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 Key Practice Questions LM 

NCLEX Webinar, July 8, 2021 

 

1. We went over this on webinar so listen on audio/ppt presentation. 

2. When answering questions with acid-base balance, use these steps:  First, look at pH and 

determine if acidic or alkalotic as that will help you eliminate options as well as increase your 

chances of getting correct answer.  If ph is below 7.35, then acidic.  If pH is above 7.45, then 

alkalotic.  Step 2 is to look at the pCO2, remembering that carbon dioxide is an acid and is related 

to respiratory function.  If pCO2 is above 45, then acidosis and if below 35 then alkalotic.  If pCO2 

matches pH (acid=acid or alkalosis=alkalosis), then this is primary alteration.  If it does not or is 

normal, then go on to Step 3 and look at HCO3, remembering that this is bicarbonate and is an 

alkaline and if related to metabolic function.  If HCO3 is above 26, then alkalosis, or below 22, 

then acidosis.  If it matches pH, then primary alteration.  Then you need to consider compensation 

or not (meaning that whatever matches pH is the primary alteration and the other if altered, 

which would be in opposite direction is the compensation; if no alteration then no compensation; 

also remember that compensation is the body trying to put itself back into balance; if we, the 

health care team is attempting to address acid-base imbalances from outside of the body, i.e. with 

medications or ventilation or similar, then that is referred to as correction).  So let’s look at the 

question posed here.  It is written in the narrative for the question, but the answer is with 

numbers.  When a client has a NGT to suction, HCl is being removed, thus acid, thus the client 

would be at risk for metabolic alkalosis (remember metabolic primary alterations are usually GI, 

Renal, or Endocrine).  So you need to go through all of the options to find the match for metabolic 

alkalosis as primary alteration.  The correct answer is D.  The ph indicates alkalosis and the HCO3 

is alkalotic (above 26).  The pCO2 is normal, thus if asked about, there would be no compensation.  

You should have eliminated option a and b right away as the pH for a is acidic and the pH for b is 

also acidotic, thus neither can be right.  Option C has a pH that is alkalotic, but the HCO3 is normal, 

thus this cannot be right.  In fact this is an example of respiratory alkalosis (low pCO2). 

3. We went over this on webinar so listen on audio/ppt. 

4. This is a question that often new graduates miss as it is answered by how you see in practice vs 

theory.  When examining color changes, it is important to have one consistent means of assessing.  

Thus, the nurse should assess jaundice, cyanosis, paleness, or other color changes in the 

conjunctiva (al sac), the sclera, and/or the mucus membranes, esp in the buccal mucosa.  Thus 
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option C is the only correct answer.  Option A and B are essentially the same is and neither are a 

consistent area to assess in client’s of all variations of skin coloration, as is option D.  In addition, 

if a client has peripheral vascular disease (PVD), these areas could not be used as well. 

5. The question indicates IMMEDIATELY, thus priority, thus Maslow….ABC; other physiological, 

including pain; safety and security; love and belonging.  Thus B is the correct response.  If you 

chose A you gave more importance to the hemophilia then the injury to the neck and thus airway.  

Option C and D are not relevant here. 

6. The key word in this question is COMPLICATIONS, thus you should be looking for an answer that 

is a complication, even if you are unsure of the answer to the question.  Option A, C, and D, are 

all within normal limits (WNL), thus are not complications and not the right choice for this 

question.  Only option B is a complication, and it is indeed a complication of suctioning a client. 

7. The key word in the question is CONSOLIDATION.  Consolidation indicates that there is a grouping 

or collection of whatever is being examined, thus in this case, the infection associated with the 

pneumonia is all collected to form a mass of infection which air does not travel through, thus the 

only right response can be D.  Crackles can be auscultated once antibiotics start to break up the 

consolidation.  Wheezes are heard through narrowing or obstructions and is not relevant here 

nor are interstitial breath sounds are generally auscultated in lungs damaged by irritants or 

inflammation, not pneumonia. 

8. Irritable bowel syndrome should not be confused with inflammatory bowel disease.  Irritable 

bowel syndrome is most often found in women and often has a stress component.  Most irritable 

bowel syndrome is characterized by Option D….diffused abdominal pain unrelated to meals o 

activity.  Option A is more associated with steatorrhea, found in cystic fibrosis or GI conditions 

where there is malabsorption, particularly of fat.  Option B is found is pediatric clients with 

Hirschsprung’s Disease also known as aganglionic megacolon.  Option C is found in clients with 

inflammatory bowel disease, Ulcerative Colitis. 

9. The key in this question was not musculoskeletal, but neurovascular, thus the correct answer is 

Option D.  Pain is assessed in neurovascular compromise….think nerves.  Option A is not necessary 

with this client and alteration.  Option B is not indicated the way this scenario and question are 

presented.  Option C also is not relevant to the question.  If you chose C it is more likely due to 

you  reading vascular not neurovascular, same with if you chose A. 

10. Key in this question is EXCESSIVE BLEEDING, even if you don’t know what enucleation is….removal 

of eye from socket.  Excessive bleeding is a medical emergency thus notify the surgeon in this 
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case.  There is no option you would need to do before calling the surgeon so in this case, that is 

the most appropriate response.   

11. When you take the boards, ordering questions can either be that you are to put the number next 

to the action (what step is it) or it might be a drop and drag where you would put them in order 

by moving the options.  Make sure you understand and if you don’t, ask the proctor.  In this 

question,  if a client exhibits signs of a transfusion reaction, in order, without moving the actions, 

the answer would be 5,1,2,4,3.  You would first stop the transfusion, then make sure the IV is 

patent with normal saline (thus it should be there prior to beginning transfusion), monitor VS and 

urine output, send blood bag and tubing to blood bank, and then document occurrence.  This is a 

RN responsibility from start to finish so be careful with these types of questions. 

12. You need to understand that nurse’s suction clients when they are full of mucus that is hindering 

or altering their ability to breath, thus as evidenced by their breath sounds not clear.  Thus, you 

auscultate before you suction, suction, and then auscultate following suctioning to determine 

effectiveness.  Option C then is the only appropriate response.  If you chose A, rate of respirations 

does not indicate effectiveness of suctioning.  Option B, oxygen saturation, is more related to 

effectiveness of oxygen therapy.  And apical pulse, which can be altered with changes in 

respiration, is not a measure of suctioning effectiveness. 

13. This question ensures that you are READING carefully.  The question specifically is asking you to 

indicate a psychosocial need, thus Option D is the appropriate response.  Option A reflects a 

misunderstanding of when you should leave a client alone.  Option B is not the nurse best meeting 

the psychosocial needs of the client, even if you want to make the case that ensuring that the 

clergy has been there, and option C is not meeting psychosocial needs but physiological needs. 

14. In this question, even if you don’t have an understanding of the effects of diabetes mellitus (DM) 

on the newborn….large for gestational age and at risk for neonatal hypoglycemia….you should 

still be able to answer this question with this strategy.  Newborns have immature body systems 

so they are going to be most at risk for HYPO alterations with exception of hyperbilirubinemia.  

Thus just knowing that, you could have eliminated options A, and C; and B because it is the 

opposite for what we expect for bilirubin, thus only option let is D and that would be the correct 

answer.   

15. A general principle to use is that for clients in the most acute phase of most health alterations, 

they are usually on bed rest in order for healing process to begin.  In this question, the client is in 

the oliguric phase of acute kidney injury, thus they should be on bedrest for that reason alone, 
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the best option is A.  Also, note that B, C, and D, involve getting OOB, thus they all can’t be right, 

thus eliminate them from consideration.  Lastly, remember the client is oliguric thus option C is 

not appropriate at this point in the clinical case. 

16. Key is HIGHEST PRIORITY for documentation/reporting which assessment finding….Make sure you 

are careful to read each assessment and look for the priority and/or the one of most concern.  

Option A, B, and C are WNL, thus are not a priority especially with a client to have spinal anesthesia 

for surgery.  The presence of weakness in a lower extremity would be the priority esp with this 

type of anesthesia, thus Option D. 

17. Breast cancer is a high percentage area for the NCLEX, meaning there are a good number of 

questions in the pool of questions so it is likely that most of you might get a question on this 

alteration from self breast exam, to assessment, to risk factors, to nursing management post 

surgery and long term care.  So these are areas to be familiar with.  For this question on SBE, you 

need to be able to teach the client.  I believe we went through this on the webinar and you can 

hear the audio and see PPT to review.   

18. When evaluating a client’s understanding of your teaching about TB, the response that indicates 

an understanding is Option D.  Clients with TB must have a negative sputum culture to determine 

if it is safe for them to be able to go outside of their home.  The definitive test for TB is a sputum 

culture, thus the diagnostic test to use to determine when isolation is no longer required.  Option 

A is incorrect as the course of treatment, medication, is usually 6-9 months and that is not 

conducive to staying home for that time period nor is it necessarily needed.  Option B is incorrect 

as once a skin test (PPD/Mantoux) is positive it is not going to return to negative in 95% of clients.  

Option C is incorrect in that temperature is not diagnostic of TB and it’s infectiveness. 

19. In questions like this one, you want to make sure you understand what is normal post op drainage 

for the surgical procedure and when it is an emergent situation.  Recall from the earlier question 

on enucleation, the assessment was EXCESSIVE BLEEDING, thus making it a emergency.  Here the 

client has had chest surgery, a bloody surgery, esp with the pulmonary artery involved, and it is 

only 1 hour post op, thus 200mL of bloody drainage is expected and not emergent, thus document 

the findings, Option C. It is not necessary at this time or for this amount of blood to irrigate the 

chest tube, or notify the surgeon, option D.  Option B, decrease the amount of suction is also not 

an intervention necessary for this client. 

20. The client in this question has residual difficulty swallowing (dysphagia) thus aspiration is the risk 

the nurse should be assessing for and preventing.  In options A, B, and D, you would be giving the 
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client something to swallow, thus increasing the risk of aspiration if indeed they are continuing to 

have difficulties swallowing, thus all are wrong.  Option C will provide you information about 

swallowing ability and not increase the risk of aspiration.  From a test taking strategy, when you 

read all of the options, when 3 are so similar, eliminate and go with the one left, and in this case 

you would have been right. 

21. Here you can use process of elimination and also the number 2 strategy to increase your chances 

of choosing a correct answer if you are still unsure.  As a general principle, most psych drugs have 

as an antidote Cogentin or Prolixin.  Here the client is clearly having a toxic effect (Extrapyramidal 

symptoms)  which needs attention immediately thus an antidote.  Option A and C should be 

eliminated as they are PO route and that would not be appropriate when an emergency situation.  

Option B is for narcotics, and thus you would be left with Option D and would be right even if you 

were unsure.  Remember use what you know to help you with what you don’t and clearly you 

know not to give PO meds in most instances for toxic effects such as EPS.   

22. IMMEDIATE ATTENTION….priority…Maslow…ABC, other physio, including pain, safety and 

security, love and belonging.  The burns in this client are on face and upper torso, thus 

airway…..thus option B would be the assessment requiring immediate attention as indicates 

airway might be closing.  Option A, C, cand D. are not emergent nor in areas of burns.  While they 

may be important in management later on, they are clearly not priority in this circumstance as 

presented. 

23. Renal failure clients need to be aware of dietary restrictions that they should adhere to in their 

daily lives.  Option A is not appropriate as it is high in potassium which the client would not 

tolerated in renal failure as when renal function is impaired, potassium can build up and cause 

such heart effects as tachycardia>>vtach>>>vfib>>>asystole.  Option B is a protein and not 

appropriate.  Remember protein breaks down into nitrogen (think BUN…blood urea nitrogen), 

which is already elevated in a renal failure client.  Lima beans, option C, are high in phosphorous, 

thus not excreted easily in client with renal failure, thus not appropriate.  Even if you didn’t know 

that most green vegetables and bean, have high amounts of phosphorous and other minerals that 

can be harmful if not excreted.  Thus the only correct option is D, applesauce.  Think baby food, 

where babies have immature systems, thus renal failure is analogous to that immature system to 

make it easier for you to think about this. 

24. Clients with active TB need to be in negative pressure room in order for the air in their room not 

to go out into the general air system.  Thus option A is the correct answer, including the private 
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room.  There is no reason given in this question indicating that the client needs to be in ICU, thus 

Option B is out.  Option C is incorrect as you would not want a TB client in with another client with 

a respiratory infection, since it is not specific as to whether it is TB or not.  Option D, is incorrect 

for the same reasoning; you don’t want a TB client in with other clients.  And for a strategy for 

Option D….the word ONLY, which is an absolute, thus high percentage it is wrong. 

25. This is clearly a question of understanding your nursing judgement and decision making.  If a client 

has very faint bowel sounds and you have an order to advance diet as tolerated, then this is your 

nursing decision, thus Option B is not appropriate.  The dr has already stated that the nurse should 

advance as tolerated.  You would not advance the diet if a client has very faint bowel sounds, so 

Option A is inappropriate.  Same with Option D….you are taking it too far here; the client has been 

receiving clear liquids and has very faint bowel sounds to continue.  If the bowel sounds become 

absent, then option D is appropriate.  Thus the correct response if option C. 

26. Here is where therapeutic communication…reflection, restatement, paraphrasing, no close-

ended or whys, is essential to answering the question.  Option C is the correct response as it is 

reflective of what the client has said to the nurse.  Option A is negative and infers some criticism 

so not appropriate.  Option B is ignoring the client as an individual with their own needs and 

feelings so inappropriate.  Option D neglects what the client is telling the nurse, brushing it off as 

not important thus also inappropriate. 

27. Remember if the age is given then it is significant to how you answer the question.  In addition to 

age, you need to have understanding of managing sinus bradycardia and make connection with 

age and risks that the elderly individual might have.  Sinus bradycardia is usually managed with 

Atropine to increase the heart rate.  In order to safely administer that medication to an elderly 

client, it is essential to know if they have history of glaucoma, Option B, as glaucoma clients are 

more commonly elderly and also cannot receive Atropine as it will increase aqueous humor or 

fluid around the eye, thus increasing intraocular pressure, which can have emergent 

consequences.  Thus if a client does have glaucoma, sinus bradycardia would instead be managed 

with Adrenaline or Epinephrine.  In a question like this, if the other options would be important 

information for any client irrespective of age, then they would not be the best option here since 

the age was given.  That is the case with Options A, C, and D. 

28. We discussed this scenario in the webinar although not this exact question, but you should have 

learned, if you did not know already, that the correct response here would be Option D.  Expected 

is not normal; a history of breast cancer, while important, would not change the nurse’s 
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recommendation to be seen; and waiting another month can make a significant difference in 

prognosis. 

29. I used this as an example during webinar.  Remember if there is an emergent situation and there 

is a response that has you collecting information that the doctor would ask you as the nurse, then 

choose that before you would call the doctor, thus the correct response here would be Option D.  

If a client is bleeding from a TURP by on day 3 after on day 2 their urine was pink, the first question 

the doctor is going to ask you is what the vital signs are so do that before choosing Option B.  

Option A and Option C are not relevant here.  Irrigation is not warranted as the client would still 

have continuous bladder irrigation and changing their position is not going to necessarily effect 

bleeding. 

30. When you have a question with lab values, use process of elimination to help you narrow in on 

the correct answer, especially if you are unsure.  The fact that the client is having a liver biopsy is 

not really need to know info as the question is about being able to recognize a lab that would 

warrant the nurse contacting the doctor.  A normal hematocrit is 35-45% so Option A is WNL.  A 

normal platelet count is 150,000-350,000mm3 so Option B is WNL.  A normal thrombin time is 15-

20 sec so Option C is WNL.  Thus even if you don’t know anything about Option D, that has to be 

the answer and it is.  This is not a lab you need to really know, but it does show you how using 

what you know can assist you in choosing the right answer, even when you don’t know. 

31. Key in the question is BRAINSTEM INJURY, thus having understanding of physiology will assist you.   

Remember the medulla is housed in the brainstem, thus the respiratory center.  Thus, Option A is 

the correct response.  Options B, C, and D, are not related to brainstem injuries. 

32. Priority setting, thus Maslow…ABC; other physiological including Pain; safety and security; love 

and belonging; Actual before Risk.  Same process for one client as it is for groups of clients.  The 

nurse would see FIRST, Option A.  Remember when prioritizing, READ all options before choosing 

to be sure you are indeed choosing the priority client.  Option B is not a priority as the pre-op 

medications are on call and not at a specific time.  Option C, while a potential airway, breathing 

client, the option states that this is not the case currently….there is no dyspnea, SOB and Oxygen 

saturation is 96%.  Option D, while a potential PAIN (other physiological) priority, is not as pain 

score is 3/10.  Thus the client who needs to be seen first is the diabetic who needs insulin coverage 

before breakfast and this is the day shift so you need to see them before breakfast arrives, usually 

right after you would get report. 
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33. Here is a delegation question where remember you need to read all options before choosing.  

Even if you think one of the options is not theoretically correct, it may be the one that requires 

least education and as such is the option you must select.  Option A requires teaching so is a RN 

responsibility so cannot delegate.  Option C is a client with stroke who has feeding difficulties, 

thus at risk for aspiration, so the RN could delegate to LPN but not nursing assistant.  Option D is 

being transferred from OR, thus report will have to be given and that is RN responsibility so cannot 

delegate.  Even if you say that the RN could get report on the phone, then a LPN would have to 

go get the client as there is risk in post op clients that the nursing assistant could not assess or 

manage.  Thus the correct answer must be Option B.  While we may not want nursing assistants 

to transfer clients theoretically in case there is an incident that they don’t know how to handle, 

of these 4 clients, this is the one that is most likely to have the least risk, thus delegate to the 

nursing assistant. 

34. This was an example I used in the webinar related to side effects of medications.  In those 

instances, you want to choose the option that is in the same system as the health alteration or 

the classification of drug.  Here you would note that alol drugs are beta blockers (even if Betapace 

was name….Pace=cardiac like pacing the heart with pacemaker….Marshall strategy), so choose 

option D and you would be correct. 

35. Here is an example of how to choose a correct answer with an adverse effect question for 

medications.  You can get the right answer by just selecting the option that is the “worst” 

symptom or sign and 85% of that time the correct option would be renal, as many drugs have 

nephrotoxicity, as I discussed in the webinar (the theory).  Transplant  are going to be taking 

immunosuppressants to prevent rejections and those drugs are nephrotoxic.  Thus using my 

strategy, the correct answer would be Option A.   

36. Here is an example of an exception to the rule adverse reaction, one in a drug that most people 

know.  The adverse effect of aspirin is tinnitus, thus Option B.  If you didn’t know and you chose 

Option A, that would still be a better educated guess than options C and D, but again, there are 

certain drugs that there is this type of GO TO answer. 

37. The question clearly states that the client is suspected of having pulmonary edema (PE) secondary 

to CHF so what is your priority nursing management.  Consider what is going on with client’s 

cardiorespiratory system to select appropriately.  Option A would be correct as the client would 

need oxygen as the PE in addition to CHF would impact the body’s ability to oxygenate itself.  

Option B would NOT be correct as respiratory clients should be in High Fowlers position or with 
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HOB elevated/up on pillows to get best use of respiratory muscles and thus addressing breathing 

issues.  Option C is wrong as this client does not need to go to CCU at this point.  The client can 

be managed by the nurse(s) without transporting them to intensive care.  Option D is correct as 

CHF and PE clients need STRICT INTAKE AND OUTPUT and as such require a foley.  Option E is 

correct as morphine sulfate is used in PE clients to help manage anxiety the client may be 

experiencing, as well as for its vasodilation properties that will assist with managing the PE.  

Option F is also correct as fluid retaining clients (CHF and PE) need a loop diuretic to move that 

fluid out of the body, another reason for the client having a foley.   

38. When a client is receiving peritoneal dialysis, the intake and output should be essentially equal, 

so when it is not, the nurse must intervene (or the family if they have been taught appropriately).  

Option A is incorrect.  Increasing the flow rate might make the situation worse and will not 

increase outflow.  It may actually cause the client to retain more fluid and CHF could be a risk.  

Option B is not necessary as management of this situation can be handled by a nurse.  If everything 

is tried and there is still no resolution, then the doctor can be called by not at this point.  Option 

C is correct as with any drainage system, it is important to note the level of the drainage bag and 

that is below, in this case the abdominal area, so that drainage takes place appropriately.  

Remember peritoneal dialysis takes place in the abdominal area.  Option D is correct as changing 

positions often assists in the movement of fluid during dialysis procedure as sometimes the 

catheter within the peritoneal area has moved and changing positions can move it to a position 

that allows better output.  Option E is correct and kinks are the most common cause for unequal 

input to outflow ratios.  Option F is similar to option D, thus is correct.  Good alignment assists in 

prevention of catheter movement and tubing issues outside of the body. 

39. The key in this question is AGGRESSIVE SOCIAL BEHAVIOR.  The nurse should engage the client in 

an activity that does not involve social interaction, thus Option D is the correct response.  Option 

A, B, and C all involve social interaction which would be inappropriate for this client. 

40. Refer back to Question 2 here where ABG’s were discussed.  In this question the results are given 

to you within the question, and you are to determine the acid-base imbalance.  Here the pH of 

7.45 is normalized, but on the alkalotic side, so there is clearly compensation,  but you are also 

looking for a alkalotic alteration.  Thus you can eliminate at this point, Option A and D as they 

both are acidosis.  Now looking a pCO2, 30 is alkalosis (below 35), thus respiratory, so should 

already be able to evaluate that this is respiratory alkalosis with compensation, thus Option B.  

Just to finish out your assessment the HCO3 is close to the acidosis, thus it moved in the opposite 
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direction of the primary alteration for compensation.  If you say that well the HCO3 is normal (22-

26) that in theory is correct, but because the pH is normalized and matches the respiratory 

assessment, it is clear that the HCO3 was lowered by the body to move the client into acid-base 

balance, thus compensation worked. 

41. If you are administering TPN, it is critical to note that the main ingredient is dextrose or glucose 

as it provides the calories to the client requiring TPN.  This is why the risk for infection is so great, 

as where sugar is, bacterial follow.  If you have a situation where the TPN bag is empty and no 

new bag is ready, it is important to hang a bag that meets the glucose needs, thus Option B which 

has D10 in water.  Option A and D are wrong as they have D5 which is not enough to simulate the 

TPN.  Option C is wrong as we don’t hang Ringers Lactate unless we have a client who requires 

volume expansion, which is not the case in this question. 

42. You can get the correct answer here by looking at the drug name (profen, like ibuprofen) or the 

health alteration, osteoarthritis, which leads to painful joints.  Thus Option C is the correct 

response.  The other options are incorrect. 

43. The key in this question is the INTENDED EFFECT of nitroprusside.  Nitro=think nitroglycerin as 

similar in their effect of vasodilation which assists in decreasing chest pain in angina clients.  Thus 

Option D is the best answer.  If you chose Option C, hypotension is not an INTENDED EFFECT….we 

would use the terminology of decreasing the blood pressure.  Hypotension is a diagnosis or 

alteration, not an intended effect of a medication.  Option A and B are incorrect. 

44. Cardiac tamponade is the accumulation of fluid around the heart that impacts it’s ability to beat 

effectively which can lead to a paradoxical pulse, or Option C as the heart attempts to beat against 

the fluid.  The other options are not assessed.  Option A is more likely to be an  increased as the 

heart is trying to work more effectively.  Option B would be more related to decreased blood 

pressure as heart is not beating effectively. Option D is incorrect….risk for paleness not facial 

flushing. 

45. While in general on the boards you would not want to put clients in Trendelenburg position as 

the rush of blood to the brain that may occur is not recommended.  The exception to the rule is 

when a prolapsed cord is suspected as the effect of oxygenation to the fetus can be life 

threatening.  The position of the fetus needs to be changed in order for appropriate oxygenation 

to continue to take place until the baby is delivered.  Thus Option A in this instance is the best 

response.  If you chose Option C, that is appropriate but even in the immediacy of the situation 

while getting the client ready for C section, the nurse still should do everything possible to move 
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the baby off the cord and not underneath them and outside the vaginal canal.  Option B would 

make the situation worse.  Option D is negating the emergent situation. 


