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Key Practice Questions 

NCLEX-RN Webinar, March 15, 2022, Sigma, Dr. Lois Marshall 

 

1. A, E….when choosing answers having to do with diet and/or foods, think of foods in same color 

groups when you need a strategy to assist you….Here a patient has hypertension and is taking 

triamterene.  Even if you are not sure what med is, think about hypertension and what meds 

patients take….beta blockers, calcium channel blockers, ACE inhibitors and diuretics, generally 

speaking.  What might you be worried about when it comes to meds and diet in this patient.  

Think potassium when looking for foods to minimize as more than likely this is a diuretic where 

potassium is not lost if you are being asked about it.  So minimize potassium foods….Potassium, 

as most of you know is found in bananas and of course that is not a choice.  But think about 

other yellow foods or foods with yellow in and around them.  Avocados are high in potassium 

and if you cut it open you can see a yellow ring.  Oranges clearly are in the yellow/orange food 

group, also high in potassium, thus both should be minimized.  This is using what you 

know….bananas…to assist you with what you might not know.  Dried prunes and other “old” 

foods are to be eliminated in patients taking MAOI as they are high in tyramine.  Apples and 

cranberries are not high in potassium.  If baked potatoes or potato skins were listed that would 

be correct as the skin is high in potassium, but not boiled potatoes…no skin. 

2. D…This is a normal growth and development question for a newborn/infant.  Which would be of 

most concern.  Even if you were unsure, you should have been directed to option D, for the 

word erythema…redness=infection potential, thus a concern.  Strabismus is crossed eyes and is 

normal in newborns and infants as they eye muscles are not set yet.  Harlequin sign occurs as 

the circulatory is adapting to extrauterine life.  Thus, the side that they baby lays on may be a 

shade of blue and the up side may be more pink.  When you turn the baby to the other side, the 

colors change appropriately.  The name Harlequin comes from a clown who often wears blue on 

one side and red on the other side.  Epstein’s pearls are the little pimple like cysts that are in the 

mouth of a newborn and are normal and will go away on their own. 

3. A…Erythromycin is an exception to the rule antibiotic which should be taken on an empty 

stomach to get maximal absorption and thus effectiveness.  Even if you did not know that about 

this medication, options B, C, and D are all associated with food, thus too similar, so eliminate 

them and go with the option that is not for an educated guess based on what you do know and 

you would have been correct. 

4. D…when examining laboratory findings on the boards, remember they use broad common 

ranges not just what you may have seen as WNL in your clinical institutions.  There is a lab sheet 

with the webinars that you can have for your use.  WBC is 5,000-10,000/µL, thus 5200 is WNL.  A 

normal BUN is 5-25 mg/dL, thus 15 is WNL.  Platelets are 150,000-350,000, thus 200,000 is WNL.  

Thus by process of elimination the option that must be right is D, alkaline phosphatase, where 

normal is 40-140 IU/L.  This is an enzyme that assists in protecting your body by breaking down 

proteins.  If high it could indicated cancer, hepatitis, other gi and thryroid disorders.  When low 

as in this case, it could indicate a deficiency in zinc or Mg, but you didn’t need to know that to 

answer this question correctly, just that the other 3 are WNL. 

5. 5,1,2,4,3…Ordering questions can be written as this one is where you write the number next to 

the option to indicate what step it is in the process.  Other ordering questions can be drop and 
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drag where you put them in order by moving them.  Here with a blood transfusion reaction, it is 

important to stop the transfusion, maintain a patent line with NS, monitor the vital signs and 

urine output, send the bag and tubing to the blood bank, and then document last. Remember 

take care of the patient first and foremost. 

6. D…The word consolidation is the key in answering this question.  Consolidation=packed 

together, thus infectious materials will be thick and no air will be heard through it, thus option 

D.  Even if you were unsure, make sure you are reading all of the options before choosing.  If you 

didn, then you would note that A, B, and C, all involve abnormal breath sounds while D does 

not, so it is a good educated guess that D is the right answer as it stands out alone.  A could not 

be hear until the pneumonia was breaking up, usually after the start of antibiotics.  Option B, 

interstitial sounds are also heard in lung disease and can be similar to crackles and stridor 

sounds.  And Wheezes, Option C, are heard secondary to airway obstruction, such as edema or a 

foreign body presence. 

7. D…When caring for a neonate, remember the body systems are immature and they are at high 

risk for hypo conditions with the exception of hyperbilirubinemia.  Knowledge of this will get you 

the answer by process of elimination, A and C are hyper conditions, and B would be a concern if 

it was a hyper condition, thus only D can be right and it is.  Related to the diabetes mellitus, 

babies are at risk for hypoglycemia as the insulin they received across the placenta for the mom 

lasts longer in their body that the glucose, thus the maternal insulin plus their own insulin are 

both working on their glucose, thus making them at risk for hypoglycemia.  This is one of the 

main reasons nurses often give dextrose water to newborns esp when they are at risk of 

hypoglycemia due to having a diabetic mom. 

8. D…A PPD to determine if a patient has been exposed to TB is also known as a Mantoux test.  

When a patient is at low risk for developing TB, the induration can be larger, but not over 

15mm, which in this case would indicate an exposure.  Option A is appropriate for a low risk 

patient.  Option B, the presence of a wheal is what you expect after administering the PPD 

intradermally.  A large area of erythema is too non exact to determine exposure.  If the patient 

is at high risk, ie immunosuppressed for some reason, health alteration and/or meds, then a 

positive PPD would be indicated by an induration of 5-8 mm. 

9. C…200mL would be expected in the first hour following chest surgery involving the pulmonary 

artery….very bloody surgery.  Thus documenting the finding indicates that you understand that 

concept.  If you jumped to call the dr, Option D, you would be making an error in critical thinking 

judgement.  Irrigating the chest tube and decreasing the amount of suction would be 

inappropriate at this time. 

10. D…Remember that ase drugs are enzymes that break something down in the body….in this case 

clots (TPA or clot busters)….If the patient has a large bloody BM, the nurse should stop the 

medication and administer Amicar IV which is the antidote.  Calling the Dr., option C is 

inappropriate as the dr will ask if you have done that.  Time is of the essence so do that first so 

patient does not bleed out.  A is right at the beginning but Vitamin K is the antidote for 

warfarin/coumadin, thus not for this patient.  And option B is wrong as you would not reduce 

med, you would stop it and heparin IV would make the patient bleed more as it is an 

anticoagulant. 

11. D…the key in this question is excessive bleeding and swelling…an emergent situation, thus call 

the dr.  There are no options that the nurse would do that the surgeon would inquire about so 
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call the dr.  Document the findings or option A is inappropriate as the word excessive indicates 

an emergency.  Option B or reinforce the dressing is also inappropriate and ignoring the crisis, 

thus poor clinical judgement.  The same can be said for Option C.   

12. C….having a knowledge of TPN is necessary to answer this question.  TPN is high in glucose, thus 

there is an increased risk of infection.  Because the patient is going home, there is less control by 

the health care provider to maintain distance with others who might increase the risk of 

infection already inherent with receiving TPN.  Thus the nurse needs to instruct the 

patient/family to limit visitors so as not to increase the infection risk, thus increasing social 

isolation.  There is nothing in the information given in the question that indicates ineffective 

coping, hopelessness, or risk for low self-esteem. 

13. C…For any color changes, from jaundice, to cyanosis, to pallor and more, the most appropriate 

areas to assess are the conjunctival sac, the sclera, and the mucous membranes.  Any other 

areas of the body are subject to missed assessments due to variations in skin colors as well as 

the effect of the environmental factors that the skin is exposed to during daily activities. 

14. D...In patients that have abdominal issues, there are certain expectations for the plan of care, 

the first being that the patient is usually NPO until a diagnosis or diagnoses to rule out have 

been determined, esp if the patient might end up in surgery.  Thus a clear liquid diet only would 

be the order to question, option B.  The word only should have been a clue that it was the 

option to question.  The other options are appropriate for a patient being worked up for an 

abdominal condition with undetermined cause at the time of admission. 

15. D…The strategy we discussed during the webinar for therapeutic drug levels, intraocular 

pressure, and intracranial pressure works here, 10-20 is most common for these areas, thus 

option D.  Using this strategy alleviates much stress and unless it is a common drug that you 

know, such as digoxin and/or lithium where the drug range is 0.5-1.5, but 2.0 and higher 

indicates possible toxicity, use this strategy for these types of questions and you will be right 

about 85% of the time or more. 

16. C…Thyroid storm is a medical emergency that results from stress, either physiological or 

psychological or both in some patients.  To answer this question, it is important to note that 

thyroid storm is a worsening version of hyperthyroidism, thus an increase in BMR, where 

systems of body are sped up.  Thus the only right answer can be option C…fever, tachycardia, 

and hypertension.  Option A is wrong as non-descript signs and symptoms that are not seen 

necessarily in hyperthyroidism.  Option B is more indicative of hypothyroidism.  And option D is 

more appropriate with hypothyroidism as well. 

17. C…When a patient experiences a burn, even from inhalation of steam which can be very hot, the 

body’s response is the formation of edema.  This acts as a mechanism of obstruction, thus an 

increased presence of wheezing as air tries to pass the obstructed or edematous airways.  This is 

what the nurse should be monitoring most closely for, the priority….airway and breathing.  

Option A, dysphagia, difficulty swallowing, while may be present, is not the priority over airway 

and breathing.  Pain, again may be present, but is not a higher priority than airway and 

breathing.  An the patient would not be at risk for shock with a steam burn injury. 

18. B…The use of vasopressin (press the vessels) is to help raise the blood pressure and cause the 

kidneys to hold in urine to keep volume up in patients.  Thus, option B is the correct response.  

Option A. is wrong as the blood pressure in DI patients may already be low and the nurse does 

not want it to go lower.  Option C is wrong as it is similar to A, in that vasodilation will bring the 
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B/P down which is not warranted in DI.  Option D is wrong as the nurse would want smooth 

muscle to be initiated not inhibited so that the blood pressure will come up.  Inhibiting smooth 

muscle contraction will bring blood pressure down, similar to A and C. 

19. B…This is an example of a question where you can use what you know to help you with what 

you don’t.  In a previous question I noted that Cogentin is an antidote for most psych drugs, but 

it is not an option here.  In reading all of the options you can still get the correct answer.  Option 

A is for narcotics and this question is asking about an antipsychotic med, thus A is wrong and can 

be eliminated.  Option C is for warfarin/coumadin, which is not an antipsychotic, thus it can be 

eliminated.  Vasotec is a cardiac drug (vaso for vessels), thus Option D can also be eliminated. 

Thus the only answer left is Option B and it is correct.  Therefore, you use strategies when you 

don’t know the answer because you can still choose the right answer. 

20. C, D, E…Remember that with select all that apply, read each option carefully before choosing.  If 

the patient is coming from the OR, it is essential that the nurse maintain safety and security 

consistently during the transfer to a stretcher.  Options C, D, and E accomplish that requirement.  

Option A is incorrect in that patients should not be transferring themselves when they have just 

had anesthesia, which increases the risk for injury.  Option B is incorrect as …as quickly as 

possible….may increase the risk of injury.  Option F is incorrect as the patient may not be fully 

awake for hours and that is not necessary to safely transfer a patient when the appropriate 

nursing care is given. 

21. D…The key in this question was you noting that the nurse suspects shock based on the 

assessment of restlessness, tachycardia, and significantly deceased blood pressure.  Your 

immediate nursing intervention should be based on those assessments.  Option A does not 

address the immediacy of the patient’s condition nor the suspicion of shock. In fact you would 

not decrease but increase the IV rate.  Option B is a repetitive action that does not need to be 

done in this emergent situation as the nurse has clear physiological assessments.  Option C does 

not provide any further or additional information then the nurse already has to determine what 

is happening with the patient.  D is the option that is correct in that a shock patient, even when 

suspected, needs oxygen…Think ABC…. 

22. B…The key in the question is what the EASIEST communication method for this type of patient 

is,  so if you read to fast and miss the word easiest, you can choose the wrong option since all 4 

of them can be used in different situations.  The use of pencil and paper, option B is the best 

response as it is the easiest for most patients to get their message/needs across to others.  

Option A is wrong as it is using a secondary individual not the patient themselves.  Option C is 

wrong because what if there is no picture or word to point to that matches what the patient is 

feeling or wants.  While communication boards can be helpful for many patients, the use of 

paper and pad, unless they cannot write, which was not stated in this question is still the easiest 

method of communication.  Option D is wrong as devising a system can take time and the 

patient is already frustrated. 

23. A, C, D, F….these options when occurring will cause the high pressure alarm to go off on the 

mechanical ventilation system.  When the ventilator has to work harder to get air and breaths to 

the patient, in other words requires more effort, then the high pressure alarm is initiated.  

Option B and E would cause the low pressure alarm to be initiated as there is a leak or 

disconnect causing air to be released outside of the system and not being received by the 

patient.   
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24. D…When a patient has abdominal surgery, it is often noted that they will return from the OR 

with a NGT which helps to decompress the abdomen after air has been instilled during surgery.  

The initial output from the NGT will be brown tinged secretions, thus this should be 

documented but does not require any other intervention.  Option A would be correct if the 

patient was hemorrhaging, and blood was noted in the NGT cannister.  Repositioning the 

patient, Option B, will not change the color of the secretions, which are normal colored 1 day 

post op.  Irrigation of the NGT is not necessary currently. 

25. D…The key in this question is ISOLATED PVC.  Many people have isolated PVC’s at some time 

during their lifespans.  Medications, stress, fever, etc, may be the cause of this one time 

occurrence an when a PVC is isolated, it is not emergent and requires continued monitoring, but 

nothing more at this time. Option A might be necessary for PVCS that are recurrent or come in 

couplets or more.  Same with Option B.  And notifying the physician for a isolated incident is not 

required as in this case it is not emergent. 

26. C…When atrial fibrillation occurs, the ventricles do not fill properly, and thus compensate by 

increasing rate that ventricles control.  This does not allow adequate cardiac output, thus the 

patient will present with hypotension and dizziness.  Option A does not occur in this instance as 

the blood pressure would be falling or low, not high.  The neck veins might be full or unchanged 

with atrial fibrillation, but not flat.  Nausea and vomiting is too non-descript for such a cardiac 

incident. 

27. D…the word imperforate means absence of or closed, thus Option D is the correct response.  

Option A describes encopresis.  Option B describes constipation.  Option C describes 

intussusception.  Use what you know to assist you with what you don’t and you still could have 

gotten the correct answer. 

28. A, B, D, F….Herpes zoster is related to chicken pox and the varicella vaccine, thus the remainder 

of the patients, besides Option C and E can be taken care of by the nurse described in this 

question. 

29. A…The Mantoux test or PPD is more sensitive in a patient who is immunocompromised, such as 

the patient with HIV+ results, thus a smaller induration is indicative of a positive result, 

indicating TB exposure, thus Option A is the correct response.  Options B-D are not correct. 

30. D…First, you need to know normal ABG findings…pH=7.35-7.45; pCO2=35-45; HCO3=22-26.  

Here the pH is 7.29 thus acidosis….now you need to find what matches as the primary health 

alteration.  And you can eliminate options B and C as they reflect alkalosis.  Now look at the 

CO2…This result indicates acidosis as CO2 is an acid, thus this matches pH (acidosis and acidosis) 

so the primary health alteration is Respiratory acidosis.  The HCO3 (a base) is high indicating 

alkalosis, which is the compensation, thus Option D is the correct response.   


