriate?A)	“Take	one	tablet	every	5	minutes	up	to	three	times	for	chest	pain.”	B)
“Swallow	the	tablet	whole	with	water.”	C)	“Store	the	medication	in	a	clear,	open	container.”	D)	“Take	the	medication	only	when	experiencing	severe	pain.”Answer:	A)	“Take	one	tablet	every	5	minutes	up	to	three	times	for	chest	pain.”	Explanation:	If	pain	persists	after	three	doses,	emergency	medical	services	should	be	called.	A	nurse	is	reinforcing
teaching	about	a	high-fiber	diet.	Which	food	is	a	good	source	of	fiber?A)	White	bread	B)	Canned	fruit	C)	Brown	rice	D)	Whole	milkAnswer:	C)	Brown	rice	Explanation:	Whole	grains,	fruits,	and	vegetables	are	high	in	fiber.	A	nurse	is	caring	for	a	client	with	pneumonia.	Which	intervention	is	the	most	effective	in	preventing	complications?A)	Encourage
bed	rest	to	conserve	energy	B)	Encourage	deep	breathing	and	coughing	exercises	C)	Administer	oxygen	at	4	L/min	continuously	D)	Withhold	fluids	to	prevent	aspirationAnswer:	B)	Encourage	deep	breathing	and	coughing	exercises	Explanation:	Deep	breathing	and	coughing	help	prevent	atelectasis	and	mobilize	secretions.	A	client	with	a	total	hip
replacement	is	being	discharged.	Which	statement	by	the	client	indicates	a	need	for	further	teaching?A)	“I	will	use	a	raised	toilet	seat.”	B)	“I	can	cross	my	legs	when	sitting.”	C)	“I	will	use	an	abduction	pillow	when	sleeping.”	D)	“I	should	avoid	bending	at	the	waist	more	than	90	degrees.”Answer:	B)	“I	can	cross	my	legs	when	sitting.”	Explanation:
Crossing	legs	increases	the	risk	of	hip	dislocation.	A	nurse	is	caring	for	a	client	receiving	digoxin.	Which	finding	should	be	reported	immediately?A)	Heart	rate	of	55	beats	per	minute	B)	Blood	pressure	of	120/80	mmHg	C)	Respiratory	rate	of	18	breaths	per	minute	D)	Potassium	level	of	4.0	mEq/LAnswer:	A)	Heart	rate	of	55	beats	per	minute



Explanation:	Digoxin	can	cause	bradycardia;	hold	the	dose	if	the	heart	rate	is	below	60	bpm.	A	nurse	is	reinforcing	discharge	teaching	for	a	client	with	heart	failure.	Which	statement	indicates	understanding?A)	“I	should	weigh	myself	daily.”	B)	“I	can	drink	unlimited	fluids.”	C)	“I	should	avoid	potassium-rich	foods.”	D)	“I	will	stop	taking	my	diuretic	if	I
feel	better.”Answer:	A)	“I	should	weigh	myself	daily.”	Explanation:	Daily	weights	help	detect	fluid	retention	early.	A	nurse	is	reviewing	dietary	choices	with	a	client	on	a	low-sodium	diet.	Which	food	should	the	client	avoid?A)	Fresh	fruit	salad	B)	Grilled	chicken	breast	C)	Canned	soup	D)	Steamed	vegetablesAnswer:	C)	Canned	soup	Explanation:	Canned
soups	are	high	in	sodium	and	should	be	avoided.	A	nurse	is	reinforcing	teaching	about	metformin	for	a	client	with	type	2	diabetes.	Which	instruction	is	correct?A)	“Take	the	medication	on	an	empty	stomach.”	B)	“This	medication	may	cause	low	blood	sugar.”	C)	“Stop	taking	the	medication	before	a	contrast	dye	procedure.”	D)	“Monitor	for	weight	gain
while	taking	this	medication.”Answer:	C)	“Stop	taking	the	medication	before	a	contrast	dye	procedure.”	Explanation:	Metformin	should	be	held	before	contrast	dye	procedures	to	prevent	lactic	acidosis.	A	nurse	is	monitoring	a	client	with	increased	intracranial	pressure	(ICP).	Which	finding	requires	immediate	intervention?A)	Blood	pressure	of	140/90
mmHg	B)	Heart	rate	of	48	beats	per	minute	C)	Respiratory	rate	of	18	breaths	per	minute	D)	Temperature	of	99°F	(37.2°C)Answer:	B)	Heart	rate	of	48	beats	per	minute	Explanation:	Bradycardia	with	hypertension	and	irregular	respirations	(Cushing’s	triad)	indicates	increased	ICP.	A	nurse	is	reinforcing	teaching	for	a	client	taking	prednisone.	Which
statement	indicates	a	need	for	further	teaching?A)	“I	should	not	stop	taking	this	medication	suddenly.”	B)	“I	should	take	the	medication	with	food.”	C)	“I	will	avoid	crowded	places.”	D)	“I	can	stop	taking	the	medication	when	I	feel	better.”Answer:	D)	“I	can	stop	taking	the	medication	when	I	feel	better.”	Explanation:	Steroids	must	be	tapered	gradually
to	prevent	adrenal	insufficiency.	A	nurse	is	reinforcing	dietary	teaching	for	a	client	with	iron-deficiency	anemia.	Which	food	is	the	best	source	of	iron?A)	Chicken	breast	B)	Oranges	C)	Spinach	D)	White	riceAnswer:	C)	Spinach	Explanation:	Dark	leafy	greens	like	spinach	are	high	in	iron.	A	nurse	is	assisting	with	a	lumbar	puncture.	Which	position
should	the	client	be	placed	in?A)	Supine	with	the	head	of	the	bed	at	30	degrees	B)	High	Fowler’s	position	C)	Side-lying	with	the	knees	drawn	to	the	chest	D)	Prone	with	the	arms	extendedAnswer:	C)	Side-lying	with	the	knees	drawn	to	the	chest	Explanation:	This	position	increases	the	space	between	vertebrae,	allowing	easier	needle	insertion.	A	nurse
is	reinforcing	teaching	about	nitroglycerin.	Which	side	effect	should	the	client	expect?A)	Dry	mouth	B)	Headache	C)	Bradycardia	D)	ConstipationAnswer:	B)	Headache	Explanation:	Nitroglycerin	causes	vasodilation,	which	can	lead	to	headaches.	A	nurse	is	monitoring	a	client	on	heparin	therapy.	Which	laboratory	value	should	be	monitored?A)	INR	B)
Platelets	C)	aPTT	D)	HemoglobinAnswer:	C)	aPTT	Explanation:	Heparin	effectiveness	is	monitored	using	aPTT.	A	nurse	is	assisting	in	the	care	of	a	client	with	a	chest	tube.	Which	action	is	appropriate?A)	Clamp	the	chest	tube	routinely	B)	Strip	the	chest	tube	frequently	C)	Keep	the	drainage	system	below	chest	level	D)	Empty	the	drainage	chamber
every	shiftAnswer:	C)	Keep	the	drainage	system	below	chest	level	Explanation:	Keeping	it	below	chest	level	prevents	fluid	from	re-entering	the	pleural	space.	A	nurse	is	caring	for	a	client	with	Addison’s	disease.	Which	dietary	choice	is	appropriate?A)	Low-sodium,	low-potassium	diet	B)	High-sodium,	low-potassium	diet	C)	High-sodium,	high-potassium
diet	D)	Low-sodium,	high-protein	dietAnswer:	B)	High-sodium,	low-potassium	diet	Explanation:	Addison’s	disease	causes	sodium	loss	and	potassium	retention.	A	nurse	is	reinforcing	teaching	for	a	client	prescribed	warfarin.	Which	food	should	the	client	limit?A)	Bananas	B)	Green	leafy	vegetables	C)	Yogurt	D)	ApplesAnswer:	B)	Green	leafy	vegetables
Explanation:	These	are	high	in	vitamin	K,	which	counteracts	warfarin.	A	nurse	is	caring	for	a	client	in	the	manic	phase	of	bipolar	disorder.	Which	intervention	is	most	appropriate?A)	Encourage	group	therapy	B)	Provide	frequent	snacks	and	hydration	C)	Allow	unlimited	activity	D)	Discourage	movementAnswer:	B)	Provide	frequent	snacks	and
hydration	Explanation:	Clients	in	mania	may	neglect	nutrition	and	hydration.	A	nurse	is	reinforcing	teaching	about	a	clear	liquid	diet.	Which	food	is	allowed?A)	Milk	B)	Chicken	broth	C)	Orange	juice	with	pulp	D)	Scrambled	eggsAnswer:	B)	Chicken	broth	Explanation:	Clear	liquids	include	broth,	gelatin,	and	clear	juices.	A	nurse	is	reinforcing	discharge
teaching	for	a	client	with	a	newly	placed	colostomy.	Which	statement	indicates	understanding?A)	“I	will	avoid	drinking	fluids	to	reduce	stool	output.”	B)	“I	will	empty	the	pouch	when	it	is	half	full.”	C)	“I	can	take	laxatives	daily	to	keep	my	stool	soft.”	D)	“I	will	limit	my	diet	to	soft	foods	permanently.”Answer:	B)	“I	will	empty	the	pouch	when	it	is	half
full.”	Explanation:	A	full	pouch	may	cause	leakage.
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