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12. c.  When determining if suctioning is needed for a patient with a tracheostomy, the nurse 

should auscultate the lungs to determine if there if suctioning is necessary from the presence of mucus.  

The same assessment would be needed to determine if the suctioning is effective, thus option c.  If you 

chose oxygen saturation, this is inappropriate as a determinant for suctioning effectiveness.  O2 sats are 

more appropriate to use to determine acid-base balance and oxygenation issues, including for patients 

that cannot effectively take in O2 and blow off CO2.  There are many patients who are full of mucus or 

have very little mucus where the O2 sat may not be impacted.  Respiratory rate and apical pulse rate are 

not relevant here.   

13. d. Key phrase in question is psychosocial needs. The option that is addressing the 

psychosocial needs of patient is option d.  Option a does not address the psychosocial needs of the 

patient; in fact ignores them.  Option b is not indicated as there is an assumption by the nurse that may 

not be appropriate.  Option c is more about the physiological information following surgery.   

14. d. This question you can answer with a simple strategy if you don’t know that 

hypomagnesium is the correct answer.  Think neonates have immature body systems so that they are at 

greater risk for most hypo conditions with exception of hyperbilirubinemia.  Using this strategy you can 

get the correct answer here. 

15. a. When patients are in the most acute phase of most illnesses, bedrest is generally part of 

nursing management for them.  The oliguric phase of AKI is the most acute phase and as such option a. 

is the correct response.  If you do not know and you are using a strategy, options b, c, and d, all involve 

the patient getting up, thus all can’t be right so eliminate them all and go with a.  

16. d. Key phrase to direct you is spinal anesthesia.  The nurse should be concerned about the 

spinal effects particularly to the lower extremities, thus option d.  The blood pressure is normal, thus not 

a priority for reporting; the pulse rate is also normal, as is the output prior to surgery. 

17. You should have selected 1, 3, 4, 6, and 7.  Educating women on BSE is something that nurses 

need to understand.  If a woman is menstruating, the best time to do the BSE is 2-3 days after period 

ends.  Additionally, this could be phrased as 5-7 days from the first day of the period.  Both will result in 

BSE being done at essentially the same time…in essence right after menses ends.  Any discharge should 

be concerning and reported so 2 is not to be included.  Because the breasts look different depending on 

how they are being viewed, standing in front of a mirror is recommended, as is bowing down and 

examining the breasts from that view, so that any dimpling and alterations may be noted.  Remember 

the breasts do not look the same when viewing straight on versus having breasts ”dangling” or in a 

falling position.  Lumps should not be considered normal; if found particularly if not “normal from 

previous BSE, they should be reported immediately.  Palpation can be done in the shower and whenever 

palpating should be done with flat part of finger, not finger tips, in small circular motions from outer to 



inner breast and should include the nipple, areola, and axilla areas.  The options could also have 

included teaching BSE using a vertical strip approach from the clavicle down in “strips.” 

18. Tuberculosis, both diagnosis, and resolution is definitively determined by sputu culture, thus 

option d.  The course of treatment can be from 6-9 months, thus option a is unrealistic and not needed.  

Repeat skin tests are not necessary, as option b indicates.  Once someone has become infected with TB, 

or even exposed, their PPD will be positive and will not change back to negative, thus this statement is 

incorrect.  Many patients do not have temperatures, especially after treatment has begun, but that does 

not indicate resolution of TB, thus option c is incorrect. 

19. Keys here are the 1 hour post op and the fact that patient had chest surgery (pulmonary wedge 

resection) and the chest is bloody, thus 200mL in that short of time frame post op would be considered 

expected and thus document the findings, option c.  The other options are inappropriate, especially if 

you chose option d.  The surgeon does not need to be notified for this amount of drainage.  If the 

drainage was 500-750 cc that would be different and then as the nurse you would be sure to have vital 

signs and call dr. 

20. When you are caring for a patient with difficulty swallowing you would not want to give them 

anything they might aspirate, thus eliminating options a, b, can d. Their similarity should have also been 

a clue to not choose them.  The safe nursing assessment would be done by having the patient produce 

an audible cough, option c.  

21. There are several ways to get the right answer here even if you don’t know it.  First, use process 

of elimination….the question identifies the medication as an antipsychotic so not a narcotic, thus option 

b is eliminated.  A and C should be eliminated because they are PO and this patient is having an adverse 

reaction (see the symptoms) and the question is asking for what you would do immediately, thus not PO 

meds. That would leave option D and you would have been right.  Cogentin is the antidote used for 

many psych meds.  In addition, you could use my strategy of the number 2.  When you don’t know an 

answer and numbers are involved, an educated guess could be to choose an option with a 2.  Here b and 

D both include a 2, but you know this is not a narcotic so eliminated B and again you would be left with 

D and have been right. 

22. Burns to the face and upper torso should direct the nurse to immediately assess the airway 

(ABC) and thus option B increasing hoarseness, indicating a closing airway.  A, C, and D are not 

immediate actions nor are they related to the location of the burns. 

23. When a patient has renal issues that require dietary restrictions, think each food carefully or link 

it to foods that are similar.  Bananas are high in potassium, thus out as if patient is renally impaired, they 

might not be excreting potassium thus could become hyperkalemic and that increases risk of heart 

abnormalities, V tach, V fib, asystole.  Red meat is protein, which breaks down to nitrogen and the renal 

patient cannot excrete, thus why we are assessing BUN (blood urea nitrogen, which might become 

elevated) indicating more renal damage potential.  Lima beans are high in phosphorous, thus again 

might not be able to be excreted in this patient. The only option left is applesauce which is correct, 

option D, as it is essentially like baby food which is a good option here. 

24. Elderly, no family are key words.  Social interaction is important for elderly individuals, 

whenever possible.  There is nothing in the question indicating that the patient has any 



contraindications that would prevent them from receiving meals at the sender citizen center, with 

provided transportation.  Option C provides them groceries, but not social interaction.  Same with 

option B.  And option A is not warranted at all. 

25. Advance diet as tolerated indicates that this is a nursing decision.  If a patient has faint bowel 

sounds, and a somewhat distended abdomen, do not advance diet yet, thus continue with clear liquid 

diet, option C.  A is not indicated with the assessment presented.  Option B is not necessary and shows 

you do not understand meaning of the dr leaving the decision to you,…advance diet as tolerated.  

Option D is not warranted as patient does have bowel sounds, even if faint. 

 

LET ME KNOW IF YOU HAVE ANY QUESTIONS.  DR. M 

  

 

 


