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NCLEX Practice Answers/Rationales LM 

July 2020 Webinar 

1. D…The key word if you did not know the answer is erythema, which indicates red and hot, thus 

signs of a possible infection.  Strabismus is cross-eyes and is normal in newborn.  Harlequin’s 

sign is normal in newborn and occurs when a baby is turned the color changes that occur go 

from blue to red, looking like a clown or harlequin. Epstein’s pearls are little pimple like lesions 

that are present in a newborn’s mouth and are normal. 

2. Erythromycin is an antibiotic that is an exception to the rule in that it is most effective when 

taken on an empty stomach.  If you didn’t know, the strategy of eliminating options b-d because 

they all involve food would have worked and you would have been left with A and chosen it. 

3. TPN is the key has it has high glucose/dextrose in it, making patients who receive it at high risk 

for infection.  Thus, preventing infection is the goal.  If a patient is being treated at home, this 

becomes even more of an issue due to the increased chance of visitors, etc.  One of the 

educational instructions for the patient and family would be to limit visitors to keep down the 

risk of infection, thus the patient could develop social isolation.  The other options would be 

suppositions on the nurse’s part as there is no direct information that would lead to those 

options. 

4. Whenever a nurse is assessing for color changes, ie. Jaundice, cyanosis, hyperemia, paleness, 

the most reliable areas of the body to assess are the conjunctival sac, the sclera, and the mucus 

membranes within the mouth, thus option C.  If you compare the options, which you should do 

for each question before answering, you will note option A and B are too similar thus eliminate.  

The ear lobes, while an effective area to pulse oximetry is not for assessing color changes. 

5. Immediately, priority, first, and similar words indicate that you should use ABC; other 

physiological with Pain first among them; safety and security; love and belonging and for all of 

these, Actual before Risk.  In this question, if the child was hit in the neck with a baseball, 

compounded with his history of hemophilia, ABC….would point you to airway obstruction 

first….that is the immediate priority.  While the other options may need to be assessed for later, 

they are not the priority. 

6. Key in this question to direct you to the correct response is Complication.  Which option is a 

complication…only option B is a complication or abnormal, thus the correct answer.  Option A 

while a high normal blood pressure it is still under 140/90 thus not a complication.  A reddish 

coloration of the face is normal when suctioning them.  Pulse ox of 95% is also normal and could 

even be a little lower immediately following suctioning. 
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7. The key wording here is Consolidation which means packed tightly or grouped tightly (think 

about when you consolidate your money….you put it all together), thus when pneumonia is 

consolidated the infection is packed tightly or in a mass and air cannot travel through it, thus no 

air movement in that area or option D.  If you cannot determine the answer that way, look at 

the other options which all have abnormal breath sounds in them, thus too similar thus 

eliminate all of them and go with option D and you would still be right.  Crackles in the affected 

lobe occur once antibiotics have begun and the pneumonia is beginning to break up where the 

consolidation is dispersing.  Wheezes usually are reflective of an obstruction in an airway. 

8. Terbutaline (Brethine) is used to treat asthma, option C.  If you didn’t know that, there are two 

ways to help you answer the question correctly.  First, the Breth in Brethine sounds like Breath, 

thus choose a respiratory option and you would have chosen C.  Or you could see what options 

you could eliminate based on what you know about the meds used for them….Ulcerative colitis 

is usually managed with steroids thus SONE drugs of which Terbutaline is not.  CHF is usually 

managed with Digoxin and Lasix, not Terbutaline.  Rheumatoid arthritis  is also managed with 

steroids, SONE drugs.   

9. The question is asking you to assess for a neurovascular issue not a musculoskeletal issue.  

Option D is the correct answer as it is assessing pain, a neurovascular assessment.  Counting the 

apical pulse is not indicated here.  Assessing drainage is not relative to a neurovascular issue.  

Taking blood pressure on the unaffected side is also not indicated here to determine 

neurovascular compromise. 

10. Even if you did not know what enucleation was (removal of eye), assessing a patient with 

EXCESSIVE bleeding is an ABC (circulation) issue and is an emergency, thus notify the surgeon.  

The other options would increase the risk of the patient “bleeding out” and not addressing the 

immediacy of the patient’s needs.  

11. This question is asking you to prioritize the nurse’s actions in relation to blood transfusions, a RN 

responsibility. When you answer these types of questions on the boards, put the number next 

to the action as if it is the “step” number. So in narrative, the nurse would stop the blood 

transfusion, maintain a patent IV line with normal saline, monitor vital signs and urine output, 

send the blood bag/tubing to blood bank, and document the findings.  Thus the numbering 

would be 5, 1, 2, 4, 3 

12. A nurse suctions a patient when they have mucus that is impeding their airways, thus to 

evaluate the effectiveness of suctioning, the nurse should assess the patient’s breath sounds.  

Did the suctioning clear the mucus?  Oxygenation saturation level would be assessed to 

ascertain effectiveness of oxygenation therapy.  Respiratory rate might be assessed to evaluate 

changing positions to improve breathing patterns.  Apical pulse would not be relevant in this 

question as asked.  Remember when evaluating, think about why the nurse is intervening and 

then evaluate with a similar assessment. 

13. The keyword in the question is PSYCHOSOCIAL.  If you read too fast and miss this word, you will 

miss the question.  Option D is the most appropriate response.  The nurse should give the 

opportunity for the client to discuss the meaning of the surgery.  Option A has the nurse leaving 

the client alone which does not have the nurse meeting their psychosocial needs best.  Option B 

is essentially passing responsibility to another person, when the question does not indicate that 

the client requested to see a clergy.  Do not assume that everyone would see that as beneficial.  

Option C is more about the physiological needs post-surgery not psychosocial. 
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14. This question has no right answer.  The right answer would be hypoglycemia as a result of the 

mother’s diabetes mellitus, but it was option C was type wrong. 

15. Immediately=priority=option D, respiration assessment.  If you chose APGAR, in practice that is 

done and generally respirations are done first, but on the boards you don’t want to assume that 

nurses are consistent in that method, thus choose the best response of those give, thus 

ABC….airway, breathing….choose respirations.   

16. Spinal anesthesia is key in question and highest priority based on that type of anesthesia is what 

you should be looking for in options.  The most appropriate higher priority option would be 

option D.  When a client has spinal anesthesia the risk of muscle weakness or paralysis, 

temporary or permanent, is present thus it is the nurse’s responsibility to monitor for such and 

report it immediately if present.  Option A is a normal blood pressure.  Option B is a normal 

pulse.  Option 3 is normal output and there is no time delineation thus you cannot calculate the 

30mL/hour to say differently.   

17. Teaching SBE is theoretically important for you to know for the boards.  Remember with select 

all that apply you have to choose all of the right responses. Here I wrote the question with 8 

responses for you to choose from, but on boards, it will usually be only 6 responses to choose 

from.  In this scenario, the correct options are 1, 3, 4, 6, 7.  The best time for SBE is 2-3 days 

after your period ends or it can be written as 7 days from the beginning of your period.  With 

most cycles of 5 days, either of these calculations will end up in the appropriate timing for SBE.  

Option 3 is important as breasts look different when looking down on them versus looking at 

them in mirror.  A woman can see dimpling, asymmetry that is out of the ordinary for them and 

similar by looking in a mirror. You can also have a woman raise her arms while looking in mirror 

to assess for same changes.  Inspection, too, should be done by having a woman press her hands 

on her hips and bow slightly to allow the breasts to fall, again, to examine for dimpling or 

masses that may not be noticeable when looking at them in mirror or palpating in shower.  And 

palpation in shower is appropriate.  Option 7 has the correct technique of examining the breasts 

via palpation.  If a NCLEX question is more specific as to fingers or finger tips, the finger tips 

would be most appropriate.  The other options 2, 5, 8 are incorrect.  A woman should always be 

concerned enough to get follow up if a discharge is present as this is not considered a normal 

finding.  Premenopausal woman should not feel lumps and they should be followed up on 

immediately.  No lump is normal.  Option 8 is incorrect in that it is necessary to palpate the 

armpit and the surrounding area as the tail of the breast ends in that region and there are lymph 

nodes as well in that area that may be edematous. 

18. Neurological positioning, when there is increased intracranial pressure or other neurological 

deficits moves from decorticate (extremities turned in….to the cord) to decerebrate (extremities 

extended like the EEEEs in decerebrate) to flaccidity (indicating imminent death).  In the 

question then the most appropriate response is then option C. The other options are incorrect. 

19. The client is just back from chest surgery, thus some bleeding is expected, as it would be with 

any surgical procedure.  Because this is chest surgery, the immediate blood loss may seem 

significant, but 200 in 1 hour is not too much, thus document the findings.  Remember it is 

appropriate to document the findings when you have a finding that is WNL.  Irrigating the chest 

tube is not needed; there is no obstruction.  Decreasing the suction would prevent drainage 

from occurring, and there should be drainage.  Notifying the surgeon is not necessary currently. 
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20. The CVA client has difficulty swallowing.  To safely assess their swallowing ability, you would 

want to have the client produce an audible cough, which uses the same muscles as the 

swallowing reflex, thus option C.  Options A, B, and D, all similarly entail the instillation of food 

or liquid in the client’s mouth, which can increase the risk of aspiration and aspiration 

pneumonia, thus not recommended. 

21. If a nurse is administering psychiatric medications, in general the antidote, if a client presents 

with extrapyramidal symptoms, is Cogentin.  If you don’t know that then use my number 

strategy of 2.0 discussed in the video.  It works about 85% of the time to assist you in giving you 

an educated guess which is better than just a pure guess.  Or you should have eliminated option 

B, Narcan as this is not a question about a narcotic.  Option A and C are to be administered PO, 

which if someone is presenting with severe symptomology would not work fast enough so 

eliminate as well.  You would then be left with option D and you would have been 

right….educated guesses do work. 

22. Burns to the face increases the risk of AB priority issues, airway and breathing, thus the nurse 

should be immediately assessing for Option B, increasing hoarseness, indicating the airway may 

be obstructing due to edema.  The other options do not require immediate attention.  

Remember the priority setting rules…..ABC; other physiological; safety and security; love and 

belonging. 

23. When a client is in renal failure, nutritional considerations are essential to follow.  Here bananas 

would be high in potassium, which if not excreted could lead to cardiac issues.  Red meat would 

be high in protein (think protein breaks down to nitrogen, which is already high in renal 

failure…BUN) so that should not be on the menu.  Lima beans and many green beans are high in 

phosphorus, again if not excreted, can lead to health alterations.  Applesauce (think baby food) 

as nothing in it that can lead to severe or serious consequences to the renal failure client’s 

health thus option D is the correct response. 

24. Elderly clients need safety, security, including food security, and companionship.  The option 

that provides that for the client is option D.  While you may have chosen B, that does not 

address the social isolation that comes when there is no family around for the client.  

25. This is a basic nursing intervention question related to using your judgement.  If a post-operative 

patient has faint bowel sounds and the nurse as an order to advance as tolerated, then the 

nurse makes the judgement; there is no reason to notify the physician.  If the bowel sounds are 

faint the nurse should not advance the diet and risk the formation of a paralytic ileus.  And 

placing the client NPO is not warranted as they do have faint bowel sounds.  The only 

reasonable and correct option is to continue with clear fluids.   


