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NCLEX WEBINAR November 17, 2022 

Key to Practice Questions 

 

1. As per webinar 

2. As per webinar 

3. B…When answering questions about congenital heart defects for practice or on NCLEX, the most 

effective way to do that is to understand the assessment, interventions, and evaluation for the 

most common acyanotic defects and cyanotic defects.  If there is an exception the rule, then 

that is usually what will get asked, but even if you don’t know most of the defects, the acyanotic 

have most of the same assessment so use that and you should be fine.  In addition, as in this 

question, coarctation of the aorta is an exception to the rule defect, so  that is often asked 

about.  The other common acyanotic defect asked about is VSD (ventricular septal defect) and 

the most common cyanotic defect asked about is tetralogy of fallot.  I will explain them all here 

but first let’s start with this question about coarctation of the aorta.  The word 

coarct=narrowing, thus coarctation is a narrowing of the aorta (a vessel) similarly to stenosis for 

a valve.  Here is a drawing of the coarctation, circled inn red.  In order to understand the 

assessment,        I am going to redraw 

this to illustrate        what the nurse should 

be expecting to assess.            

   Think of this as the head or top part of the body    

            

            

            

            

            

   Think of this as the feet or the lower half of the body   

            

  

As the blood flows in the upper half of the body, once it gets to the narrowing or the coarct, it 

has difficulty passing through, thus the blood pressure would be higher in the upper half of the 

body as there is more effort required to push the blood through the narrowing.  The pulses in 

the upper part of the body would be bounding (+4) for the same reasons. 

 

As blood gets past the narrowing, it will flow in a decreased amount, thus the blood pressure in 

the legs will be decreased, when compared to the arms, and the pulses will be weaker in 

comparison to the arms.   

 

Just by these assessment findings alone, the nurse can note the presence of coarctation of the 

aorta.  Remember, in normal physiology, the blood pressure in the legs is usually higher than in 

the arms as it takes more effort to push the blood back to the heart for reoxygenation.  This 

would be noted in any person over the age of walking, thus around 1 year of age.  Because 

coarctation of the aorta is seen in infants and children, it is critical for the nurse to assess the 

blood pressure in at least one arm and leg for each assessment, including during a normal 
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pediatric visit.  This is an acyanotic condition as there is no unoxygenated blood getting to the 

body systems.  It is a change in flow of oxygenated blood due to narrowing. 

 

In this question, then the correct response would be B.  Option A, noting increased respiratory 

infections, is common in most acyanotic defects, particularly those where there is an opening 

between both sides of the heart, i.e. VSD, incompetent foramen ovale (ASD) and patent ductus 

arteriosus.  Option C is incorrect as a murmur is not specific to coarctation of the aorta but is 

noted in congenital heart defects either from an opening in the heart between the atria or 

ventricles or vessels or through a stenotic valve.  Thus, while it will be noted with a coarct, it is 

not a priority as it is not specific enough for the question as written.  Option D is wrong as the 

bounding pulses would be in the upper extremities as explained above. 

 

To continue teaching here, let’s look at acynotic vs cyanotic heart defects.  Again, I will illustrate 

with a drawing.    

 

 Superior and Inferior vena cava     

      Lungs>> Pulmonary veins (only    

        Veins carrying oxygenated  

         blood)  

      

RA   

  LA     

        

     

              RV   LV      

      

  Pulmonary Artery     Aorta 

 

          

         To Body  

Acyanotic heart defects do not have unoxygenated blood going out to the body.  When 

recalling, a ventricular septal defect (an opening between the right and left ventricles), an 

incompetent foramen ovale known also as an atrial septal defect (an opening between the right 

and left atria when formaen ovale does not close after birth), and patent ductus arteriosus (a 

connection between the pulmonary artery and aorta when the ductus arteriosus does not close 

after birth), there is a means for blood movement from left to right….PHYSICS PRINCIPLE STATES 

THAT WHEN THERE IS AN OPENING IN THE HEART (IN THIS CASE) BLOOD FLOWS FROM HIGHER 

TO LOWER PRESSURE…WITH THE AORTA BEING THE LARGEST VESSEL AND REQUIRING THE 

MOST PRESSURE TO GET BLOOD TO BODY, THE LEFT SIDE OF THE HEART HAS THE HIGHER 

PRESSURE, thus in these defects, thee is a shunting or movement of blood from the oxygenated 
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left side of heart to the unoxygenated  right side of heart, thus no unoxygenated blood goes out 

to the body….ACYANOTIC DEFECT.  

Acyanotic heart defects, VSD, ASD, and PDA, have very similar signs and symptoms due to the 

pathophysiology that is occurring.  In each there is the presence of a HEART MURMUR.  This 

occurs as the blood rushes through the opening between the ventricles or atria or vessels.  

 In each, there is RIGHT SIDED HYPERTROPHY (can also be written as right sided hypertrophy or 

right atrial hypertrophy) as the blood returning from the body through the inferior and superior 

vena cava mixes with the blood being shunted from left to right.  Again, no unoxygenated blood 

is going out to the body…it is shunting from left to right.   

In each, there is an increased risk of UPPER RESPIRATORY INFECTIONS, as there is more blood 

going through the lungs secondary to the extra blood being shunted from left to right mixing 

with normal blood flow returning from the body.  More volume in lungs, more chance of stasis 

and increased URS’s. 

Lastly, in each, there is a DECREASE IN CARDIAC OUTPUT.  Remember these are infants, so yes 

there will be OLIGURIA, as there is for most individuals with decreases in CO, but remember 

what takes the most oxygen requirements in infants and add those.  FATIGUE, POOR SUCK 

REFLEX, POOR WEIGHT GAIN, DIFFICULTY FEEDING, WEAK PULSES, WEAK CRY.   

There are other acyanotic heart defects, such as pulmonic and aortic stenosis, narrowing of the 

valves.  Think about which of all of the manifestations mentioned already are applicable to these 

as well, and what might be different.  There will be one or two variations with these….think 

them through and use picture above to assist you with what is happening with blood flow. 

Now, let’s look at TOF, which is the cyanotic heart defect most commonly seen in questions for 

boards, so this is the one to understand, again, assessment, interventions, evaluation.  Tetralogy 

means 4 so there are four "defects” here.  The first three we have discussed already, a VSD, right 

sided hypertrophy (which counts as a defect here) and pulmonic stenosis, again, which is a 

narrowing of the pulmonic valve.  These are all acyanotic, thus the fourth defect is what makes 

this cyanotic.  This is referred to as an OVERRIDING AORTA.  In essence the aorta plants or 

develops within part of the VSD, thus partially in the right side of the heart, the side with 

unoxygenated blood. 

With that change, and the principle of blood flows from higher to lower pressure, with part of 

the aorta on the right side of the heart, the pressure is now higher there, and as such there will 

be periods of cyanosis when the demand for oxygen is greatest.  These are called blue spells or 

TET spells and are not occurring all of the time, but may occur WHEN THE BABY CRYS, 

DEFECATES, AND FEEDS, all times when there is an increased need for oxygen.  To note, that if 

the defects are smaller, TOF might not get picked up until toddler or preschool years and the 

assessment you would note is SQUATTING that is a compensatory mechanism due to play 

intolerance, again, a time when oxygen demand is greatest. 

4. A, B, C…When a cast is asked about on the NCLEX, it usually is a plaster cast as there is more 

nursing responsibility with that type of cast than a fiberglass cast.  In this question, the 

instructions should include keeping the cast and extremity elevated since it was just put on to 
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keep swelling to a minimum and decreasing the risk of compartment syndrome; keeping the 

cast clean and dry; and allow the cast time to dry, even though it usually does not take as long 

as 48 hours, depending on the cast, the humidity and other environmental factors, timing 

should be adjusted.  Option D is incorrect as tingling and numbness are not expectations and if 

they do occur, should be reported immediately to the primary care provider.  Option e is 

incorrect as if a hair dryer is used to help dry the cast, it must be used on a cool setting to 

prevent the risk of burning the skin underneath the cast.  Option F is incorrect as nothing should  

be placed underneath the cast to prevent the risk of skin damage of any kind.  If itching occurs, 

the primary care provider can prescribe Benadryl. 

5. A, B, D, F…First, you need to determine the acid-base imbalance….the pH is high (7.35-7.45 

normal), thus alkalosis.  The CO2 is low (35-45 normal) thus alkalosis.  The HCO3 is low (22026 

normal) thus acidosis.  Whatever matches the pH is the primary problem and the other is the 

compensation, if present.  Thus this patient has respiratory alkalosis with partial metabolic 

compensation.  Now that you know that, you have to determine which assessment findings 

coincide with Respiratory alkalosis.  Patients with respiratory alkalosis will present with nausea, 

confusion (remember they are blowing off CO2), tachycardia (in order to try and correct 

hypoxia, a common finding with Resp alkalosis), and tingling of extremities (again, from blowing 

off CO2).  They may also present with breathlessness, dizziness (same system as confusion so 

think similarities), numbness (similar to tingling), shortness of breath,  and muscle spasms 

(similar to tingling of extremities).  Remember in SATA, think broad and outside of the box.  

Option C is incorrect as tachypnea would be present not bradypnea as patient’s body tries to 

breath faster to take in more oxygen.  Option E is wrong as the patient would be hypokalemic in 

respiratory alkalosis, not hyperkalemic.  Potassium is sensitive to pH.  In alkalosis, the bicarb 

(HCO2) is low and as such hydrogen moves from the cell to the blood to prevent potential death  

and potassium moves into cell, thus hypokalemia. 

6. A, B C, D, F…When patients have nephrotic syndrome (also known as nephrosis) there is an 

injury or damage to the glomerular basement membrane that protects the nephron.  The same 

principle can be found in acute glomerulonephritis, but for different cause.  In nephrotic 

syndrome, the damage is secondary to another disorder, usually lupus or diabetes mellitus and 

is a chronic condition that long term can lead to end stage renal disease.  In acute 

glomerulonephritis, the damage is caused by a strep infection, usually 10-14 days following  it, 

and is acute and the patient will recover.  So remember you can link together when you are 

unsure of one or the other. 

The glomerular basement membrane, when damaged, allows RBC and protein to escape the 

body, thus the patient will present with hematuria and proteinuria.  The hematuria will lead to 

pallor and the proteinuria will lead to edema (as remember protein is responsible for 

maintaining fluid within the vasculature vs the tissues), as well as a decrease in serum lipids 

(protein, lipids, and albumin are linked together).  Anorexia occurs as a result of a child, in this 

caae, but could be an adult as well, feeling sick and that often leads to anorexia.  Option E is 

incorrect as the patient would be at risk for weight gain, not loss, due to edema and oliguria for 

renal damage. 

7. B, D, F…The two types of placental health alterations that often get asked on the NCLEX are 

placenta previa and abruptio placenta.  Placenta previa occurs when there is a low-lying 

placenta that covers/occludes part of the cervical os.  It leads to painless, bright red vaginal 
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bleeding and a soft, non-tender uterus.  The assessment is a reflection of the low lying placenta.  

This is not usually considered a medical emergency.  Option A, C, and E are all assessments 

found in abruptio placenta, which is a separation of the placenta and may be an emergent 

situation as it is directly related to the oxygen supply for the fetus.  This situation does not 

necessarily mean that a C-section must be done, but it certainly is a risk for the mother and 

baby.  The assessment for this patient would be (think if something abrupt is happening or torn 

away), uterine rigidity, uterine tenderness, and severe abdominal pain. 

8. A, D, E…Remember the differences between Angina Pectoris (chest pain) and MI assessments.  If 

you know one, you know the other (Marshall’s Linking from webinar).  The person with a MI 

(even if on boards it states STEMI MY (remember STEMI=ST elevation myocardial 

infarction)….don’t let words make you doubt or question yourself…will present with dyspnea (as 

the body is trying to take in more oxygen as the heart muscle is damaged and not functioning 

properly thus decreasing amount of oxygen getting to tissues; chest pressure and fullness 

(remember the pressure described by many patients as “elephant sitting on chest”)…the pain is 

also sharp not dull; and jaw pain, which is pain from the damaged heart muscle necrosis that 

radiates primarily to the left side and the jaw, in some patients.  Jaw pain is an assessment that 

is noted often other than with TMJ or other primary jaw issues, so this is significant in potential 

MI patient (can also be seen in panic attacks, where someone thinks they are having a heart 

attack).  Additionally, but not in this question, would be the elevation of cardiac enzymes, 

Troponin, CK-MB.   

9. C…This is an example of a safety question where decreasing the risk of altering the integrity of 

the nephrostomy tube is essential.  Option A is incorrect as the bag should be lower than the 

kidneys and bladder…remember most tubes drain by gravity, so lower than the body part they 

are draining.  Option B is incorrect as we don’t have patients or staff hang bags on walkers, 

other walking devices, bed rails, etc as they are not steady or in one position.  Option D is 

incorrect as again, the waist is not lower than the renal system, thus no appropriate for 

drainage.  Option C is correct as it supports the concept of drainage by gravity and allows for full 

mobility of the patient walking. 

10. C…You can use my (Marshall) adverse effect strategy here if you are unsure of answer.  

Remember with an adverse effect, choose the worst assessment given in the options, no matter 

the system of the health alteration or drug classification, if you know it.  In either case, the worst 

assessment would be hyperkalemia, as high potassium can lead to changes in cardiac system 

which could end up as V Tach, V Fib and/or asystole.  Also, if you use my strategy of 85% the 

correct answer would be renal, if the renal system is impaired, potassium will increase, so while 

not a direct renal assessment, it is indirect.  If you know that drugs that have GRAF in them are 

immunosuppressants and have a risk of  nephrotoxicity, that would also assist you in choosing 

option C.   
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11. The correct answer is 36%.  For any questions related to burn percentage on the NCLEX, having 

an understanding of the Rule of Nines is your best resource.  Don’t worry about other formulas 

as they are usually not asked about and if they are you can take your best educated guess.  The 

Rule of Nines is as follows:  Head and Neck 9%; Each arm 9%; Chest 36%; Each leg 18% Genitalia 

1%.  Remember, just like in this question, you have to pay attention and divide out for anterior 

or posterior only or half of …. 

In this question the determination of percentage burned is as follows: 

Anterior head/neck=9/2=4.5% 

Upper half of anterior torso=36/2/2=9% 

Lower half of both arms=9/2 +9/2=9: 

Posterior head/neck=9/2=4.5% 

Upper half posterior torso=36/2/2=9% 

Add:  4.5+9+9+4.5+9=36% 

12. C…When a NGT is being removed, it is important for the nurse to instruct the patient to hold 

their breath so that they do not aspirate the tube.  The other options do not decrease the risk of 

aspiration, thus are incorrect.   

13. B…With this question, you need to have been careful to read DIABETES INSIPIDUS rather than 

just seeing the word Diabetes and thinking, mellitus.  If that is what you did, then you would 

have chosen D, which is incorrect.  DDAVP is used to manage diabetes insipidus by decreasing 

the amount of urine output, which is one of the classic assessment findings in this condition.  

Remember diabetes insipidus is a condition where antidiuretic hormone is not working properly, 

allowing the body to keep diuresing, or voiding.  This can also lead to hypovolemia, and 

hypotension.  In order to manage this condition, DDAVP is used to correct for the lack of ADH 

function, thus increasing volume in the body by managing the polyuria associated with diabetes 

insipidus.  Option A is incorrect as any management would be focused on increasing the blood 

pressure, not decreasing. (THE VP in DDAVP stands for vasopressin…press the vessels…increase 

the blood pressure).  Option C is incorrect as the patient with diabetes insipidus has less volume, 

not edema present 

14. A, C, E…Remember peritoneal dialysis is usually done once per day, at night/hours of sleep, in 

children so that they can have a more “normal” life during the day.  The dialysis catheter goes 

into the umbilicus and the dialysate solution is instilled into the abdomen/peritoneal cavity.  Just 

like most drainage systems, the level of the bag must be below the area being drained, thus 

draining by gravity, Option A.  Again, as with most drainage systems, the tubing and system 

need to be assessed for kinks and/or obstructions that might be impacting how the system is 

draining, theu Option C.  Lastly, because the dialysate is going into the abdominal cavity, the 

patient should be in good body alignment so that the fluid is not on one side or the other of the 

abdominal cavity, thus Option E.  Additionally, it is important to educate the patient and/or 

family for the patient to sleep up on 3 pillows or with the head of the bed elevated to reduce 

the risk of difficulty breathing secondary to the fluid in the abdominal cavity pushing up on the 

diaphragm.  Option B is not necessary at this time.  If the assessments the nurse completes 

determines that a new order is needed, then the physician may be called.  Increasing the low 

rate will exacerbate the situation not decease it.  And in general, dialysis should not be stopped, 

even for 1 hour, as it can prevent the dialysis from working to its maximum potential.  
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15. A…Normal ABG’s= pH 7.35-7.45 (Lower acidic; higher alkalotic); pCO2 35-35 (carbon dioxide is 

an acid, thus higher acidic and lower alkalotic); HCO3 22-26 (bicarbonate is a base, thus higher 

alkalotic and lower acidic).  First determine the pH change.  Whatever matches the pH is the 

primary health problem and the other, if changed, is the compensation.  In this question, pH is 

acidic; pCO2 is alkalotic; HCO3 is acidic…thus metabolic acidosis (pH matches HCO3) with partial 

compensation (the respiratory system trying to compensate by being more alkalotic to create 

acid-base balance).  Option B and C use the word, correction vs compensation.  Correction is 

done from outside of the body, thus by the health care team, i.e. giving sodium bicarbonate; 

changing ventilator settings; etc. Option D states no compensation which is not true. 

16. A…This is a growth and development question related to toilet training readiness.  This 

readiness should be determined by the toddler, not by a false rule or tradition.  When a toddler 

is ready to be toilet trained, there will be some evidence of that, such as here where they are 

pulling off their diaper associated with toileting.  Option B is incorrect as it is a false statement; 

parents do not have to wait an arbitrary time limit.  Option C is incorrect as toilet training should 

not begin at a set age or time frame; the toddler readiness should dictate this.  Option D is 

incorrect as putting a toddler on the toilet after each meal is not indicative or readiness. 

17. A…when a child has congenital hip dysplasia or dislocation, they will have limited let movement 

as the femoral head does not sit properly in the acetabulum or hip socket.  Option B is incorrect 

as the Ortolani test would be positive not negative in this case.  Don’t get guided by a word you 

remember or have memorized, but the entire phrase so you don’t make a careless error.  In 

assessing for Ortolani click/test, place the infant on their back and externally rotate their leg and 

if you feel a pop or hear a click that is positive for congenital hip dysplasia or dislocation.  Option 

C is incorrect as the gluteal folds would be uneven as one the two hips in this case are not 

“sitting” properly in the acetabulum.  Option D is incorrect as, remember when the age or age 

group is given it is significant to how you answer the question….here you could not ascertain 

accurately the uneven hips when standing as newborns do not stand. 

18. D…Once you have administered a PPD (Mantoux Test) to a patent, you should read it in 48 hours 

to determine if they have been exposed to TB.  If you have a low risk patient, the induration 

would have to be 15mm or greater to be positive.  If you have a high risk patient 

(immunocompromised, cancer, chemotherapy, transplant, certain medications, autoimmune 

disorders), the induration would have to be less, 5-10 mm indicating that they have been 

exposed to TB.  Option  B is incorrect as patients do get a wheal after the PPD is administered, 

whether they are high or low risk.  Option C is incorrect because an area of erythema does not 

indicate anything more than an area of redness from the PPD, and is not related to the exposure 

to TB by low or high risk patients. 

19. D…This question is related to the nurse’s critical thinking skills related to assessment and 

interventions in an emergent situation.   If a patient has diabetes mellitus and is found to be 

difficult to arouse, this could be a result of hyperglycemia or hypoglycemia.  In order to mange 

the patient appropriately, the nurse must first assess what the cause of their condition is, thus 

option D.  Options A, B, and C, do not take the cause of the difficulty to arouse into account and 

could lead the nurse to make a poor and potentially dangerous decision. 

20. C…This question needs to be read carefully as it is asking what intervention the nurse should 

AVOID, not what is the best intervention.  If you miss the word, AVOID, you will miss this 

question.  If the patient has a nasal cannula, they should not be instructed to breathe through 
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their nose ONLY.  (In addition, ONLY is an absolute and while for questions written in the 

positive we would generally not choose those, when the question is written in the negative, 

such as here, which should the nurse AVOID, it is appropriate to choose the absolute).  Options 

A, B, and D, are appropriate interventions when administering oxygen therapy via a nasal 

cannula, thus not right for a question asking which intervention to avoid. 


