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1. Identify the incorrect nursing diagnosis for a client with liver trauma.

1. Deficient fluid volume related to hemorrhage.

2. Risk for infection related to wound or abdominal contamination.

3. Ineffective protection related to impaired coagulation.

4. Altered body image related to bruising.

Answer: 4

Rationale: Nursing diagnoses for clients with liver trauma include: deficient fluid volume related to hemorrhage; risk for infection related to wound or abdominal contamination; and, ineffective protection related to impaired coagulation.  Altered body image related to bruising is not an appropriate diagnosis.

Nursing Process: Diagnosis

Client Need: Physiological Integrity

2. Which is not a risk factor for pancreatic cancer?

1. exposure to industrial chemicals

2. following a low-fat diet

3. diabetes mellitus

4. smoking

Answer: 2

Rationale: Risk factors for developing pancreatic cancer include smoking, exposure to industrial chemicals or environmental toxins, chronic pancreatitis, diabetes mellitus and a high fat diet.

Nursing Process: Assessment

Client Need: Health Promotion and Maintenance

3. The majority of gallstones consist of what element?

1. cholesterol

2. bile salts

3. calcium

4. lecithin

Answer: 1

Rationale: Eighty one percent of gallstones consist primarily of cholesterol.  The remaining 20% is a mixture of bile components.

Nursing Process: Planning

Client Need: Health Promotion and Maintenance

4. Which is not a manifestation of acute cholecystitis?

1. nausea

2. fever

3. right upper quadrant pain

4. diarrhea

Answer: 4

Rationale: Manifestations of acute cholecystitis include anorexia, nausea, vomiting, fever and right upper quadrant pain.  Intestinal obstruction may develop due to large gall stone development.

Nursing Process: Assessment

Client Need: Physiological Integrity

5. Jaundice is first noticeable in what tissue?

1. nailbeds

2. skin

3. sclera

4. oral mucosa

Answer: 3

Rationale: Jaundice is first noticeable in the sclera of the eyes and then skin.

Nursing Process: Assessment

Client Need: Physiological Integrity

6. A vaccine is available for this form of viral hepatitis.

1. Hepatitis A

2. Hepatitis C

3. Hepatitis Delta

4. Hepatitis E

Answer: 1

Rationale: Hepatitis A and B are preventable as vaccines are available.

Nursing Process: Planning

Client Need: Health Promotion and Maintenance

7. Which of the following is the correct position for a client during a bone marrow biopsy?

1. knee-chest

2. prone

3. lithotomy 

4. dorsal recumbent

Answer: 2

Rationale: A bone marrow biopsy is the removal of a specimen of bone marrow for laboratory study. The biopsy is used to detect specific diseases of the blood, such as pernicious anemia and leukemia. The bones of the body commonly used for a bone marrow biopsy are the sternum, iliac crests, anterior or posterior iliac spines, and proximal tibia in children. The posterior superior iliac crest is the preferred site with the client placed prone or on the side. The knee-chest, lithotomy, and dorsal recumbent positions are incorrect positions for a bone marrow biopsy.
Nursing Process: Implementation

Client Need: Physiological Integrity

8. Which is the correct position for a client after a lumbar puncture?

1. knee-chest

2. prone

3. lithotomy 

4. dorsal recumbent

Answer: 4

Rationale: Assist the client to a dorsal recumbent position with only one head pillow. The client remains in this position for 1 to 12 hours, depending on the physician’s orders. The knee-chest, lithotomy, and prone positions are incorrect positions for a lumbar puncture.
Nursing Process: Implementation

Client Need: Physiological Integrity

9. A nurse’s client just past away. The nurse understands that rigor mortis is the stiffening of the body that occurs about _____ hours after death.
1. 2 to 4

2. 5 to 7
3. 8 to 10

4. 11 to 13

Answer: 1

Rationale: Rigor mortis is the stiffening of the body that occurs about 2 to 4 hours after death. It results from a lack of adenosine triphosphate (ATP), which causes the muscles to contract, which in turn immobilizes the joints. Rigor mortis starts in the involuntary muscles (heart, bladder, and so on), then progresses to the head, neck, and trunk, and finally reaches the extremities. All other times would be incorrect. 
Nursing Process: Assessment

Client Need: Physiological Integrity

10. Which of the following is not a macronutrient?
1. Carbohydrates

2. Fats
3. Proteins
4. Vitamins

Answer: 4

Rationale: Carbohydrates, fats, and protein are referred to as macronutrients, because they are needed in large amounts (e.g. hundreds of grams) to provide energy. Micronutrients, vitamins and minerals, are those required in small amounts (e.g. milligrams or micrograms) to metabolize the energy-providing nutrients.
Nursing Process: Assessment

Client Need: Physiological Integrity

11. Which of the following  enzymatic process es is not perfromed in the small intestine?

1. Pancreatic amylase acts on starches.

2. Pancreatic enzymes break down proteins.

3. Triglycerides break down dextrin.

4. Triglycerides are coated by bile salts and emulsified.

Answer: 4

Rationale: Triglycerides enter the small bowel as fat globules and are coated by bile salts and emulsified.

Nursing Process: Diagnosis

Client Need: Physiological Integrity

12. Identify the product of digestion that is left to enter the large intestine.

1. electrolytes

2. indigestible fibers

3. vitamins

4. nutrients

Answer: 2

Rationale: Almost all food products and water, vitamins and electrolytes are absorbed in the small bowel.  The large bowel receives indigestible fibers, water and bacteria.

Nursing Process: Diagnosis

Client Need: Physiological Integrity

13. The client reports fecal urgency, the nurse recognizes this as a side effect of which medication?

1. Dexatrim

2. Acutrim

3. Meridia

4. Xenical

Answer: 4

Rationale: Orlistat or Xenical’s adverse effects include oily stools, flatulence and 

fecal urgency.

Nursing Process: Assessment

Client Need: Physiological Integrity

14. The client reports a history of stomach reduction surgery that consisted of the creation of small sac for a stomach.  The nurse knows the client underwent which of the following procedures?

5. Biliopancreatic diversion.

6. Roux-en-Y gastric bypass.

7. Adjustable Gastric Banding

8. Vertical Banded Gastroplasty

Answer: 2

Rationale: The Roux-en-Y procedure creates a small pouch for a stomach to restrict food intake.  The Biliopancreatic Diversion involves removing a portion of the stomach and bypassing the jejunum and duodenum. An Adjustable Gastric Banding creates a restricted stomach by placing a silicone rubber band across the proximal stomach. The Vertical Banded Gastroplasty uses both staples and a band to create a small stomach pouch.

Nursing Process: Assessment

Client Need: Physiological Integrity

15. Which intervention is not appropriate for a client needing to reduce their weight?

9. Assist the client to identify their cues to eating.

10. Establish a weight loss goal of 3-4 pounds per week.

11. Assist the client to develop a well-balanced food menu.

12. Monitor laboratory values.

Answer: 2

Rationale: Nursing interventions to assist a client in weight reduction include setting a goal of losing 1-2 pounds per week.  Identifying cues to eating, planning a well-balanced menu and monitoring laboratory values are also key nursing interventions to be used for client weight reduction.

Nursing Process: Implementation

Client Need: Health Promotion and Maintenance

16. The client presents with malnutrition, the nurse assesses the client for what manifestations?

13. Recent acute infection.

14. Weight loss of greater than 10% of usual weight.

15. Inability to eat for more than 2 days.

16. Affluent lifestyle.

Answer: 1

Rationale: The nurse must assess the client for risk factors that contribute to malnutrition such as a recent acute infection, weight loss of greater than 20% of usual weight, an inability to eat for greater than 5 days and poverty or homelessness.

Nursing Process: Assessment

Client Need: Physiological Integrity

17. Which finding requires an immediate intervention when monitoring the client’s parental nutrition?

17. The nurse finds the nutrition being infused through a central line.

18. The solution is being administered by gravity.

19. The client is afebrile.

20. The parental solution is found to be mixed with intralipids.

Answer: 2

Rationale: Parental nutrition solutions must always be administered using an infusion pump to ensure a correct rate of infusion.  Parental nutrition is infused through a central line.  The only solutions which may be mixed with parental nutrition is intralipids. The client should remain afebrile during parental nutrition therapy. 

Nursing Process: Implementation

Client Need: Safe, Effective Care Environment

18. The client is a 12 year old female recently diagnosed with Anorexia Nervosa. Identify the incorrect intervention practiced in the home.

21. The mother reports feeding her daughter 3 large size meals a day.

22. The daughter weighs herself at the same time weekly with adult supervision.

23. The mother administers vitamin supplements daily.

24. Family members do not allow the daughter to use the bathroom unattended after meals.

Answer: 1

Rationale: Serving sizes for the newly diagnosed client with anorexia must begin small and gradually increase over time.  Client’s may find normal sized portions overwhelming.  Proper home care includes weighing the client at least weekly at the same time of the day, adding vitamin supplements to the diet and not allowing the client to use the bathroom unattended after meals. 

Nursing Process: Evaluation

Client Need: Health Promotion and Maintenance

19. A nurse is planning a seminar on guidelines for dealing with resistance to change. Which of the following would be an appropriate guideline for dealing with resistance to change?
1. Clarify information and provide accurate information.

2. Enforce the positive & negative consequences of the change and how the individual or group will get the change done.
3. Maintain a climate of trust, support, and confidence.
4. Communicate with those who oppose the change. Get to the root of their reasons for opposition.
Answer: 2

Rationale: Guidelines for dealing with resistance to change include: Emphasize the positive consequences of the change and how the individual or group will benefit. Clarify information and provide accurate information.  Maintain a climate of trust, support, and confidence. Communicate with those who oppose the change. Get to the root of their reasons for opposition.

Nursing Process: Planning

Client Need: Safe, Effective Care Environment

20. Which of the following statements is incorrect? A situational leader:
1. flexes task and relationship behaviors.

2. does not considers the staff members’ abilities.
3. knows the nature of the task to be done.
4. is sensitive to the context or environment in which the task takes place.
Answer: 2

Rationale: The situational leader (a) flexes task and relationship behaviors, (b) considers the staff members’ abilities, (c) knows the nature of the task to be done, and (d) is sensitive to the context or environment in which the task takes place. The task-orientation focuses the leader on activities that encourage group productivity to get the work done. The relationship-orientation style is concerned with interpersonal relationships and focuses on activities that meet group members’ needs.
Nursing Process: Assessment

Client Need: Safe, Effective Care Environment
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