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SECTION 1
Concepts in Nursing Practice



Professional Nursing

1. Using the American Nurses Association’s definition of nursing, which activities are
within the domain of nursing (select all that apply)?
a. Implementing intake and output for a patient who is vomiting
b. Establishing and implementing a stress management program for
family caregivers of patients with Alzheimer’s disease
c. Explaining the risks associated with the planned surgical procedure
when a preoperative patient asks about risks
d. Developing and performing a study to compare the health status of
older patients who live alone with the status of older patients who live with
family members
e. Identifying the effect of an investigational drug on patients’
hemoglobin levels
f. Using a biofeedback machine to teach a patient with cancer how to
manage chronic pain
g. Preventing pneumonia in an immobile patient by implementing
frequent turning, coughing, and deep breathing
h. Determining and giving fluid replacement therapy needed for a
patient with serious burns
i. Testifying to legislative bodies about the effect of health policies on
culturally, socially, and economically diverse populations
2. A nurse who has worked on an orthopedic unit for several years is encouraged by the
nurse manager to become certified in orthopedic nursing. What will certification in
nursing require and/or provide (select all that apply)?
a. A certain amount of clinical experience
b. Successful completion of an examination
c. Membership in specialty nursing organizations
d. Professional recognition of expertise in a specialty area
e. An advanced practice role that requires graduate education
3. When guiding nurses in how to perform professionally, which describes a competent
level of nursing care based on the nursing process?
a. Standards of Professional Performance
b. Standards of Practice
c. Quality and Safety Education for Nurses



d. State Nurse Practice Act
4. What are the 6 competencies from Quality and Safety Education for Nurses (QSEN)
that are expected of new nursing graduates?

-0 an oD

5. Place the steps of the evidence-based practice (EBP) process in order (1 being the first
step; 6 being the last step).
Make recommendations for practice or generate data
Ask a clinical question
Critically analyze the evidence
Find and collect the evidence
Evaluate the outcomes in the clinical setting
Use evidence, clinical expertise, and patient preferences to determine
care
6. The following is an example of an evidence-based practice (EBP) clinical question. “In
adult seizure patients, is restraint or medication more effective in protecting them
from injury during a seizure?” Which word(s) in the question identify(ies) the C part
of the PICOT format?
a. Restraint
b. Or medication
c. During a seizure
d. Adult seizure patients
e. Protecting them from injury
7. Two nurses are establishing a smoking cessation program to assist patients with
chronic lung disease to stop smoking. To offer the most effective program with the best
outcomes, the nurses should initially
a. search for an article that describes nursing interventions that are effective
for smoking cessation.
b. develop a clinical question that will allow patients to compare different
cessation methods during the program.
c. keep comprehensive records that detail each patient’s progress and
ultimate outcomes from participation in the program.
d. use evidence-based clinical practice guidelines developed from
randomized controlled trials of smoking cessation methods.
8. Which standardized nursing terminologies specifically relate to the steps of the
nursing process (select all that apply)?
a. Omaha System
b. Nursing Minimum Data Set (NMDS)
c. PeriOperative Nursing Data Set (PNDS)



d. Nursing Outcomes Classification (NOC)

e. Nursing Interventions Classification (NIC)

f. NANDA International Nursing Diagnoses

9. The nurse working in a health care facility where uniform electronic health records are
used explains to the patient that the primary purpose of such a record is to

a. reduce the cost of health care by eliminating paper records.

b. keep the patient’s medical information more private than handwritten
records.

c. provide a single place for health care members to review, update,
document, and order patient care.

d. provide a single record, making the patient’s medical information
accessible to any care givers in any health system.

10. Match the phases of the nursing process with the descriptions (phases may be used
more than once).

a.Analysis of data

b.Priority setting

c.Nursing interventions

d.Data collection

_______ eldentifying patient strengths

______ f.Measuring patient achievement of goals
g.Setting goals

h.Identifying health problems
i.Modifying the plan of care
j.Documenting care provided

1. Assessment

2. Diagnosis

3. Planning

4. Implementation
5. Evaluation

11. During the diagnosis phase of the nursing process, both nursing diagnoses and
collaborative problems are identified. Which statements are collaborative problems
(select all that apply)?

a. Fatigue, etiology: sleep deprivation

b. Infection, etiology: immunosuppression

c. Excess fluid volume, etiology: high sodium intake

d. Constipation, etiology: irregular defecation habits

e. Hypoxia, etiology: chronic obstructive pulmonary disease

f. Risk for cardiac dysrhythmias, etiology: potassium deficiency

12. For the nursing diagnoses and patient outcomes listed below, identify a specific
nursing intervention to help the patient reach the outcome.

a. Nursing diagnosis: impaired tissue integrity, etiology: immobility.
Patient outcome: patient will have skin integrity free of pressure injuries.
b. Nursing diagnosis: constipation, etiology: inadequate fluid and fiber
intake.
Patient outcome: patient will have daily soft bowel movements in 1 week.

13. A patient with a seizure disorder is admitted to the hospital after a sustained seizure.
When she tells the nurse that she has not taken her medication regularly, the nurse
makes a nursing diagnosis of Lack of knowledge, etiology: lack of knowledge regarding
medication regimen and identifies the Nursing Outcomes Classification (NOC) outcome
of Compliance behavior: prescribed medications, with the indicator Takes medication at



intervals prescribed, at a target rate of 3 (sometimes demonstrated). When the nurse tries to
teach the patient about the medication regimen, the patient tells the nurse that she
knows about the medication but does not always have the money to refill the
prescription. Where was the mistake made in the nursing process with this patient?
a. Planning
b. Diagnosis
c. Evaluation
d. Assessment
e. Implementation
14. Identify the 5 rights of delegating nursing care (select all that apply).
a. Right time
b. Right task
c. Right patient
d. Right person
e. Right dosage
f. Right circumstance
g. Right supervision and evaluation
h. Right directions and communication
15. Delegation is a process used by the RN to provide safe and effective care in an efficient
manner. Which nursing interventions should not be delegated to unlicensed assistive
personnel (UAP) but should be performed by the RN (select all that apply)?
a. Administering patient medications
b. Ambulating stable patients
c. Performing patient assessment
d. Evaluating the effectiveness of patient care
e. Feeding patients at mealtime
f. Performing sterile procedures
g. Providing patient teaching
h. Obtaining vital signs on a stable patient
i. Helping with patient bathing
16. Match the following care planning tools to the description statement(s). There may be
more than 1 tool per statement, and the tools will be used more than once.

Tools Description Statements
1. Nursing Care Plan A plan that directs an entire health care team
2. Concept Maps Used as guides for routine nursing care
3. Clinical Pathway Used in nursing education to teach the nursing process and care planning

A description of patient care needed at specific times during treatment

Should be personalized and specific to each patient

A visual diagram representing relationships among patient problems, interventions, and data

Used for high-volume or high-risk and predictable case ty pes

17. Which nursing actions are in response to the National Patient Safety Goals (select all
that apply)?
a. Use restraints to prevent patient falls.
b. Administer all medications ordered by physicians.



c. Wash hands before and after every patient contact.
d. Conduct a “time-out” when too tired to provide care.
e. Quickly communicate test results to the right staff person.
f. Evaluate the initial existence of pressure ulcers before patient dismissal.
18. Which quality-of-care measures influence the payment for healthcare services by
third-party payers (select all that apply)?
a. Clinical outcomes
b. Patient satisfaction
c. Use of evidence-based practice
d. Adoption of information technology
e. Occurrence of a serious reportable event
19. The Affordable Care Act (ACA) encourages groups of doctors, hospitals, and other
health care providers to unite to coordinate care for Medicare patients. What are these
groups called?
a. National Quality Forum (NQF)
b. Preferred Provider Organization (PPO)
c. Accountable Care Organization (ACO)
d. Health Maintenance Organization (HMO)



Health Equity and Culturally
Competent Care

1. A 62-year-old black man has been diagnosed with lung cancer and has been scheduled
for surgery. The nurse recognizes what as the most likely major determinant of this
patient’s health?

a. He is a black man.

b. He chose to smoke all his adult life.

c. His father died of lung cancer at about the same age.

d. His lack of experience limits his ability to understand and act on health
information.

2. A 73-year-old white woman is brought to the emergency department by a neighbor
who found the woman experiencing severe abdominal and lower back pain for 2 days
associated with nausea and vomiting for the last 24 hours. She has always refused
medical care of any kind and lives by herself “up the mountain” off a dirt road in rural
West Virginia. She gave birth to 2 children with the help of a midwife. Both of her
children left for the West Coast years ago and she rarely sees them. She was not
married to the father of her children, and she has not seen him in years. She has barely
made a living by sewing for a doll company and receives a small amount of public
assistance. As ill as she is, she is insisting that she will return home after she sees the
doctor. List at least 4 factors in this situation that contribute to health disparities.

a.
b.
C.
d.
3. Limited health literacy may be associated with which individual conditions that lead
to health disparities (select all that apply)?

a. Age
b. Place
c. Gender
d. Race/ethnicity
e. Language barrier
f. Income/education

4. Cultural safety describes care that prevents cultural imposition. The nurse must be



aware of and include the knowledge of which factors in providing safe cultural care
for the patient (select all that apply)?
a. Values
b. Culture
c. Ethnicity
d. Stereotyping
e. Acculturation
f. Ethnocentrism
5. What are 4 basic characteristics of culture?
a. Ever present, shared by all members, expected by all members, adapted to
individuals
b. Dynamic, shared values, provides a baseline for judging other cultures,
learned from parents
c. Ever present, not always shared by all members, not accepted by the group,
learned at school
d. Dynamic, not always shared by all members, adapted to specific
conditions, learned by communication and imitation
6. Identify the specific component of acquiring cultural competence that is reflected in
creating a safe environment for collection of relevant cultural data during the health
history and physical examination.
a. Cultural skill
b. Cultural encounter
c. Cultural awareness
d. Cultural knowledge
7. Identify 1 example of how each of the following cultural factors may affect the nursing
care of a patient of a different culture and 1 example of the functioning of a health care
team made up of individuals from different cultures.

Cultural Factor Effect on Nursing Care Health Care Team

Time orientation

Economic factors

Nutrition

Personal space

Beliefs and practices

8. When admitting a woman experiencing a spontaneous abortion at the ambulatory care
center, the nurse notes that the admission form identifies the patient’s religion as
Islam. What should the nurse understand about this patient?

a. She should not receive any pork-derived products.

b. She does not believe in using contraception or abortion.

c. She probably will not have purchased any health insurance.

d. She will not be able to receive blood or blood products if an emergency



develops.

9. A hospitalized Native American patient tells the nurse that later in the day a medicine
man from his tribe is coming to perform a healing ceremony to return his world to
balance. What should the nurse recognize about this situation?

a. Traditional rituals may meet the patient’s spiritual needs.
b. The patient does not adhere to an organized, formal religion.
c. The patient may be putting his health in jeopardy by relying on rituals.
d. Native American medicine cannot alter the progression of the patient’s
physical illness.
10. In a Hispanic patient who claims to have empacho, what assessment findings would
the nurse expect?
a. Abdominal pain and cramping
b. Anxiety, insomnia, anorexia, and social isolation
c. Nightmares, weakness, and a sense of suffocation
d. Headaches, stomach problems, and loss of consciousness
11. When the nurse takes a surgical consent form to an Asian woman for a signature after
the surgeon has provided the information about the recommended surgery, the
patient refuses to sign the consent form. What is the best response by the nurse?
a. “Didn’t you understand what the doctor told you about the surgery?”
b. “Are there others with whom you want to talk before making this
decision?”
c. “Why won’t you sign this form? Do you want to do what the doctor
recommended?”
d. “I'll have to call the surgeon and have your surgery cancelled until you can
make a decision.”
12. A male nurse would be providing culturally competent care by requesting that a
female nurse provide care for which patient?
a. Arab male
b. Latino male
c. Arab female
d. Black female
13. Identify the drug class that has a different response in blacks when compared with the
usual response of European Americans (select all that apply).
a. Analgesics
b. Anticoagulants
c. Benzodiazepines
d. Antihypertensive agents
14. Several cultural groups avoid direct eye contact and consider it disrespectful or
aggressive. Which cultural group(s) may not return a direct gaze (select all that apply)?
a. Arab
b. Asian
c. Blacks
d. Hispanic



e. Native American
15. To communicate with a patient who does not speak the dominant language, the nurse
should (select all that apply)
a. pantomime words while verbalizing the specific words.
b. speak slowly and enunciate clearly in a slightly louder voice.
c. use family members rather than strangers as interpreters to increase the
patient’s feeling of comfort.
d. use a website or phrase books that translate from both the nurse’s
language and the patient’s language.
e. avoid the use of any words known in the patient’s language because the
grammar and pronunciation may be incorrect.
16. Identify measures that the nurse should use to reduce health care disparities (select all
that apply).
a. Use cultural competency guidelines.
b. Use a family member as the interpreter.
c. Use standardized, evidence-based care guidelines.
d. Complete the health history as rapidly as possible.
e. Consider racial and cultural differences in planning care.



Health History and Physical
Examination

1. During the day, while being admitted to the nursing unit from the emergency
department, a patient tells the nurse that she is short of breath and has pain in her
chest when she breathes. Her respiratory rate is 28 bpm, and she is coughing up
yellow sputum. Her skin is hot and moist, and her temperature is 102.2° F (39° C). The
laboratory results show white blood cell count elevation and the sputum result is
pending. The patient says that coughing makes her head hurt and that she aches all
over. Identify the subjective and objective assessment findings for this patient.

Subjective Objective

2. Priority Decision: For the patient described in Question 1, the data will lead the night
shift nurse to complete a focused nursing assessment of which body part(s)?
a. Abdomen
b. Arms and legs
c. Head and neck
d. Anterior and posterior chest
3. Give an example of a sensitive way to ask a patient each of the following questions.
a. Is the patient on antihypertensive medication having a side effect of
impotence?
b. Has the patient with a history of alcoholism had recent alcohol intake?
c. Who are the sexual contacts of a patient with gonorrhea?
d. Does the patient skip taking medications because they cost too much?
4. Priority Decision: The nurse prepares to interview a patient for a nursing history but
finds the patient in obvious pain. Which action by the nurse is the best at this time?
a. Delay the interview until the patient is free of pain.
b. Administer pain medication before initiating the interview.
c. Gather as much information as quickly as possible by using closed-ended
questions that require brief answers.
d. Ask only those questions pertinent to the specific problem and complete
the interview when the patient is more comfortable.
5. Priority Decision: While the nurse is obtaining a health history, the patient tells the



nurse, “I am so tired, I can hardly function.” What is the nurse’s best action at this
time?
a. Stop the interview and leave the patient alone to be able to rest.
b. Arrange another time with the patient to complete the interview.
c. Question the patient further about the characteristics of the symptoms.
d. Reassure the patient that the symptoms will improve when treatment has
had time to be effective.

6. Rewrite each of the following questions asked by the nurse so that it is an open-ended
question designed to gather information about the patient’s functional health patterns.

a. Are you having any pain?

b. Do you have a good relationship with your spouse?
c. How long have you been ill?

d. Do you exercise regularly?

7. A patient has come to the health clinic and reports having diarrhea for 3 days. He says
the stools occur 5 or 6 times per day and are very watery. Every time he eats or drinks
something, he has an urgent diarrhea stool. He denies being out of the country but did
attend a large family reunion held at a campground in the mountains about a week
ago. Identify the areas of symptom investigation using PQRST that still must be
addressed to provide additional important information (select all that apply).

a. Timing

b. Quality

c. Severity

d. Palliative

e. Radiation

f. Precipitating factors

8. The following data are obtained from a patient during a nursing history. Organize
these data according to Gordon’s functional health patterns. Patterns may be used
more than once, and some data may apply to more than 1 pattern.

_____ _a[78-year-old woman 1. Demographic data
______bMarried, 3 grown children who all live out of town 2. Important health information
______c.Cares for invalid husband in home with help of daily homemaker 3. Health-perception/health-
_____ d.Vision corrected with glasses; hearing normal management pattern
_____ eHeight 5 ft, 8 in; weight 170 Ib 4. Nutrition-metabolic pattern
_____f.Considers herself a stress eater; eats when stressed 5. Hlimination pattern
______g5-year history of adult-onset asthma; smokes 2 or 3 cigarettes a day 6. Activity-exercise pattern
______h.Coughing, wheezing, with stated shortness of breath 7. Sleep-rest pattern
_ __i.Moderate light-yellow sputum 8. Cognitive-perceptual pattern
______j.Saysshenow has no energy to care for husband 9. Self-perception/self-concept pattern
____kAwakens 3 or 4 times per night and has to usea bronchodilator inhaler 10. Role-relationship pattern
______lUses alaxative twice a week for bowel function; no urinary problems 11. Sexuality-reproductive pattern
______ m.Feels her health is good for her age 12. Coping-stress tolerance pattern
______n.Allergic to codeine and aspirin 13. Value-belief pattern

_______o.Has esophageal reflux and eats bland foods

p-Can usually handle thestress of caring for her husband but if she becomes overwhelmed,

asthma worsens
______q.Hasbeen menopausal for 26 years; no sexual activity

____r.Takes medications for asthma, hypertension, and hypothyroidism and uses diazepam

(Valium) PRN for anxiety
______s.Goes out to lunch with friends weekly
__t.Says she misses going to church with her husband but watches religious services with him
onTV




9. What is an example of a pertinent negative finding during a physical examination?
a. Chest pain that does not radiate to the arm
b. Elevated blood pressure in a patient with hypertension
c. Pupils that are equal and react to light and accommodation
d. Clear and full lung sounds in a patient with chronic bronchitis
10. Match the following data with the assessment technique used to obtain the

information.
a.Normal blood flow through arteries 1. Inspection
b. Abnormal blood flow in carotid artery 2. Palpation
c. Tympany of the abdomen 3. Percussion
d. Pitting edema 4. Auscultation

e. Cyanosis of the lips
f. Hyperactive peristalsis
g. Bruising of the lateral left thigh
h. Cool, clammy skin

11. What is the correct sequence of examination techniques that should be used when
assessing the patient’s abdomen?
a. Inspection, palpation, auscultation, percussion
b. Palpation, percussion, auscultation, inspection
c. Auscultation, inspection, percussion, palpation
d. Inspection, auscultation, percussion, palpation
12. When performing a physical examination, what approach is most important for the
nurse to use?
a. A head-to-toe approach to avoid missing an important area
b. The same systematic, efficient sequence for all examinations
c. A sequence that is least revealing and embarrassing for the patient
d. An approach that allows time to collect the nursing history data while
performing the examination
13. The nurse is performing a physical examination on a 90-year-old male patient who has
been bedridden for the past year. Which adaptations for performing the examination
would be appropriate for the patient (select all that apply)?
a. Make sure that a family member is with him.
b. Handle the skin with care because of potential fragility.
c. Keep the patient warm and comfortable during the assessment.
d. Allow the patient to watch TV to distract him from any painful
assessments.
e. Place the patient in a position of comfort and avoid unnecessary changes in
position.
14. In what patient situations would a comprehensive assessment be performed (select all
that apply)?
a. Reports of chest pain
b. On initial admission to the telemetry unit
c. On initial evaluation by the home health nurse
d. Found lying on the floor, unresponsive, with moist skin
e. On arrival in the surgery holding area of the operating room



15. Which assessment tools can be used to assess the cardiac system (select all that apply)?
a. Watch
b. Stethoscope
c. Reflex hammer
d. Ophthalmoscope
e. Blood pressure cuff
16. What is the term used for assessment data that the patient tells you about?
a. Focused
b. Objective
c. Subjective
d. Comprehensive
17. On the first encounter with the patient, the nurse will complete a general survey.
Which features are included (select all that apply)?
a. Mental state and behavior
b. Lung sounds and bowel tones
c. Body temperature and pulses
d. Speech and body movements
e. Body features and obvious physical signs
f. Abnormal heart murmur and limited mobility



Patient and Caregiver Teaching

1. In each of the nursing situations described subsequently, identify the general goal of the
patient and caregiver teaching.

Nursing Situation Goal

Teaching a new mother about the recommended infant immunization
schedule

Discussing recommended lifestyle changes with a patient who has a
newly diagnosed heart disease

Counseling a patient with a breast biopsy that is positive for cancer

Demonstrating the proper condom application to sexually active
teenagers

2. What is meant by this statement: “Every interaction with a patient or caregiver is
potentially a teachable moment”?
3. Which statements characterize the teaching-learning process (select all that apply)?
a. Learning can occur without teaching.
b. Teaching may make learning more efficient.
c. Teaching must be well planned to be effective.
d. Learning has not occurred when there is no change in behavior.
e. Teaching uses a variety of methods to influence knowledge and behavior.
4. From the list of principles of subsequent adult learning, identify which one(s) is (are)
used in the following examples of patient teaching. Principles may be used more than
once, and more than 1 principle may be used for each example of patient teaching.



Examples of Patient Teaching

Principles

. a.The nurse explains why it is important for a patient who has Parkinson disease to walk with wide placement of the
feet.
b.The nurse asks a patient what is most important to her to learn about managing a new colostomy.
_______cThenurseteaches a patient how to reduce the risks for stroke after the patient has had a transient ischemic attack.
______ d.Thenurse provides a variety of printed materials and Internet resources for a patient who has impaired kidney
function to use to learn about the disorder.
____eWhen caring for a patient with newly diagnosed asthma, the nurse explains that asthma is a disorder the patient

can control and allows the patient to decide when teaching should be done and who else should be included.

1. Learner’s need
to know
2. Learner’s
readiness to
learn
3. Learner’s prior
experiences
4. Learner’s
motivation to
learn
5. Learner’s
orientation to
learning
6. Learner’s self-
concept

_____ f.The patient diagnosed with diabetes requests to try performing self-monitoring of blood glucose and insulin
administration while being taught by the nurse.

g.During preoperative teaching of a patient scheduled for a total hip replacement, the nurse compares the postoperative

care with that of the patient’s prior back surgery.

5. A patient with diabetes tells the nurse that he cannot see any reason to change his
eating habits because he is not overweight. What action does the nurse determine as
the most appropriate for a patient at this stage of the Transtheoretical Model of Health

Behavior Change?
a. Help the patient set priorities for managing his diabetes.

b. Arrange for the dietitian to describe what dietary changes are needed.
c. Explain that dietary changes can help prevent long-term complications of

diabetes.

d. Emphasize that he must change behaviors if he is going to control his

blood glucose levels.

6. Revise the following medical terms into phrases that a patient with limited health

literacy would be able to understand.
a. Acute myocardial infarction
b. Intravenous pyelogram
c. Diabetic retinopathy

7. Which action by a nurse demonstrates an empathetic approach to patient teaching?
a. Assesses the patient’s needs before developing the teaching plan
b. Provides positive nonverbal messages that promote communication
c. Reads and reviews educational materials before distributing them to

patients and families

d. Overcomes personal frustration when patients are discharged before

teaching is complete

8. Describe 1 strategy that could be used to overcome these common barriers to teaching

patients and caregivers.

Barrier

Strategy

Lack of time

Your feeling as a teacher

Nurse-patient differences




9. The nurse assesses a 48-year-old male patient and his family for learning needs related
to the myocardial infarction the patient experienced 2 days ago. While doing an
assessment, the nurse finds out that the patient’s father died at age 52 years from a

myocardial infarction. Which assessment area will influence the teaching plan for this
patient and family?

a. Learner characteristics
b. Physical characteristics
c. Psychologic characteristics
d. Sociocultural characteristics
10. Which strategy should the nurse use to promote a patient’s self-efficacy during the
teaching-learning process?
a. Emphasize the relevancy of the teaching to the patient’s life.
b. Begin with concepts and tasks that are easily learned to promote success.
c. Provide stimulating learning activities that encourage motivation to learn.
d. Encourage the patient to learn independently without instruction from

others.
11. Identify the teaching interventions that are indicated for the following patient
characteristics:
Patient Characteristic Teaching Intervention

Impaired hearing

Patient sees no need for a change in health behaviors

Drowsiness caused by use of sedatives

Presence of pain

Uncertain reading ability

Visual learning style

Primary language is not English

12. A 68-year-old female patient admitted with a stroke 3 days ago has weakness on her
right side. She states, “I will never be able to take care of myself. I don’t want to go to
therapy this afternoon.” After listening to her, which statement would be included as
part of a motivational interview?

a. “Why not?”

b. “If you go to therapy, I'll give you a back rub when you get back.”

c. “T know you are tired but look how much easier walking was today than it
was last week.”

d. “Well, with that attitude, you will have trouble. The doctor ordered
therapy because he thought it would help.”

13. Write a learning goal for the patient taking potassium-wasting diuretics who does not
know what foods are high in potassium.

14. Which teaching strategies should be used when it is difficult to reach the desired goals
of the session (select all that apply)?



a. DVD

b. Role play

c. Discussion

d. Printed material

e. Lecture-discussion

f. Web-based programs

15. When selecting audiovisual and written materials as teaching strategies, what is
important for the nurse to do?

a. Provide the patient with these materials before the planned learning
experience.

b. Ensure that the materials include all the information the patient will need
to learn.

c. Review the materials before use for accuracy and appropriateness to
learning needs and goals.

d. Assess the patient’s auditory and visual ability because these functions are
necessary for these strategies to be effective.

16. A patient with a breast biopsy positive for cancer tells the nurse that she has been
using information from the Internet to try to make a decision about her treatment
choices. In counseling the patient, the nurse knows that (select all that apply)

a. the patient should be taught how to identify reliable and accurate
information available online.

b. all sites used by the patient should be evaluated by the nurse for accuracy
and appropriateness of the information.

c. most information from the Internet is incomplete and inaccurate and
should not be used to make important decisions about treatment.

d. the Internet is an excellent source of health information, and online
education programs can provide patients with better instruction than is
available at clinics.

e. the patient should be encouraged to use sites established by universities,
the government, or reputable health organizations, such as the American
Cancer Society, to access reliable information.

17. Identify what short-term evaluation technique is appropriate to assess whether the
patient has met the following learning goals.

Evaluati
Learning Goal valuation

Technique

The patient will demonstrate to the nurse the preparation and
administration of a subcutaneous insulin injection to himself with
correct technique before discharge.

Before discharge, the patient will identify 5 serious side effects of
Coumadin that should be reported to the health care provider.

The patient’s spouse will select the foods highest in potassium for




each meal from the hospital menu with 80% accuracy.

The patient will verbalize “no shortness of breath” when
ambulating unassisted with the walker each of 3 times a day.

The patient’s caregiver will state that he or she is ready to change
the patient’s dressing today.

18. What is the best example of documentation of patient teaching about wound care?
a. “The patient was instructed about care of wound and dressing changes.”
b. “The patient demonstrated correct technique of wound care following
instruction.”
c. “The patient and caregiver verbalize that they understand the purposes of
wound care.”
d. “Written instructions regarding wound care and dressing changes were
given to the patient.”
19. Which teaching strategies should the nurse plan to use for a patient from the Baby
Boomer generation (select all that apply)?
a. Podcast
b. Role playing
c. Group teaching
d. Lecture-discussion
e. A game or game system
f. Patient education TV channels
20. An 88-year-old male patient with dementia and a fractured hip is admitted to the
clinical unit accompanied by his daughter who is his caregiver. The daughter looks
tired and disheveled. About 6 months ago she moved in with her father to keep him
safe when he started wandering away from his home. She has no money because of
her inability to work. She has inadequate information and is concerned about what
will happen to her father after this hospitalization. Her brother calls on the phone to
tell her what to do but does not come to visit or help out. There is conflict in the
family related to decisions about caregiving. She has no respite from caregiving
responsibilities and is socially isolated with loss of friends from an inability to have
time for herself. What are the best coping strategies to teach this patient’s daughter
(select all that apply)?
a. Keep a journal.
b. Get regular exercise.
c. Join a support group.
d. Go on a weight-loss diet.
e. Use humor to relieve stress.
f. Take time to read more books.



Chronic Illness and Older Adults

1. A 78-year-old female patient is admitted with nausea, vomiting, anorexia, diarrhea,
and dehydration. She has a history of diabetes and 2 years ago had a stroke with
residual right-sided weakness. Identify which characteristics of chronic illness the
nurse will probably find in this patient (select all that apply).

a. Self-limiting

b. Residual disability

c. Permanent impairments

d. Infrequent complications

e. Need for long-term management
f. Nonreversible pathologic changes

2. Seven tasks required for daily living with chronic illness have been identified. From
Table 5.4, select at least 1 of these tasks that would specifically apply to the following
common chronic conditions in older adults.

Chronic Condition Task

Diabetes

Visual impairment

Heart disease

Hearing impairment

Alzheimer disease

Arthritis

Orthopedic impairment

3. Consider the differences between primary and secondary prevention. Fill in the blanks.
a. Actions aimed at early detection of disease and interventions to prevent
progression of disease are considered prevention.
b. Following a proper diet, getting appropriate exercise, and receiving
immunizations against specific diseases are considered
prevention.
4. What is the leading cause of death in the United States?
a. Cancer
b. Diabetes



c. Coronary artery disease
d. Cerebrovascular accident
e. Chronic obstructive pulmonary disease
5. According to the Corbin and Strauss chronic illness trajectory, which statement
describes a patient with an unstable condition?
a. Life-threatening situation
b. Increasing disability and symptoms
c. Gradual return to acceptable way of life
d. Loss of control over symptoms and disease course
6. Which statement(s) about older people are only myths and illustrate the concept of
ageism (select all that apply)?
a. You can’t teach an old dog new tricks.
b. Old people are not sexually active.
c. Most old people live independently.
d. Most older adults can no longer learn new information.
e. Most older people lose interest in life and wish they would die.
7. For each of the nursing diagnoses listed, identify at least 2 normal expected
physiologic changes related to aging that could be etiologic factors of the diagnosis.
Changes related to aging are found in the chapters identified in Table 5.5.
a. Impaired nutritional status (see Table 38.5)
Change:
Change:
b. Activity intolerance (see Table 61.1)
Change:
Change:
c. Risk for injury (see Table 55.2; Table 20.1)
Change:
Change:
d. Impaired urinary system function (see Table 44.2)
Change:
Change:
e. Impaired airway clearance (see Table 25.2)
Change:
Change:
f. Risk for impaired tissue integrity (see Table 22.1)
Change:
Change:
g. Ineffective tissue perfusion (see Table 31.1)
Change:
Change:
h. Constipation (see Table 38.5)
Change:
Change:



8. The nurse identifies the presence of age-associated memory impairment in the older
adult who states
a. “I just can’t seem to remember the name of my granddaughter.”
b. “I make out lists to help me remember what I need to do, but I can’t seem
to use them.”
c. “I forgot that I went to the grocery store this morning and didn’t realize it
until I went again this afternoon.”
d. “I forget movie stars’ names more often now, but I can remember them
later after the conversation is over.”
9. Indicate what the acronym SCALES stands for in assessment of nutrition indicators in
frail older adults.
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10. When working with older patients who identify with a specific ethnic group, the nurse
recognizes that health care problems may occur in these patients because they
a. live with extended families who isolate the patient.
b. live in rural areas where services are not readily available.
c. eat ethnic foods that do not provide all the essential nutrients.
d. have less income to spend for medications and health care services.

11. An 83-year-old woman is being discharged from the hospital following stabilization of
her international normalized ratio (INR) levels (used to assess effectiveness of
warfarin therapy). She has chronic atrial fibrillation and has been on warfarin
(Coumadin) for several years. Discharge instructions include returning to the clinic
weekly for INR testing. Which patient statement indicates that she may be unable to
have the testing done?

a. “When I have the energy, I have taken the bus to get this test done.”

b. “I will need to ask my son to bring me into town every week for the test.”

c. “Should I just keep taking the same pill every day until I can get a ride to
town?”

d. “It is important to have this test every week. I have several church friends
who can bring me.”

12. The old-old population (85 years and older) has an increased risk for frailty. However,
old age is just one element of frailty. Identify at least 3 other assessment findings that
are considered criteria for frailty.

a.

b.




C.

13. An 80-year-old woman is brought to the emergency department by her daughter, who
says her mother has refused to eat for 6 days. The mother says she stays in her room
all the time because the family is mean to her when she eats or watches TV with them.
She says her daughter brings her only 1 meal a day, and that meal is cold leftovers
from the family’s meals days before.

a. What types of elder mistreatment may be present in this situation?

b. How would the nurse assess the situation to determine whether abuse is
present?
The daughter says her mother is too demanding and she just cannot cope
with caring for her mother 24 hours a day.

c. What may be an appropriate nursing diagnosis for the daughter?

d. What resources can the nurse suggest to the daughter?

14. What are 3 common factors known to precipitate placement in a long-term care

facility?
a.
b.
c.

15. An 88-year-old woman is brought to the health clinic for the first time by her 64-year-
old daughter. During the initial comprehensive nursing assessment of the patient,
what should the nurse do?

a. Ask the daughter whether the patient has any urgent needs or problems.

b. Interview the patient and daughter together so that pertinent information
can be confirmed.

c. Refer the patient for an interprofessional comprehensive geriatric
assessment because at her age she will have multiple needs.

d. Obtain a comprehensive health history using physical, psychologic,
functional, developmental, socioeconomic, and cultural assessments.

16. What is a mental status assessment of the older adult especially important in
determining?

a. Potential for independent living

b. Eligibility for federal health programs

c. Service and placement needs of the person

d. Whether the person should be classified as frail

17. What is the most important nursing measure in the rehabilitation of an older adult to

prevent loss of function from inactivity and immobility?
a. Using assistive devices, such as walkers and canes
b. Teaching good nutrition to prevent loss of muscle mass
c. Performance of active and passive range-of-motion (ROM) exercises
d. Performance of risk appraisals and assessments related to immobility
18. Since most older adults take at least 6 prescription drugs, what are 4 nursing

interventions that can specifically help prevent problems caused by multiple drug use
in older patients?



a.
b.
C.
d.
19. Which nursing actions would show the nurse’s understanding of the concept of
providing safe care without using restraints (select all that apply)?
a. Placing patients with fall risk in low beds
b. Asking simple yes-or-no questions to clarify patient needs
c. Making hourly rounds on patients to assess for pain and toileting needs
d. Placing a disruptive patient near the nurses’ station in a chair with a seat
belt
e. Applying a jacket vest loosely so that the patient can turn but cannot climb
out of bed
20. When teaching a 69-year-old patient about self-care, what will promote health (select
all that apply)?
a. Proper diet
b. Immunizations
c. Teaching chair yoga
d. Demonstrating balancing techniques
e. Participation in health promotion activities
21. The 58-year-old male patient will be transferred from the acute care clinical unit of the
hospital to another care area. The patient needs complicated dressing changes for
several months. To which practice setting(s) could the patient be transitioned (select all
that apply)?
a. Acute rehabilitation
b. Long-term acute care
c. Intermediate care facility
d. Transitional subacute care
e. Programs for All-Inclusive Care for the Elderly (PACE)



SECTION 2
Problems Related to Comfort and
Coping



Stress Management

1. When a patient at the clinic is informed that testing indicates the
presence of gonorrhea, the patient sighs and says, “That, I can handle.”
What does the nurse understand about the patient in this situation?

a. The patient is in denial about the possible complications of

gonorrhea.

b. The patient does not perceive the gonorrhea infection as a

threatening stressor.

c. The patient does not have other current stressors that require

adaptation or coping mechanisms.

d. The patient knows how to cope with gonorrhea from dealing with

previous gonorrhea infections.
2. The student nurse is depressed. He is trying to study for an important
examination but cannot focus. Yesterday he received news that his mother
was diagnosed with metastatic breast cancer. What effect could the stress
on the student’s mind and spirit most likely have on the student’s body?

a. The student’s stress will cause failure of the examination.

b. The student’s stress will contribute to physical illness.

c. The student’s worry will affect his driving to see his mother.

d. The student’s emotional stress will cause bad feelings about the

examination.
3. Identify 4 key personal characteristics that promote adaptation to
stressors.

a.

b.

C.

d.
4. Using the subsequent words and phrases list, fill in the subsequent
boxes with the numbers of the words or phrases that illustrate the
physiologic responses to stress.
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Word and Phrase List

1. Interpretation of event

2. 1 ADH (antidiuretic hormone)
3. Cortisol

4. 1 Blood volume

5. 1 HR and stroke volume

6. 1 Water retention

7. Wakefulness and alertness

8. 1 Sympathetic response

9. B-Endorphin

10. Self-preservation behaviors
11. t Cardiac output

12. Corticotropin-releasing hormone
13. Aldosterone
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14. ACTH (adrenocorticotropic hormone)
15. Blunted pain perception

16. 1 Gluconeogenesis

17. 1 Epinephrine and norepinephrine

18. | Digestion

19. 1t Proopiomelanocortin (POMC)

20. 1 Systolic blood pressure

21. | Inflammatory response

22. Glycogenolysis

23. 1 Blood to vital organs and large muscles
24. 1 Blood glucose

25. 1 Na and H,O reabsorption

5. Using the diagram in Question 4 and the physiologic responses that are
noted, identify 8 objective clinical or laboratory manifestations and 4
subjective findings that the nurse may expect.

Objective Manifestations Subjective Findings
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6. While caring for a female patient with Alzheimer’s disease and her
caregiver husband, the nurse finds that the patient’s husband is
experiencing increased asthma problems. What is a possible explanation
for this finding?
a. Progressive worsening of asthma occurs in people as they age.
b. Chronic and intense stress can cause exacerbation of immune-based
diseases.
c. The husband is probably smoking more to help him cope with
needing to care continually for his wife.
d. The husband inadequately copes with his wife’s condition by
unconsciously forgetting to take his medications.
7. Identify the behaviors listed later as either positive coping (P) or
negative coping (N) strategies.
a. Smoking cigarettes
b. Ignoring a situation



c. Joining a support group
d. Starting an exercise program
e. Increasing time spent with friends
8. A patient has recently had a myocardial infarction. What emotion-
focused coping strategies should the nurse encourage him to use to adapt
to the physical and emotional stress of his illness (select all that apply)?
a. Use meditation.
b. Plan dietary changes.
c. Start an exercise program.
d. Do favorite escape activities (e.g., playing cards).
e. Share feelings with spouse or other family members.
9. Patient-Centered Care: While teaching relaxation therapy to a patient
with fibromyalgia, what does the nurse recognize as being most important
to incorporate?
a. Exercise
b. Relaxation breathing
c. Soft background music
d. Progressive muscle relaxation
10. Priority Decision: After receiving the assigned patients for the day,
the nurse determines that stress-relieving interventions are a priority for
which patient?
a. The man with peptic ulcer disease
b. The newly admitted woman with cholecystitis
c. The man with a bacterial exacerbation of chronic bronchitis
d. The woman who is 1 day postoperative for knee replacement
11. A 32-year-old man is admitted to the hospital with an acute
exacerbation of Crohn disease. Coping strategies that may be suggested
by the nurse during his hospitalization include (select all that apply)
a. Humor
b. Exercise
c. Journaling
d. A cleansing diet
e. Relaxation therapy

Case Study



Stress

Patient Profile

M.J., a 26-year-old single female, is admitted to the hospital with right lower
quadrant pain rated as 8 on a scale of 0 to 10; 10 to 12 watery, blood-streaked
stools in the past 24 hours; and a low-grade fever. She has a 7-year history of
inflammatory bowel disease.

(©azndc/iStock/Thinkstock)
Subjective Data
Patient relates the following:

* She has been hospitalized 4 times in the past year.

« She is not currently working because of the illness and has no income.
* She has no health insurance.

* Her boyfriend has lived with her for 2 years.

* She does not want her boyfriend to visit because she thinks he has
enough problems of his own.

* She has been in bed for the past week because of pain, weakness,
nausea, and malaise and has been crying and is depressed.

Objective Data

* Height: 5 ft, 6 in (168 cm)
» Weight: 104 1b (47.3 kg)



* Hemoglobin: 10.5 g/dL (105 g/L)
* Hematocrit: 30%
* Temp: 100° F (37.8° C)

Discussion Questions
Using a separate sheet of paper, answer the following questions:

1. What physiologic and psychologic stressors can be identified or
anticipated in M.J.’s situation? Describe the possible effects of these
stressors on the course of her illness.

2. What factors identified in the nursing assessment could affect M.J.’s
current adaptation to stress?

3. What physiologic changes would be expected in M.J. as she begins to
respond to prescribed treatment?

4. Patient-Centered Care: Describe an approach that the nurse could use
to assess M.J.’s perception of her situation. Include several specific
questions to be asked by the nurse.

5. Priority Decision: What are the priority nursing interventions that can
be implemented for M.J. to enhance her adaptation to stress?

6. Priority Decision: Based on the assessment data provided, what are the
priority nursing diagnoses? Are there any collaborative problems?

7. Priority Decision: What is the priority nursing diagnosis for M.J. on
admission?



Sleep and Sleep Disorders

1. Which statement about sleep is accurate?
a. Lack of sleep causes medical and psychiatric disorders.
b. Adults generally need at least 5 hours of sleep every 24 hours.
¢. During sleep an individual is not consciously aware of his or her
environment.
d. Less than 10% of adults report at least 1 sleep problem, such as difficulty
falling asleep.
2. What are clinical manifestations of insomnia (select all that apply)?
a. Narcolepsy
b. Fragmented sleep
c. Long sleep latency
d. Morning headache
e. Daytime sleepiness
f. Difficulty concentrating
3. What is a typical parasomnia?
a. Cataplexy
b. Hypopnea
c. Sleep apnea
d. Sleep terrors
4. What regulates the cyclic changes between waking and sleep?
a. Fluctuating levels of melatonin
b. The environmental light-dark cycles
c. Suprachiasmatic nucleus in hypothalamus
d. A variety of neurotransmitters released from the nervous system
5. Match the descriptions to the stages of sleep. Some descriptions may have more than 1
stage, and some stages may be used more than once.



a.Brain waves resemble wakefulness 1.N1

______ b.Deepest sleep ; Eg
= __ c.Associated with specific electroencephalogram (EEG) waveforms 4.Rapideye n'mvement (REM)

_ d.Most vivid dreaming occurs

___e20%to 25% of sleep

f.Person easily awakened

g-Most of the night of sleep

h.Slow eye movements

i.Slowed heart rate, decreased body temperature

j-Decreased occurrence in older adults

6. List at least 3 behaviors or practices that can contribute to insomnia.
a.
b.
c.

7. A polysomnography (PSG) may be done on a patient with signs and symptoms of a
sleep disorder. What measures and observations does this study include (select all that
apply)?

a. Heart rate monitoring
b. Noninvasive oxygen saturation (SpO,)

c. Surface body temperature fluctuations
d. Blood pressure monitoring (noninvasive)
e. Airflow measured at the nose and mouth
f. Muscle tone measured by electromyogram (EMG)
g. Respiratory effort around the chest and abdomen
h. Eye movements recorded by electrooculogram (EOG)
i. Brain activity recorded by EEG
j- Actigraph watch worn on the wrist to monitor motor activity
k. Gross body movements monitored via cameras and microphones
8. What is the best therapy to try first for insomnia?
a. Complementary therapies, such as melatonin
b. Over-the-counter medications, such as diphenhydramine
c. Benzodiazepine-receptor agents (e.g., zolpidem [Ambien])
d. Cognitive-behavioral therapies, such as relaxation therapy
9. The nurse knows that a patient taught sleep hygiene practices needs further instruction
when he says:
a. “Once I go to bed, I should get up if I am not asleep after 20 minutes.”
b. “It's okay to have my usual 2 glasses of wine in the evening before bed.”
c. “A couple of crackers with cheese and a glass of milk may help to relax
before bed.”
d. “I should go to the gym earlier in the day so that 'm done at least 6 hours
before bedtime.”
10. Patient-Centered Care: The patient is reporting insomnia and daytime fatigue. Which
beverage would be the best option for this patient with an afternoon snack?



a. Cola

b. Green tea

c. A&W root beer

d. Decaffeinated coffee

11. A nurse caring for a patient in the intensive care unit (ICU) implements strategies to

create an environment conducive to sleep. Which strategy would be most effective?
a. Turning off the lights in the room during the night
b. Having the television on at all times for background noise
c. Silencing the alarms on the bedside monitor and infusion pumps
d. Administering ordered analgesics around the clock, even if the patient
denies pain

12. Which medication is a nonamphetamine wake-promotion drug that may be used for
narcolepsy?

a. Fluoxetine (Prozac)

b. Modafinil (Provigil)

c. Amitriptyline (Elavil)
d. Suvorexant (Belsomra)

13. The nurse in a clinic is talking with a patient who will be traveling from the Midwest
time zone to Moscow to attend a 4-day conference. The patient asks the nurse how he
can minimize the effects of jet lag. What are at least 2 recommendations that the nurse
could give to the patient?

14. Place the events below in the order they occur in the patient with obstructive sleep
apnea (beginning with 1).

a. Apnea lasting 10 to 90 seconds

b. Brief arousal and airway opened

c. Generalized startle response, snorting, or gasping

d. Hypoxemia and hypercapnia

e. Narrowing of air passages with muscle relaxation during sleep

f. Risk factors: obesity, large neck circumference, craniofacial
abnormalities, acromegaly, smoking

g. Occurs 180 to 400 times during 6 to 8 hours of sleep

h. Tongue and soft palate obstruct pharynx

15. The health care provider (HCP) has ordered continuous positive airway pressure

(CPAP) for a patient with severe obstructive sleep apnea. How will CPAP help the
patient?

a. Prevent airway occlusion by bringing the tongue forward
b. Be easily tolerated by both the patient and patient’s bed partner
c. Provide enough positive pressure in the airway to prevent airway collapse
d. Deliver a high inspiratory pressure and a low expiratory pressure to
prevent airway collapse
16. While caring for a patient following an uvulopalatopharyngoplasty (UPPP), the nurse
monitors the patient for which complications in the immediate postoperative period?

a. Snoring and foul-smelling breath



b. Infection and electrolyte imbalance
c. Loss of voice and severe sore throat
d. Airway obstruction and hemorrhage
17. Patient-Centered Care: An older patient asks the nurse why she has so much trouble
sleeping. What is the most appropriate response by the nurse?
a. “Disturbed sleep is a normal result of aging.”
b. “Have you tried any over-the-counter medications to help you sleep?”
c. “Don’t worry. You don’t need as much sleep as you did when you were
younger.”
d. “Tell me more about the trouble you are having. There may be some things
we can do to help.”

18. Nurses who rotate shifts or work nights are at risk for developing shift work sleep
disorder characterized by insomnia, sleepiness, and fatigue. Identify at least 3
negative implications for the nurse.

19. What strategies could decrease the distress of rotating shifts for nurses (select all that

apply)?
a. Take a brief onsite nap.
b. Use sleep hygiene practices.
c. Sleep just before going to work.
d. Maintain consistent sleep/wake schedules even on days off (if possible).
e. Negotiate to control work schedule rather than having someone else
impose the schedule.
Case Study

Sleep Disturbance




Patient Profile

W.D.,, a 75-year-old man with Parkinson disease, was admitted to the hospital for surgical

repair of a fractured hip. He fell when he slipped on a bathroom rug. He has a history of

osteoarthritis, hypertension, heart failure, and type 2 diabetes.
(Rauluminate/iStock/Thinkstock)

Subjective Data

e States that his pain has increased over the past few hours

* Has a history of chronic insomnia and uses various over-the-counter sleep aids without
relief

¢ Usually drinks a few glasses of wine at night while watching TV in his bed

¢ Lives alone and is very anxious about who will take care of him after surgery

Interprofessional Care

* Surgery: total hip replacement this afternoon
* Physical therapy: visit presurgery to explain postoperative exercise routine

* Social worker: determine social support available postoperatively

Discussion Questions

Using a separate sheet of paper, answer the following questions:

1. What physiologic, psychologic, and lifestyle factors affected W.D.’s normal sleep?

2. What further assessments should the nurse complete?

3. What additional factors may now affect W.D.’s sleep?

4. When the HCP orders flurazepam 30 mg for sleep the night before surgery, how
should the nurse respond?

5. What complications can occur related to W.D.’s chronic difficulty sleeping and his
surgery?

6. Patient-Centered Care: Describe priority nursing interventions that can be
implemented for W.D. to enhance his sleep?

7. Priority Decision: Based on the assessment data and his upcoming total hip
replacement, what should the nurse expect for nursing diagnoses postoperatively?
Are there any collaborative problems?

8. Patient-Centered Care: What should be included in W.D.’s discharge teaching?



Pain

1. Pain has been defined as “whatever the person experiencing the pain says it is, existing
whenever the patient says it does.” This definition is problematic for the nurse when
caring for which type of patient?

a. A patient placed on a ventilator

b. A patient with a history of opioid addiction

c. A patient with decreased cognitive function

d. A patient with pain resulting from severe trauma

2. On the first postoperative day following a bowel resection, the patient reports
abdominal and incisional pain rated 9 on a scale of 0 to 10. Postoperative orders
include morphine (4 mg IV g4hr) for pain and may repeat morphine (4 mg IV) for
breakthrough pain. The nurse determines that it has been only 1% hours since the last
dose of morphine and wants to wait a little longer. What effect does the nurse’s action
have on the patient?

a. Protects the patient from addiction and toxic effects of the drug

b. Prevents hastening or causing a patient’s death from respiratory
dysfunction

c. Contributes to unnecessary suffering and physical and psychosocial
dysfunction

d. Shows the nurse understands the adage of “start low and go slow” in
giving analgesics

3. List and briefly describe the 5 dimensions of pain.

a.
b.
C.
d.
e.

4. Once generated, what may block the transmission of an action potential along a
peripheral nerve fiber to the dorsal root of the spinal cord?

a. Nothing can stop the action potential along an intact nerve until it reaches
the spinal cord.

b. The action potential must cross several synapses, points at which the
impulse may be blocked by drugs.

c. Transmission may be interrupted by drugs (e.g., local anesthetics) that act



on peripheral sodium channels.
d. The nerve fiber produces neurotransmitters that may activate nearby nerve
fibers to transmit pain impulses.

5. A patient comes to the clinic reporting a dull pain in the anterior and posterior neck.
On examination, the nurse notes that the patient has full range of motion (ROM) of the
neck and no throat redness or enlarged head or neck lymph nodes. What will be the
nurse’s next appropriate assessment indicated by these findings?

a. Palpating the liver

b. Auscultating bowel sounds

c. Inspecting the patient’s ears

d. Palpating for the presence of hip pain

6. While caring for an unconscious patient, the nurse discovers a stage 2 pressure injury
on the patient’s heel. During care of the ulcer, what is the nurse’s understanding of the
patient’s perception of pain?

a. The patient will have a behavioral response if pain is perceived.

b. The area should be treated as a painful lesion, using gentle cleansing and
dressing.

c. The area can be thoroughly scrubbed because the patient is not able to
perceive pain.

d. All nociceptive stimuli that are transmitted to the brain result in the
perception of pain.

7. Number in order the nociceptive processes that occur to communicate tissue damage
to the central nervous system (CNS). Number 1 is the first process and number 4 is the
last process.

a. Perception

b. Modulation
c. Transmission
d. Transduction

8. Match the following types of pain in the left column with a category of pain from the
upper right column and an example of the source of the pain from the lower right

column.
Types of Pain Categories of Pain
______ a. Pain from loss of afferent input 1. Nociceptive pain
_______b.Pain persisting from sympathetic nervous system (SNS) activity 2. Neuropathic pain
______ c. Pain caused by dysfunction in the CNS Sources of Pain
_____d.Pain arising from skin and subcutaneous tissue; well localized 3. Sunburn
______ e. Pain arising from muscles and bones; localized or diffuse and radiating 4. Pancreatitis
______ f. Pain felt along the distribution of peripheral nerve(s) from nerve damage 5. Osteoarthritis
______ g. Pain arising from visceral organs; well or poorly localized; referred cutaneously 6. Poststroke pain
7. Phantom limb pain
8. Trigeminal neuralgia
9. Postmastectomy pain

9. Patient-Centered Care: Amitriptyline is prescribed for a patient with chronic pain from
fibromyalgia. When the nurse explains that this drug is an antidepressant, the patient
states that she is in pain, not depressed. What is the nurse’s best response to the



patient?

a. Antidepressants will improve the patient’s attitude and prevent a negative
emotional response to the pain.

b. Chronic pain almost always leads to depression, and the use of this drug
will prevent depression from occurring.

c. Some antidepressant drugs relieve pain by releasing neurotransmitters that
prevent pain impulses from reaching the brain.

d. Certain antidepressant drugs are metabolized in the liver to substances that
numb the ends of nerve fibers, preventing the onset of pain.

10. A patient with trigeminal neuralgia has moderate to severe burning and shooting
pain. In helping the patient manage the pain, what does the nurse recognize about this
type of pain?

a. Includes treatment with adjuvant analgesics

b. Will be chronic and require long-term treatment

c. Responds to small to moderate round-the-clock doses of oral opioids

d. Can be well controlled with salicylates or nonsteroidal antiinflammatory
drugs (NSAIDs)

11. In the following scenario, identify the assessment finding that corresponds to the
elements of a pain assessment.

A 62-year-old male patient is admitted to the medical unit from the emergency
department. On arrival, he is trembling and nearly doubled over with severe,
cramping abdominal pain. He indicates that he has severe right upper
quadrant pain that radiates to his back and he is more comfortable walking
bent forward than lying in bed. He notes that he has had several similar
bouts of abdominal pain in the last month but “not as bad as this. This is the
worst pain I can imagine.” The other episodes lasted only about 2 hours.
Today he had an acute onset of pain and nausea after eating fish and chips at
a fast-food restaurant about 4 hours ago.

Element of Pain Assessment Assessment Finding
Onset

Duration and pattern of pain

Location

Intensity

Quality

Associated symptoms

Management strategies

12. List the 10 basic principles that should guide the treatment of all pain.
a.

b.



13.

14.

15.

16.

17.
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A patient with advanced colorectal cancer has continuous, poorly localized abdominal
pain at an intensity of 5 on a scale of 0 to 10. How does the nurse teach the patient to
use pain medications?

a. On an around-the-clock schedule

b. As often as necessary to keep the pain controlled

c. By alternating 2 different types of drugs to prevent tolerance

d. When the pain cannot be controlled with distraction or relaxation
A patient who has been taking ibuprofen and imipramine (Tofranil) for control of
cancer pain is having increased pain. What would nurse recommend to the health care
provider (HCP) as an appropriate change in the medication plan?

a. Add PO oxycodone to the other medications.

b. Substitute PO ketorolac, an NSAID, for imipramine.

c. Add transdermal fentanyl (Duragesic) to the use of the other medications.

d. Substitute PO hydrocodone with acetaminophen for the other medications.
A patient with chronic cancer-related pain has started using MS Contin for pain
control and has developed common side effects of the drug. The nurse reassures the
patient that tolerance will develop to most of these side effects but that continued
treatment will most likely be required for what?

a. Pruritus

b. Dizziness

c. Constipation

d. Nausea and vomiting
A postoperative 68-year-old opioid-naive patient is receiving morphine by patient-
controlled analgesia (PCA) for postoperative pain. What is the reason for not starting
the PCA analgesic with a basal dose of analgesic as well?

a. Opioid overdose

b. Nausea and itching

c. Lack of pain control

d. Adverse respiratory outcomes
Which measures or drugs may be effective in controlling pain in the physiologic pain
process stage of transduction (select all that apply)?

a. Distraction

b. Corticosteroids

c. Epidural opioids

d. Local anesthetics



e. Antiseizure medications
f. Nonsteroidal antiinflammatory drugs (NSAIDs)

18. A patient is receiving a continuous infusion of morphine via an epidural catheter after
major abdominal surgery. Which actions should the nurse include in the plan of care
(select all that apply)?

a. Label the catheter as an epidural access.

b. Assess the patient’s pain relief frequently.

c. Use sterile technique when caring for the catheter.

d. Monitor the patient’s level of consciousness (LOC).

e. Monitor patient vital signs (BP, heart rate, respirations).

f. Assess the motor and sensory function of the patient’s lower extremities.

19. A patient with multiple injuries following an automobile accident tells the nurse that
he has “bad” pain but that he can “tough it out” and does not need pain medication.
To gain the patient’s participation in pain management, what is most important for
the nurse to explain to the patient?

a. Patients have a responsibility to keep the nurse informed about their pain.

b. Unrelieved pain has many harmful effects on the body that can impair
recovery.

c. Using pain medications rarely leads to addiction when they are used for
actual pain.

d. Nonpharmacologic therapies can be used to relieve his pain if he is afraid
to use pain medications.

20. The patient has chronic pain that is no longer relieved with oral morphine. Which
medication would the nurse expect to be ordered to provide better pain relief for this

patient?

a. Fentanyl

b. Hydrocodone

c. Intranasal butorphanol

d. Morphine sustained-release

21. After the family members of a postoperative patient leave, the patient tells the nurse
that his family gave him a headache by fussing over him so much. What is an
appropriate intervention by the nurse?

Case Studx

Pain

a. Administer the PRN analgesic prescribed for his postoperative pain.

b. Ask the patient’s permission to use acupressure to ease his headache.

c. Reassure the patient that his headache will subside now that his family has
gone.

d. Teach the patient biofeedback methods to relieve his headaches by
controlling cerebral blood flow.




Patient Profile

R.D. is a 62-year-old man being evaluated for a change in his pain therapy for chronic
malignant pain from metastatic cancer.
(BananaStock/Thinkstock)

Subjective Data

* Patient desires 0 pain but will accept pain level of 3 to 4 on a scale of 0 to 10.

* He has been taking 2 Percocet tablets g4hr while awake, but his pain is now usually at 4
to 5 with the medication.

* Patient reports that pain varies over 24 hours from 5 to 10.

* He always awakens in the morning with pain at 10 with nervousness, nausea, and a
runny nose.

* When pain becomes severe, he stays in bed and concentrates on blocking the pain by
emptying his mind.
* He is worried that increased pain means his disease is worsening.

* He is afraid to take additional doses or other opioids because he fears addiction.

Objective Data

* Height: 6 ft 0 in (183 cm)
* Weight: 150 Ib (68 kg)
* Rigid posturing, slow gait

Discussion Questions

Using a separate sheet of paper, answer the following questions:

1. What additional assessment data should the nurse obtain from R.D. before making
any decisions about his problem?



2. What data from the nursing assessment are characteristic of the affective, behavioral,
and cognitive dimensions of the pain experience?

3. Based on R.D.’s lack of pain control with his current dosage of opioid and his
symptoms on arising in the morning, what changes are indicated in his medication
regimen?

4. Priority Decision: What are the priority teaching needs that should be included in a
teaching plan for R.D. to titrate his analgesic dose effectively?

5. Patient-Centered Care: How could the nurse best help R.D. overcome his fear of
addiction to opioid drugs?

6. Collaboration: What additional pain therapies could the interprofessional team plan
to help R.D. manage his pain?

7. Priority Decision: Based on the assessment data provided, what are the priority
nursing diagnoses? Are there any collaborative problems?



Palliative and End-of-Life Care

1. Palliative care is any form of care or treatment that focuses on reducing the severity of
disease symptoms to prevent and relieve suffering and improve quality of life for
patients with serious life-threatening illnesses. From the subsequent list, identify the
specific goals of palliative care (select all that apply).

a. Regard dying as a normal process.

b. Minimize the financial burden on the family.

c. Provide relief from symptoms, including pain.

d. Affirm life and neither hasten nor postpone death.

e. Prolong the patient’s life with aggressive new therapies.

f. Support holistic patient care and enhance quality of life.

g. Offer support to patients to live as actively as possible until death.

h. Help the patient and family identify and access pastoral care services.

i. Offer support to the family during the patient’s illness and their own
bereavement.

2. Priority Decision: The husband and daughter of a Hispanic woman dying from
pancreatic cancer refuse to consider using hospice care. What is the first thing the
nurse should do?

a. Assess their understanding of what hospice care services are.

b. Ask them how they will care for the patient without hospice care.

c. Talk directly to the patient and family to see if the nurse can change their
minds.

d. Accept their decision because they are Hispanic and prefer to care for their
own family members.

3. List the 2 criteria for admission to a hospice program.

a.

b.
4. For each of the following body systems, identify 3 physical manifestations that the

nurse would expect to see in a patient approaching death.

Respiratory
a.

b.

C.



Skin

a.

b.

c.
Gastrointestinal

a.

b.

C.
Musculoskeletal

a.

b.

C.

5. Priority Decision: A terminally ill patient is unresponsive and has cold, clammy skin
with mottling on the extremities. The patient’s husband and 2 grown children are
arguing at the bedside about where the patient’s funeral should be held. What should
the nurse do first?

a. Ask the family members to leave the room if they are going to argue.

b. Take the family members aside and explain that the patient may be able to
hear them.

c. Tell the family members that this decision is premature because the patient
has not yet died.

d. Remind the family that this should be the patient’s decision and to ask her
if she regains consciousness.

6. A 20-year-old patient with a massive head injury is on life support, including a
ventilator to maintain respirations. What 3 criteria for brain death are necessary to
discontinue life support?

a.
b.
c.

7. A patient with end-stage liver failure tells the nurse, “If I can just live to see my first
grandchild who is expected in 5 months, then I can die happy.” The nurse recognizes
that the patient is showing which stage of grieving?

a. Prolonged grief disorder

b. Kiibler-Ross’s stage of bargaining

c. Kiibler-Ross’s stage of depression

d. The new normal stage of the Grief Wheel

8. A terminally ill man tells the nurse, “I have never believed there is a God or an
afterlife, but now it is too terrible to imagine that I will not exist. Why was I here in the
first place?” What does this comment help the nurse recognize about the patient’s
needs?

a. He is experiencing spiritual distress.
b. This man will not have a peaceful death.



10.

11.

12.

13.

14.

c. He needs to be reassured that his feelings are normal.
d. There should be a referral to a clergyman to discuss his beliefs.

. In most states, directives to physicians, durable power of attorney for health care, and

medical power of attorney are included in which legal documents?

a. Natural death acts

b. Allow natural death

c. Advance care planning

d. Do-not-resuscitate order
A patient is receiving care to manage symptoms of a terminal illness when the disease
no longer responds to treatment. What is this type of care known as?

a. Terminal care

b. Palliative care

c. Supportive care

d. Maintenance care
Priority Decision: A patient in the last stages of life is experiencing shortness of breath
and air hunger. Based on practice guidelines, what is the most appropriate action by
the nurse?

a. Apply oxygen.

b. Give bronchodilators.

c. Administer antianxiety agents.

d. Use any methods that make the patient more comfortable.
End-of-life care involves

a. constant assessment for changes in physiologic functioning.

b. administering large doses of analgesics to keep the patient sedated.

c. providing as little physical care as possible to prevent disturbing the

patient.
d. encouraging the patient and family members to verbalize their feelings of
sadness, loss, and forgiveness.

The dying patient and family have many interrelated psychosocial and physical care
needs. Which ones can the nurse manage with the patient and family (select all that
apply)?

a. Anxiety

b. Fear of pain

c. The dying process

d. Care being provided

e. Anger toward the nurse

f. Feeling powerless and hopeless
A deathly ill patient from a culture different than the nurse’s is admitted. Which
question is appropriate to help the nurse provide culturally competent care?

a. “If you die, will you want an autopsy?”

b. “Are you interested in learning about palliative or hospice care?”

c. “Do you have any preferences for what happens if you are dying?”

d. “Tell me about your expectations of care during this hospitalization.”



Case Studx
End-of-Life Palliative Care

Patient Profile

S.J., a42-year-old woman, had unsuccessful treatment for breast cancer 1 year ago and now
has metastasis to the lung and vertebrae. She lives at home with her husband, 15-year-old
daughter, and 12-year-old son. She has been referred to hospice because of her
deteriorating condition and increasing pain. Her husband is an accountant and tries to do
as much of his work at home as possible so that he can help care for his wife. Their children
have become withdrawn, choosing to spend as much time as possible at their friends’
homes and in outside activities.

(SylvieBouchard/ iStock/Thinkstock)

Subjective Data

* S.J. reports that she stays in bed most of the time because it is too painful to stand and
sit.

* She reports her pain as an 8 on a scale of 0 to 10 while taking oral MS Contin every 12
hours.

* She reports shortness of breath with almost any activity, such as getting up to go to the
bathroom.

* S.J. says she knows she is dying, but her greatest suffering results from her children not
caring about her.

¢ She and her husband have not talked with the children about her dying.

* Her husband reports that he does not know how to help his wife anymore and that he
feels guilty sometimes when he just wishes it were all over.

Objective Data



* Height: 5 ft 2 in (157 cm)

* Weight: 97 1b (44 kg)

* Skin intact

¢ Vital signs: Temp 99° F (37.2° C), HR 92 bpm, RR 30, BP 102/60

Discussion Questions

Using a separate sheet of paper, answer the following questions:

1. What other assessment data should the nurse obtain from S.J. and her husband before
making any decisions about care of the family?

2. What types of grieving appear to be occurring in the family?

3. Priority Decision: What physical care should the nurse include in a plan for S.J. at this
time?

4. Patient-Centered Care: What is the best way to facilitate healthy grieving in this
family?

5. Collaboration: What resources of a hospice team are available to help this patient and
her family?

6. Priority Decision: Based on the assessment data provided, what are the priority
nursing diagnoses?
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Substance Use Disorders

1. What is the definition of substance use disorder (SUD)?

a. A compulsive need to experience pleasure

b. Behavior associated with maintaining an addiction

c. Absence of a substance will cause withdrawal symptoms

d. Overuse and dependence on a substance that negatively affects

functioning
2. What term is used to describe a decreased effect of a substance
following repeated exposure?

a. Relapse

b. Tolerance

c. Abstinence

d. Withdrawal
3. As health care professionals, nurses have a responsibility to help reduce
the use of tobacco. List the recommended “5 As” as brief clinical
interventions.

a.

P ap o

4. On admission to the hospital for a knee replacement, a patient who has
smoked for 20 years expresses an interest in quitting. What is the best
response by the nurse?
a. “Good for you! You should talk to your doctor about that.”
b. “Why did you ever start in the first place? It’s so hard to quit.”
c. “Since you will not be able to smoke while you are in the hospital,
just don’t start again when you are discharged.”
d. “Great! While you are here, I’ll help you make a plan and work
with your doctor to get you what you need to quit smoking.”
5. List 2 major health problems commonly seen in the acute care setting
related to the use of the following substances.



Nicotine
a.
b.
Alcohol
a.
b.
Cocaine and amphetamines
a.
b.
Opioids
a.
b.
Cannabis
a.
b.
6. What are the physiologic effects associated with cocaine and
amphetamines (select all that apply)?
a. Drowsiness
b. Nasal damage
c. Constricted pupils
d. Sexual dysfunction
e. Increase in appetite
f. Tachycardia with hypertension
7. Which substance, when used by the patient with SUD, can cause
euphoria, drowsiness, decreased respiratory rate, and slurred speech?
a. Opioids
b. Alcohol
c. Cannabis
d. Depressants
8. Which manifestations are experienced by a patient when withdrawing
from sedative-hypnotic addiction (select all that apply)?
a. Seizures
b. Violence
c. Suicidal thoughts
d. Tremors and anxiety
e. Sweating, nausea, and cramps
9. The nurse is encouraging a woman who smokes 1%4 packs of cigarettes



per day to quit with the use of nicotine replacement therapy. The woman
asks how the nicotine in a patch or gum differs from the nicotine she gets
from cigarettes. What should the nurse explain about nicotine
replacement?
a. It includes a substance that eventually creates an aversion to
nicotine.
b. It provides a noncarcinogenic nicotine, unlike the nicotine in
cigarettes.
c. It prevents the weight gain that is a concern to women who stop
smoking.
d. It eliminates the thousands of toxic chemicals that are inhaled with
smoking.
10. Match the following drugs used for treatment of cocaine toxicity with
their specific uses (answers may be used more than once).

a. haloperidol (Haldol) 1. Tachycardia
b. IV lidocaine 2. Hallucinations
c. IV diazepam (Valium) 3. Dysrhythmias
d. propranolol (Inderal) 4. Seizures

e. risperidone (Risperdal)

f.IV lorazepam (Ativan)

g. procainamide

11. A patient who is a heavy caffeine user has been NPO all day in
preparation for a late afternoon surgery. The nurse monitors the patient
for effects of caffeine withdrawal that may include

a. headache.

b. nervousness.

c. mild tremors.

d. shortness of breath.
12. The third day after an alcohol-dependent patient was admitted to the
hospital for acute pancreatitis, the nurse determines that the patient is
experiencing alcohol withdrawal delirium. What are the signs of
withdrawal delirium on which the nurse bases this judgment (select all
that apply)?

a. Apathy

b. Seizures

c. Disorientation

d. Severe depression

e. Cardiovascular collapse

f. Visual and auditory hallucinations



13. Which question is the best approach by the nurse to assess a newly
admitted patient’s use of addictive drugs?

a. “How do you relieve your stress?”

b. “You don’t use any illegal drugs, do you?”

c. “Which alcohol or recreational drugs do you use?”

d. “Do you have any addictions we should know about to prevent

complications?”
14. To stop the behavior that leads to the most preventable cause of death
in the United States, the nurse should support programs that

a. prohibit alcohol use in public places.

b. prevent tobacco use in children and adolescents.

c. motivate individuals to enter addiction treatment.

d. recognize addictions as illnesses rather than crimes.
15. A young woman is brought to the emergency department by police
who found her lying on a downtown sidewalk. The initial nursing
assessment finds that she is unresponsive and has a weak pulse of 112
beats/minute; shallow respirations of 8 breaths/minute; and cold, clammy
skin. Identify the 2 medications that would most likely be given
immediately to this patient and explain why they would be given.

a.

b.
16. Priority Decision: A patient with a history of alcohol use disorder
(AUD) is admitted to the hospital following an automobile accident. What
is most important for the nurse to assess to plan care for the patient?

a. When the patient last had alcohol intake

b. How much alcohol has recently been used

c. What type of alcohol has recently been ingested

d. The patient’s current blood alcohol concentration
17. Priority Decision: A patient in alcohol withdrawal has a nursing
diagnosis of Risk for Injury; etiology: sensorimotor deficits, seizure
activity, and confusion. Which nursing intervention is most important for
the patient?

a. Provide a darkened, quiet environment free from external stimuli.

b. Force fluids to help in diluting the alcohol concentration in the

blood.

c. Monitor vital signs often to detect an extreme autonomic nervous

system response.



d. Use restraints as necessary to prevent the patient from reacting

violently to hallucinations.
18. What is an important postoperative intervention indicated for the
patient with AUD who is alcohol intoxicated and is undergoing
emergency surgery?

a. Monitor weight because of malnutrition.

b. Give an emergency dose of IV magnesium.

c. Decrease pain medication to prevent cross-tolerance to opiates.

d. Closely monitor for signs of withdrawal and respiratory and cardiac

problems.
19. Priority Decision: During admission to the emergency department, a
patient with chronic alcoholism is intoxicated and very disoriented and
confused. Which drug will the nurse administer first?

a. IV thiamine

b. IV benzodiazepines

c. I'V haloperidol (Haldol)

d. IV naloxone in normal saline
20. The nurse is working with a patient at the clinic who does not want to
quit smoking even though he is having trouble breathing at times and has
a frequent cough. Which clinical practice guideline strategies should the
nurse use with this patient?

a. Cost, cough, cleanliness, Chantix

b. Ask, advise, assess, assist, arrange

c. Deduce, describe, decide, deadline

d. Relevance, risks, rewards, roadblocks, repetition
21. When assessing an older patient for substance abuse, the nurse
specifically asks the patient about the use of alcohol and which other
types of medications?

a. Opioids

b. Sedative-hypnotics

c. Central nervous system stimulants

d. Prescription and over-the-counter medications

Case Study

Cocaine Toxicity



Patient Profile

N.C. is a 28-year-old man who was admitted to the emergency department

with chest pain, tachycardia, dizziness, nausea, and severe migraine-like
headache.

(monkeybusinessimages/iStock/Thinkstock)
Subjective Data

* Thinks he is having a heart attack

* Admits he was at a party earlier in the evening drinking alcohol,
smoking pot, and snorting cocaine

» States he became irritable and restless

» States he has experienced an increased need for cocaine in the past few
months

Objective Data

 Appears extremely nervous and irritable

* Appears pale and diaphoretic

» Has tremors

* BP 210/110 mm Hg, HR 100 bpm, RR 30 breaths/minute

Discussion Questions

Using a separate sheet of paper, answer the following questions:



1. What other information is needed to assess N.C.’s condition?

2. How should questions related to these areas be addressed?

3. What other clues should the nurse be alert for in assessing N.C.’s drug
use?

4. Safety: What emergency conditions must be carefully monitored?

5. Priority Decision: What are the priority nursing interventions?

6. Patient-Centered Care: What is the best way to approach N.C. to
engage him in a treatment program?

7. Priority Decision: Based on the assessment data presented, what are the
priority nursing diagnoses? Are there any collaborative problems?



SECTION 3

Problems Related to Homeostasis
and Protection
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Inflammation and Healing

1. A patient with an inflammatory disease has the following clinical manifestations.
Identify the primary chemical mediators involved in producing the manifestation and
the physiologic change that causes the manifestation.

Clinical Manifestation Chemical Mediators Physiologic Change

Fever

Redness

Edema

Leukocytosis

2. In a patient with leukocytosis with a shift to the left, what does the nurse recognize as
causing this finding?
a. The complement system has been activated to enhance phagocytosis.
b. Monocytes are released into the blood in larger-than-normal amounts.
c. The response to cellular injury is not adequate to remove damaged tissue
and promote healing.
d. The demand for neutrophils causes the release of immature neutrophils
from the bone marrow.
3. What does the mechanism of chemotaxis accomplish?
a. Causes the transformation of monocytes into macrophages
b. Involves a pathway of chemical processes resulting in cellular lysis
c. Attracts the accumulation of neutrophils and monocytes to an area of injury
d. Slows the blood flow in a damaged area, allowing migration of leukocytes
into tissue
4. What effect does the action of the complement system have on inflammation?
a. Modifies the inflammatory response to prevent stimulation of pain
b. Increases body temperature, resulting in destruction of microorganisms
c. Produces prostaglandins and leukotrienes that increase blood flow, edema,
and pain
d. Increases inflammatory responses of vascular permeability, chemotaxis,
and phagocytosis
5. Priority Decision: Key interventions for treating initial soft tissue injury and resulting
inflammation are remembered using the acronym RICE. What are the most important



actions for the emergency department nurse to do for the patient with an ankle injury?
a. Reduce swelling, shine light on wound, control mobility, and get the
history of the injury.
b. Rub the wound clean, immobilize the area, cover the area protectively, and
exercise the leg.
c. Rest with immobility, apply a cold compress and/or a compression
bandage, and elevate the ankle.
d. Rinse the wounded ankle, get x-rays of the ankle, carry the patient, and
extend the ankle with a splint.
6. What is characteristic of chronic inflammation?
a. It may last 2 to 3 weeks.
b. The injurious agent persists or repeatedly injures tissue.
c. Infective endocarditis is an example of chronic inflammation.
d. Neutrophils are the predominant cell type at the site of inflammation.
7. During the healing phase of inflammation, which cells would be most likely to
regenerate?
a. Skin
b. Neurons
c. Cardiac muscle
d. Skeletal muscle
8. Place the following events that occur during healing by primary intention in sequential
order from 1 (first) to 10 (last).
Blood clots form
Approximation of wound edges
Avascular, pale, mature scar present
Enzymes from neutrophils digest fibrin
Epithelial cells migrate across wound surface
Fibroblasts migrate to site and secrete collagen
Budding capillaries result in pink, vascular friable wound
Healing area contracts by movement of myofibroblasts
Macrophages ingest and digest cellular debris and red blood cells
Fibrin clot serves as meshwork for capillary growth and epithelial
cell migration
9. What is the primary difference between healing by primary intention and healing by
secondary intention?
a. Primary healing requires surgical debridement for healing to occur.
b. Primary healing involves suturing 2 layers of granulation tissue together.
c. Presence of more granulation tissue in secondary healing results in a larger
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scar.
d. Healing by secondary intention takes longer because more steps in the
healing process are necessary.
10. A patient who had abdominal surgery 3 months ago calls the clinic reporting severe
abdominal pain and cramping, vomiting, and bloating. What should the nurse most



likely suspect as the cause of the patient’s problem?
a. Infection

b. Adhesion
c. Contracture
d. Evisceration

11. A patient had a complicated vaginal hysterectomy. The student nurse provided
perineal care after the patient had a bowel movement. The student nurse tells the

nurse there was a lot of light-brown, smelly drainage seeping from the vaginal area.
What should the nurse suspect when assessing this patient?
a. Dehiscence

b. Hemorrhage
c. Keloid formation
d. Fistula formation

12. Which nutrients aid in capillary synthesis and collagen production by the fibroblasts
in wound healing?

a. Fats
b. Proteins
c. Vitamin C
d. Vitamin A
13. What role do the B-complex vitamins play in wound healing?
a. Decrease metabolism
b. Protect protein from being used for energy
c. Provide metabolic energy for the inflammatory process
d. Coenzymes for fat, protein, and carbohydrate metabolism

14. The patient is admitted from home with a clean stage 2 pressure injury. What does the
nurse expect to observe when doing a wound assessment?

a. Adherent gray necrotic tissue

b. Clean, moist granulating tissue

c. Red-pink wound bed, without slough
d. Creamy ivory to yellow-green exudate

15. What type of dressing will the nurse most likely use for the patient in Question 14?
a. Hydrocolloid

b. Transparent film
c. Absorptive dressing
d. Negative pressure wound therapy
16. The patient’s wound is not healing, so the health care provider (HCP) is going to send

the patient home with negative pressure wound therapy. What will the caregiver need
to understand about the use of this device?

a. The wound must be cleaned daily.
b. The patient will be placed in a hyperbaric chamber.
c. The occlusive dressing must be sealed tightly to the skin.
d. The diet will not be as important with this sort of treatment.
17. Priority Decision: During care of patients, what is the most important precaution for



18.

19.

20.

21.

22.

preventing transmission of infections?
a. Wearing face and eye protection during routine daily care of the patient
b. Wearing nonsterile gloves when in contact with body fluids, excretions,
and contaminated items
c. Wearing a gown to protect the skin and clothing during patient care
activities likely to soil clothing
d. Hand washing after touching fluids and secretions, removing gloves, and
between patient contacts
Which patient is at the greatest risk for developing a pressure injury?
a. A 42-year-old obese woman with type 2 diabetes
b. A 78-year-old man who is confused and malnourished
c. A 30-year-old man who is comatose after a head injury
d. A 65-year-old woman who has urge and stress incontinence
Priority Decision: What is the most important nursing intervention for the prevention
and treatment of pressure injuries?
a. Using pressure-reduction devices
b. Repositioning the patient frequently
c. Massaging pressure areas with lotion
d. Using lift sheets and trapeze bars to facilitate patient movement
The patient is transferring from another facility with the description of a sore on her
sacrum that is deep enough to see the muscle. What stage of pressure injury does the
nurse expect to see on admission?
a. Stage 1
b. Stage 2
c. Stage 3
d. Stage 4
A patient’s documentation indicates he has a stage 3 pressure injury on his right hip.
What should the nurse expect to find on assessment of the patient’s right hip?
a. Exposed bone, tendon, or muscle
b. An abrasion, blister, or shallow crater
c. Deep crater through subcutaneous tissue to fascia
d. Persistent redness (or bluish color in darker skin tones)
Collaboration: Which nursing interventions for a patient with a stage 4 sacral pressure
injury are most appropriate to assign or delegate to a licensed practical/vocational
nurse (LPN/VN) (select all that apply)?
a. Assess and document wound appearance.
b. Teach the patient pressure injury risk factors.
c. Assist the patient to change positions at frequent intervals.
d. Choose the type of dressing to apply to the pressure injury.
e. Measure the size (width, length, depth) of the pressure injury.



Case Studx

Inflammation

Patient Profile

G.K,, a 28-year-old female patient who has type 1 diabetes, is admitted to the hospital with

cellulitis of her left lower leg. She had been applying heating pads to the leg for the last 48

hours, but the leg has become more painful and she has developed chills.
(Ivan_Kochergin/iStock/Thinkstock)

Subjective Data

* States that she has severe pain and heaviness in her leg
¢ States she cannot bear weight on her leg and has been in bed for 3 days

¢ Lives alone and has not had anyone to help her with meals

Objective Data

Physical Examination

¢ Irregular shape, 2-cm diameter, 1-cm deep, open wound above the left medial
malleolus with moderate amount of thick, yellow drainage

¢ Left leg red and swollen from ankle to knee
¢ Calf measurement on left 3 inches larger than on right
* Temp: 102° F (38.9° C)

Laboratory Tests

* White blood cell (WBC) count: 18,300/pL (18.3 x 103/L; 80% neutrophils, 12% bands)

* Wound culture: Staphylococcus aureus



* Blood glucose: 204 mg/dL

Discussion Questions

Using a separate sheet of paper, answer the following questions:

. What clinical manifestations of inflammation are present in G.K.?

. What type of exudate is draining from the open wound?

.Is G.K. more likely have a venous or arterial injury? Why?

. What is the significance of her WBC count and differential?

. What factors are present in G.K.’s situation that could delay wound healing?

. Her HCP orders acetaminophen to be given PRN for a temperature above 102° F
(38.9° C). How does the acetaminophen act to interfere with the fever mechanism?
Why is the acetaminophen to be given only if the temperature is above 102° F? To
prevent cycling of chills and diaphoresis, how should the nurse administer the
acetaminophen?

. What type of wound dressing would promote healing of G.K."s open wound?

. Priority Decision: What are the priority precautions to prevent transmission of
infection in the care of G.K.?
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. Priority Decision: Based on the assessment data provided, what are the priority
nursing diagnoses? Are there any collaborative problems?
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Genetics

1. Which term is the definition for physical traits expressed by an individual?

a. Allele

b. Genomics

c. Phenotype

d. Chromosomes

2. Which definition is the best description of the term genotype?

a. Genetic identity of an individual

b. Transmission of a disease from parent to child

c. Basic unit of heredity; arranged on chromosome

d. Family tree containing genetic characteristics and disorders of that family

3. A 26-year-old man was adopted. What health information related to his biologic
parents and family will be most useful to him when he gets married (select all that
apply)?

a. Cholecystitis occurring in family members

b. Occurrence of prostate cancer in 1 uncle

c. Ages of family members diagnosed with diseases

d. Kidney stones present in extended family members

e. Age and cause of death of deceased family members

4. The new parents of an infant born with Down syndrome ask the nurse what happened
to cause the chromosomal abnormality. What is the best response by the nurse?

a. “During cell division of the reproductive cells there is an error causing an
abnormal number of chromosomes.”

b. “A mutation in 1 of the chromosomes created an autosomal recessive gene
that is expressed as Down syndrome.”

c. “An abnormal gene on 1 of the 2 chromosomes was transferred to the fetus,
causing an abnormal chromosome.”

d. “A process of translocation caused the exchange of genetic material
between the 2 chromosomes in the cell, resulting in abnormal
chromosomes.”

5. When a father has Huntington’s disease with a heterozygous genotype, the nurse uses
the Punnett square to illustrate the inheritance patterns and the probability of
transmission of the autosomal dominant disease. The mother does not carry the
Huntington’s disease gene. Complete the subsequent Punnett square to illustrate this



inheritance pattern, using “H” as the normal gene and “h” as the gene for
Huntington’s disease.

Father

Mother

There is a % chance that offspring will be unaffected.
There is a % chance that offspring will be affected.
6. Which statements accurately describe(s) genetic testing (select all that apply)?
a. Results of genetic testing may raise psychologic and emotional issues.
b. An ethical issue that is raised with genetic testing is protection of privacy to
prevent discrimination.
c. Genetic testing of the mother can be used to determine an unborn child’s
risk of having genetic conditions.
d. An example of genetic testing that is required by all states is premarital
testing of women for the hemophilia gene.
e. Genetic testing for BRCA1 and BRCA2 mutations can identify women who
may choose to have mastectomies to prevent breast cancer.

7. Tay-Sachs disease is an autosomal recessive disease. Both parents have been identified
as heterozygous. There is a % chance that their offspring will be affected.

8. A couple lost a second baby to miscarriage. They are both considering having genetic
testing done before trying to get pregnant again. What should the nurse include when
teaching about genetic testing?

a. A particular genetic test will tell them if there is a specific genetic change
that could cause a genetic condition to the child.
b. The test results will identify the diseases their children will inherit from



them.

c. Genetic testing will determine if they are predisposed to developing a
genetic disease.

d. Genetic testing kits that are available on the Internet are just as good as and
less costly than going to a genetic counselor.

9. The daughter of a man with Huntington’s disease is having presymptomatic genetic

10.

11.

12.

13.

14.

testing done. What does a positive result mean for her?

a. She will get the disease.

b. She is a carrier of Huntington’s disease.

c. She will be at increased risk for developing the disease.

d. She should change her diet, exercise, and environment to prevent the

disease.

A 21-year-old patient says no one in his family has type 1 diabetes, but he has had it
since childhood. He asks how his diabetes was transmitted to him. The nurse should
explain to him that this disease is

a. a single gene disorder.

b. a chromosome disorder.

c. an acquired genetic disorder.

d. a multifactorial genetic disorder.
The health care provider (HCP) plans to prescribe trastuzumab (Herceptin) for the
patient with breast cancer. What testing will the HCP order before prescribing this
medication?

a. HER-2 protein levels

b. BRCA2 gene mutation

c. BRCA1 gene mutation

d. Stage II cancer identification
The HCP is having difficulty finding the appropriate dose for the patient taking
warfarin (Coumadin). What can the nurse suggest that may solve this problem?

a. Pharmacogenomic testing

b. Start bivalirudin (Angiomax) IV

c. Change from warfarin (Coumadin) to clopidogrel (Plavix) and aspirin

d. Change from warfarin (Coumadin) to enoxaparin (Lovenox) injections
A 20-year-old patient has a family history of colon cancer. Genetic testing shows he
has the gene for familial adenomatous polyposis (FAP). What should the nurse teach
the patient to do?

a. Change his diet

b. Have annual colonoscopies

c. Consider a referral for gene therapy

d. Not to have children so that they will not be affected
What accurately describes gene therapy?

a. May activate a mutated gene that is functioning improperly

b. Is often done by replacing a healthy gene with a mutated gene

c. Is an investigational technique used to treat genetic diseases with no cure



d. Introduces a new gene into reproductive cells to help fight a genetic
disease
15. The National Marrow Donor Program obtains hematopoietic stem cells from donors

for recipients in need. When discussing this donation with the donor, what should the
nurse know about these stem cells?

a. They must come from an embryo or umbilical cord.

b. These cells will form new blood cells for the recipient.

c. Taking these cells will cause the donor to become anemic.

d. These cells must be removed with a bone marrow aspiration.

Case Studx

Genetics

Patient Profile

D.L., a 26-year-old woman, is concerned about having children because her younger
brother has Duchenne muscular dystrophy (MD). She is seeking genetic testing.
(thoth11/iStock/Thinkstock)

Subjective Data

* She is engaged to be married.

¢ She has many questions about her risks. (See questions below.)

Objective Data

* Her eyes are darting around the room.

* Her hands and feet are trembling.



* She is chewing her fingernails.

Discussion Questions

Using a separate sheet of paper, answer the following questions:

1. What type of genetic disorder is Duchenne MD?

2.D.L. asks, “Will I develop MD?” How should the nurse respond?

3. D.L. wants to know, “What are the chances my children will develop MD?” How
should the nurse respond?

4. D.L. is also worried about who will see her genetic testing results and if they will
affect her future health insurance. What should the nurse tell her?

5. Patient-Centered Care: What are the nurse’s responsibilities in working with D.L.?
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Immune Responses and
Transplantation

1. Which type of immunity is the result of contact with the antigen through infection and
is the longest lasting type of immunity?
a. Innate immunity
b. Natural active acquired immunity
c. Artificial active acquired immunity
d. Artificial passive acquired immunity
2. What accurately describes artificial passive acquired immunity (select all that apply)?
a. Gamma globulin injection
b. Immunization with antigen
c. Immediate effect, lasting a short time
d. Maternal immunoglobulins in neonate
e. Boosters may be needed for extended protection
3. How does an antigen stimulate an immune response?
a. It circulates in the blood, where it comes in contact with circulating
macrophages.
b. It is captured and processed by a macrophage and then presented to
lymphocytes.
c. It is a foreign protein that has antigenic determinants different from those
of the body.
d. It combines with larger molecules that are capable of stimulating
production of antibodies.
4. Which T lymphocytes are involved in direct attack and destruction of foreign
pathogens?
a. Dendritic cells
b. Natural killer cells
c. T helper (CD4) cells
d. T cytotoxic (CD8) cells
5. How does interferon help the body’s natural defenses?
a. Directly attacks and destroys virus-infected cells
b. Augments the immune response by activating phagocytes
c. Induces production of antiviral proteins in cells that prevent viral



replication
d. Is produced by viral infected cells and prevents the transmission of the
virus to adjacent cells
6. What is included in the humoral immune response?
a. Surveillance for malignant cell changes
b. Production of antigen-specific immunoglobulins
c. Direct attack of antigens by activated B lymphocytes
d. Releasing cytokines responsible for destruction of antigens
7. Where and into what do activated B lymphocytes differentiate?
a. Spleen; natural killer cells that destroy infected cells
b. Bone marrow; plasma cells that secrete immunoglobulins
c. Thymus; memory B cells that retain a memory of the antigen
d. Bursa of Fabricius; helper cells that in turn activate additional B
lymphocytes
8. Which immunoglobulin is responsible for the primary immune response and forms
antibodies to ABO blood antigens?
a.IgA
b. IgD
c. IgG
d. IgM
9. Which immunoglobulins will initially protect a newborn baby of a breastfeeding
mother (select all that apply)?
a.IgA
b. IgD
c. IgE
d. IgG
e. IgM
10. Which characteristic describes IgE (select all that apply)?
a. Assists in parasitic infections
b. Responsible for allergic reactions
c. Present on the lymphocyte surface
d. Assists in B-lymphocyte differentiation
e. Predominant in secondary immune response
f. Protects body surfaces and mucous membranes
11. What are the important functions of cell-mediated immunity (select all that apply)?
a. Fungal infections
b. Transfusion reactions
c. Rejection of transplanted tissues
d. Contact hypersensitivity reactions
e. Immunity against pathogens that survive inside cells
12. A 69-year-old woman asks the nurse whether it is possible to “catch” cancer because
many of her friends of the same age have been diagnosed with different kinds of
cancer. In responding to the woman, the nurse understands that which factor



increases the incidence of tumors in older adults?

a. An increase in autoantibodies

b. Decreased activity of the bone marrow

c. Decreased differentiation of T lymphocytes

d. Decreased size and activity of the thymus gland

13. What describes the occurrence of a type IV or delayed hypersensitivity reaction?

a. Antigen links with specific IgE antibodies bound to mast cells or basophils
releasing chemical mediators

b. Cellular lysis or phagocytosis through complement activation following
antigen-antibody binding on cell surfaces

c. Sensitized T lymphocytes attack antigens or release cytokines that attract
macrophages that cause tissue damage

d. Antigens combined with IgG and IgM too small to be removed by
mononuclear phagocytic system deposit in tissue and cause fixation of

complement
14. What are examples of type I or IgE-mediated hypersensitivity reactions (select all that
apply)?
a. Asthma

b. Urticaria
c. Angioedema
d. Allergic rhinitis
e. Atopic dermatitis
f. Contact dermatitis
g. Anaphylactic shock
h. Transfusion reactions
i. Goodpasture syndrome
15. Which type of hypersensitivity reaction occurs with rheumatoid arthritis and acute
glomerulonephritis?
a. Type I or IgE-mediated hypersensitivity reaction
b. Type II or cytotoxic hypersensitivity reaction
c. Type Il or immune-complex—mediated hypersensitivity reaction
d. Type IV or delayed hypersensitivity reaction
16. For the patient with allergic rhinitis, which therapy should the nurse expect to be
ordered first?
a. Corticosteroids
b. Immunotherapy
c. Antipruritic drugs
d. Sympathomimetic/decongestant drugs
17. A patient was given an IM injection of penicillin in the gluteus maximus and
developed dyspnea and weakness within minutes following the injection. Which
additional assessment findings indicate that the patient is having an anaphylactic
reaction (select all that apply)?
a. Wheezing



b. Hypertension

c. Rash on arms

d. Constricted pupils

e. Slowed strong pulse

f. Feeling of impending doom

18. Priority Decision: The patient is admitted from a nearby park with an apparent
anaphylactic reaction to a bee sting. He is experiencing dyspnea and hypotension with
swelling at the site. Number the following in the order of priority that the nurse
should implement the actions for this patient.

Remove the stinger

Ensure a patent airway

Prepare to administer epinephrine

Start IV for fluid and medication access

Anticipate intubation with severe respiratory distress

Have diphenhydramine (Benadryl) and nebulized albuterol
available

19. Which rationale describes treatment of atopic allergies with immunotherapy?

a. It decreases the levels of allergen-specific T helper cells.

b. It decreases the level of IgE so that it does not react as readily with an
allergen.

c. It stimulates increased IgG to bind with allergen-reactive sites, preventing
mast cell-bound IgE reactions.

d. It gradually increases the amount of allergen in the body until it is no
longer recognized as foreign and does not elicit an antibody reaction.

20. A nurse develops contact dermatitis after wearing latex gloves. What accurately
describes this?

a. This demonstrates a type I allergic reaction to natural latex proteins.

b. Use of powder-free latex gloves prevents the development of symptoms.

c. Use of oil-based hand cream when wearing gloves prevents latex allergy.

d. This demonstrates a type IV allergic reaction to chemicals used in the
manufacture of latex gloves.

21. A 32-year-old male veteran tells the nurse he gets a headache, sore throat, shortness of
breath, and nausea when his girlfriend wears perfume and when he was painting her
apartment. He is afraid he has cancer. What does the nurse suspect may be the
patient’s problem?

a. He has posttraumatic stress disorder.

b. He has multiple chemical sensitivities.

c. He needs to wear a mask when he paints.

d. He is looking for an excuse to break up with his girlfriend.

22. Although the cause of autoimmune disorders is unknown, which factors are believed
to be present in most conditions (select all that apply)?

a. Younger age
b. Male gender
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c. Inheritance of susceptibility genes
d. Initiation of autoreactivity by triggers
e. Frequent viruses throughout the lifetime
23. Why is plasmapheresis indicated in the treatment of autoimmune disorders?
a. To obtain plasma for analysis and evaluation of specific autoantibodies
b. To decrease high lymphocyte levels in the blood to prevent immune
responses
c. To remove autoantibodies, antigen-antibody complexes, and inflammatory
mediators of immune reactions
d. To add monocytes to the blood to promote removal of immune complexes
by the mononuclear phagocyte system
24. Before the patient receives a kidney transplant, a crossmatch test is ordered. What
does a positive crossmatch indicate?
a. Paternity and predicts risk for certain diseases
b. Tissue type match for a successful transplantation
c. Racial background and predicts risk for certain diseases
d. Cytotoxic antibodies to the donor, which contraindicate transplanting this
donor’s organ
25. What is the most common cause of secondary immunodeficiency disorders?
a. Chronic stress
b. T-cell deficiency from HIV
¢. Drug-induced immunosuppression
d. Common variable hypogammaglobulinemia
26. Which characteristics are seen with acute transplant rejection (select all that apply)?
a. Treatment is supportive
b. Only occurs with transplanted kidneys
c. Organ must be removed when it occurs
d. The recipient’s T cytotoxic lymphocytes attack the foreign organ
e. Long-term use of immunosuppressants necessary to combat the rejection
f. Usually reversible with additional or increased immunosuppressant
therapy
27. The patient is experiencing fibrosis and glomerulopathy a year after a kidney
transplant. Which type of rejection is occurring?
a. Acute
b. Chronic
c. Delayed
d. Hyperacute
28. What are the most common immunosuppressive agents initially used to prevent
rejection of transplanted organs?
a. Cyclosporine, sirolimus, and muromonab-CD3
b. Prednisone, polyclonal antibodies, and cyclosporine
c. Azathioprine, mycophenolate mofetil, and sirolimus
d. Tacrolimus, prednisone, and mycophenolate mofetil



29. The patient has received a bone marrow transplant. Soon after the transplant, there is
a rash on the patient’s skin. She says her skin is itchy and she has severe abdominal
pain. What best summarizes what is happening to the patient and how she will be
treated?

a. Graft rejection occurring; treat with different immunosuppressive agents

b. Dry skin and nausea are side effects of immunosuppressants; decrease the
dose

c. Transplanted bone marrow is attacking her tissue; prevent with
immunosuppressive agents

d. Dry skin from the dry air and nausea from the food in the hospital; treat
with humidifier and home food

Case Studx
Allergy

Patient Profile

M.W., a 70-year-old male patient, has been diagnosed with chronic allergic rhinitis. His
health care provider prescribed oral antihistamines for control of his symptoms, which
have not been completely effective. He is to undergo skin testing to identify specific
allergens.

(deeepblue/iStock/Thinkstock)
Subjective Data

¢ Itching of eyes, nose, and throat

¢ Stuffy nose, head congestion

Objective Data



¢ Clear nasal drainage; reddened eyes and lacrimation

Discussion Questions

Using a separate sheet of paper, answer the following questions:

1. What assessments of M.W. should be included by the nurse?

2. What immunoglobulins and chemical mediators are involved in M.W.’s allergic
reaction?

3. Describe the procedure the nurse uses to perform the skin testing. What results
indicate a positive response?

4. Safety: What precautions should be taken by the nurse during skin testing?

5. Patient-Centered Care: How do antihistamines act to relieve allergic symptoms? What
information should the nurse include in teaching M.W. about using the
antihistamines?

6. Patient-Centered Care: Skin testing indicates M.W. has an allergy to household dust.
What information should the nurse include in teaching M.W. to control his exposure
to this allergen?

7. M.W. is to begin immunotherapy. What would be the advantages and disadvantages
of using sublingual immunotherapy?

8. Safety: What precautions does the nurse use during the subcutaneous administration
of the allergen extract?

9. Priority Decision: Based on the assessment data provided, what are the priority
nursing diagnoses? Are there any collaborative problems?
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Infection

1. To what is the increase in emerging and untreatable infections attributed (select all that
apply)?
a. Global travel and bioterrorism
b. The evolution of infectious agents
c. Use of antibiotics to treat viral infections
d. Transmission of infectious agents from humans to animals
e. An increased number of immunosuppressed and chronically ill people

2. Name 3 of the antibiotic-resistant bacteria that are of current concern in North
America: , , and

3. What are the recommended measures to prevent the transmission of health care—
associated infections (HAISs) (select all that apply)?

a. Empty bedpans as soon as possible.

b. Limit fresh flowers in patient rooms.

c. Remove urinals from bedside tables.

d. Use of personal protective equipment.

e. Wash hands or use alcohol-based sanitizer.

f. Make sure patients wear sandals in the shower.

4. A patient with diarrhea has been diagnosed with Clostridium difficile. Along with
standard precautions, which kind of transmission-based precautions will be used
when the nurse is caring for this patient?

a. Droplet precautions
b. Contact precautions
c. Isolation precautions
d. Airborne precautions

5. A 78-year-old patient has developed an infection caused by Haemophilus influenzae. In
addition to standard precautions, what should the nurse use to protect herself when
working within 3 feet of the patient?

a. Mask

b. Gown

c. Shoe covers

d. Particulate respirator

6. An 82-year-old male patient with cardiac disease who is in the intensive care unit
(ICU) is beginning to have decreased cognitive function. What should the nurse first




suspect as a potential cause of this change?
a. Fatigue
b. Infection
c. ICU psychosis
d. Medication allergy
7. The nurse realizes that the patient understands the teaching about decreasing the risk
for antibiotic-resistant infection when the patient makes which statement?
a. “I know I should take the antibiotic for 1 day after I feel better.”
b. “I want an antibiotic ordered for my cold so that I can feel better sooner.”
c. “I always save some pills because I get the illness again after I first feel
better.”
d. “I will follow the directions for taking the antibiotic so that I will get over
this infection.”
8. In each of the following situations identify which option has the highest risk for
human immunodeficiency virus (HIV) transmission?
a. Transmission to women or to men during heterosexual intercourse
b. Hollow-bore needle used for vascular access or used for IM injection
c. First 2 to 4 weeks of infection or 1 year after infection
d. Perinatal transmission from HIV-infected mothers taking antiretroviral
therapy (ART) or HIV-infected mothers using no therapy
e. A splash exposure of HIV-infected blood on skin with an open lesion or a
needle-stick exposure to HIV-infected blood
9. Place the following events of HIV infection of a cell in sequence from 1 (first) to 7 (last).
a. The release of reverse transcriptase converts HIV ribonucleic acid
(RNA) into a single strand of DNA.
b. Viral DNA is spliced into cell genome using the enzyme integrase.
c. HIV binds with CD4" T cell protein receptors on the outside of the
cell (fusion).
d. Viral DNA directs the cell to replicate infected daughter cells and
makes more HIV.
e. Viral RNA enters the host CD4" T cell.
f. Long strands of viral RNA are cut in the presence of protease and
released before CD4" T cell destruction.
g. Single-stranded viral DNA replicates into double-stranded DNA.
10. Indicate subsequently which event (from Question 9) of HIV infection of a cell is
controlled by each drug. This would also be the mechanism of action of the drug.

Drug Mechanism of Action
Entry inhibitors

Reverse transcriptase inhibitors

Integrase inhibitors

Protease inhibitors




11.

12.

13.

14.

15.

16.

17.

What is a primary reason that the normal immune response does not contain HIV
infection?
a. CD4" T cells become infected with HIV and are destroyed.
b. The virus inactivates B cells, preventing the production of HIV antibodies.
c. Natural killer cells are destroyed by the virus before the immune system
can be activated.
d. Monocytes ingest infected cells, differentiate into macrophages, and shed
viruses in body tissues.
Which characteristic corresponds with the acute stage of HIV infection?
a. Burkitt’s lymphoma
b. Temporary fall of CD4" T cells
c. Pneumocystis jiroveci pneumonia
d. Fever, sore throat, and lymphadenopathy
Which finding supports the diagnosis of acquired immunodeficiency syndrome
(AIDS) in the person with HIV?
a. Flu-like symptoms
b. Oral hairy leukoplakia
c. CD4" T cells 200-500/uL
d. Cytomegalovirus retinitis
Why do opportunistic diseases develop in a person with AIDS?
a. They are side effects of drug treatment of AIDS.
b. They are sexually transmitted to people during exposure to HIV.
c. They are characteristic in people with stimulated B and T lymphocytes.
d. These infections or tumors occur in a person with an incompetent immune
system.
Which characteristics describe Pneumocystis jiroveci infection, an opportunistic disease
that can be associated with HIV?
a. May cause fungal meningitis
b. Diagnosed by lymph node biopsy
¢. Pneumonia with dry, nonproductive cough
d. Viral retinitis, stomatitis, esophagitis, gastritis, or colitis
Which opportunistic disease associated with AIDS is characterized by vascular lesions
of the skin, mucous membranes, and viscera?
a. Kaposi sarcoma
b. Candida albicans
c. Herpes simplex type 1 infection
d. Varicella-zoster virus infection
A patient comes to the clinic and requests testing for HIV infection. Before
administering testing, what is most important for the nurse to do?
a. Ask the patient to identify all sexual partners.
b. Determine when the patient thinks exposure to HIV occurred.
c. Explain that all test results must be repeated at least twice to be valid.



d. Discuss prevention practices to prevent transmission of the HIV to others

18. The “rapid” HIV antibody testing is performed on a patient at high risk for HIV
infection. What should the nurse explain about this test?

a. The test measures the activity of the HIV and reports viral loads as real
numbers.

b. This test is highly reliable, and in 5 minutes the patient will know if HIV
infection is present.

c. If the results are positive, another blood test and a return appointment for
results will be necessary.

d. This test detects drug-resistant viral mutations that are present in viral
genes to evaluate resistance to antiretroviral drugs.

19. Treatment with 2 nucleoside reverse transcriptase inhibitors (NRTIs) and an integrase
inhibitor is prescribed for a patient with HIV infection. The patient asks why so many
drugs are necessary for treatment. What should the nurse explain is the primary reason
for combination therapy?

a. Cross-resistance between specific antiretroviral drugs is reduced when
drugs are given in combination.

b. Combinations of antiretroviral drugs decrease the potential for developing
antiretroviral-resistant HIV variants.

c. Side effects of the drugs are reduced when smaller doses of 3 different
drugs are used rather than large doses of 1 drug.

d. When CD4" T-cell counts are < 500/uL, a combination of drugs that have
different actions is more effective in slowing HIV growth.

20. What is one of the most significant factors in determining when to start ART in a
patient with HIV infection?

a. Whether the patient has high levels of HIV antibodies

b. Confirmation that the patient has contracted HIV infection

c. The patient’s readiness to commit to a complex, lifelong, uncomfortable
drug regimen

d. Whether the patient has a support system to help manage the treatment
regimen and costs

21. After teaching a patient with HIV infection about using antiretroviral drugs, the nurse
recognizes that further teaching is needed when the patient says

a. “I should never skip doses of my medication, even if I develop side
effects.”

b. “By taking my HIV medications I will be able to lower by CD4 ™ cell
count.”

c. “I should not use any over-the-counter drugs without checking with my
health care provider (HCP).”

d. “If I develop a headache with nausea and vomiting, I should report it to
my HCP.”

22. Prophylactic measures that are routinely used as early as possible in HIV infection to
prevent opportunistic and debilitating secondary problems include administration of



a. isoniazid to prevent tuberculosis.
b. zoster virus vaccination to prevent shingles.
c. trimethoprim/sulfamethoxazole for toxoplasmosis.
d. vaccines for pneumococcal pneumonia, influenza, and hepatitis A and B.
23. Priority Decision: A patient diagnosed with HIV 1 year ago has no symptoms of HIV-
related illness and does not want to start ART at this time. What is the best nursing
intervention for the patient at this stage of illness?
a. Assist with end-of-life issues
b. Provide care during acute exacerbations
c. Provide physical care for chronic diseases
d. Teach the patient about immune enhancement
24. Identify at least 3 ways to eliminate or reduce the risk for HIV transmission related to
sexual intercourse and drug use and 2 ways to reduce the risk for perinatal

transmission.

Sexual Intercourse Drug Use Perinatal Transmission
a. a. a.
b. b. b.
C. C.

25. Priority Decision: A patient with advanced AIDS has a nursing diagnosis of confusion

because of neurologic changes. In planning care for the patient, what should the nurse
set as the highest priority?

a. Maintain a safe patient environment
b. Provide a quiet, nonstressful environment to avoid overstimulation
c. Use memory cues, such as calendars and clocks, to promote orientation

d. Provide written instructions of directions to promote understanding and
orientation

Case Studz
HIV Infection




L

Patient Profile

A K., a 28-year-old single man, is seen at a health clinic for flu-like symptoms. He is
worried that he may have HIV.
(Image Source Pink/Image Source/Thinkstock)

Subjective Data

* He states that he has a history of multiple sex partners
* Vague symptoms of fatigue and headache

* Reports occasional night sweats

Objective Data

* Tests positive for HIV antibody
* Temp: 100° F (37.8° C)
¢ Enlarged cervical and femoral lymph nodes

Discussion Questions

Using a separate sheet of paper, answer the following questions:

1. Priority Decision: What are the priority counseling activities that should be
performed by the nurse during A.K.’s visit?

2. AK//s CD4" T cell count is 650/uL. What stage of HIV infection is he most likely
experiencing?

3. What additional diagnostic tests may be performed at this visit?

4. What prophylactic treatments should be used at this time to prevent the development
of opportunistic diseases?

5. The HCP encourages A K. to consider starting combination ART. What can the nurse
tell A.K. about the expected effect of this therapy?

6. If A.K. does not respond to treatment with an increased CD4" T-cell count and a



decreased viral load, what tests could be used to identify resistance to the
antiretroviral agents?

7. Priority Decision: Based on the assessment data presented, what are the priority
nursing diagnoses? Are there any collaborative problems?
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Cancer

1. The nurse is presenting a community education program related to
cancer prevention. Based on current cancer death rates, the nurse

emphasizes what as the most important preventive action for both women

and men?

a. Smoking cessation

b. Routine colonoscopies

c. Frequent imaging tests

d. Regular examination of reproductive organs
2. What defect in cellular proliferation is involved in the development of
cancer?

a. A rate of cell proliferation that is more rapid than that of normal

body cells

b. Shortened phases of cell life cycles with occasional skipping of G1

or S phases
c. Rearrangement of stem cell RNA that causes abnormal cellular
protein synthesis
d. Indiscriminate and continuous proliferation of cells with loss of
contact inhibition
3. What does the presence of carcinoembryonic antigens (CEAs) and a-
fetoprotein (AFP) on cell membranes show has happened to the cells?
a. They have shifted to more immature metabolic pathways and
functions.
b. They have spread from areas of original development to different
body tissues.
c. They produce abnormal toxins or chemicals that show abnormal
cellular function.
d. They have become more differentiated because of repression of
embryonic functions.
4. What factor differentiates a malignant tumor from a benign tumor?
a. It causes death.
b. It grows at a faster rate.



c. It is often encapsulated.

d. It invades and metastasizes.
5. A patient is admitted with acute myelogenous leukemia and a history of
Hodgkin’s lymphoma. What is the nurse most likely to find in the
patient’s history?

a. Work as a radiation chemist

b. Epstein-Barr virus diagnosed in vitro

c. Intense tanning throughout the lifetime

d. Alkylating agents for treating the Hodgkin’s lymphoma
6. Which mutated tumor suppressor gene is most likely to contribute to
many types of cancer, including bladder, breast, colorectal, and lung?

a. p53

b. APC

c. BRCA1

d. BRCA?2
7. Cancer cells go through stages of development. What accurately
describes the stage of promotion (select all that apply)?

a. Obesity is an example of a promoting factor.

b. The stage is characterized by increased growth rate and metastasis.

c. Withdrawal of promoting factors will reduce the risk of cancer

development.

d. Tobacco smoke is a complete carcinogen that is capable of both

initiation and promotion.

e. Promotion is the stage of cancer development in which there is an

irreversible alteration in the cell’s DNA.
8. A patient was told she has carcinoma in situ, and the student nurse
wonders what that is. How should the nurse explain this to the student
nurse?

a. Evasion of the immune system by cancer cells

b. Lesion with histologic features of cancer except invasion

c. Capable of causing cellular alterations associated with cancer

d. Tumor cell surface antigens that stimulate an immune response
9. Which word identifies a mutation of protooncogenes?

a. Oncogenes

b. Retrogenes

c. Oncofetal antigens

d. Tumor angiogenesis factor



10. What is the name of a tumor from the embryonal mesoderm tissue of
origin found in the anatomic site of the meninges that has malignant
behavior?

a. Meningitis

b. Meningioma

c. Meningocele

d. Meningeal sarcoma
11. A patient’s breast tumor originates from embryonal ectoderm. It has
moderate dysplasia and moderately differentiated cells. It is a small tumor
with minimal lymph node involvement and no metastases. What is the
best description of this tumor?

a. Sarcoma, grade II, T;N,M,,

b. Leukemia, grade I, T{N,M,

c. Carcinoma, grade II, T;N;M,

d. Lymphoma, grade III, T;NyM,
12. The nurse is counseling a group of people over the age of 50 years
with average risk for cancer about screening tests for cancer. Which
screening recommendation should be done to screen for colorectal
cancer?

a. Barium enema every year

b. Colonoscopy every 10 years

c. Fecal occult blood every 5 years

d. Annual prostate-specific antigen (PSA) and digital rectal

examination
13. A small lesion is found in a patient’s lung when an x-ray is done for
cervical spine pain. What is the definitive method of determining if the
lesion is malignant?

a. Lung scan

b. Tissue biopsy

c. Oncofetal antigens in the blood

d. CT or positron emission tomography (PET) scan
14. A patient with a genetic mutation of BRCA1 and a family history of
breast cancer is admitted to the surgical unit where she is scheduled that
day for a bilateral simple mastectomy. What is the reason for this
procedure?

a. Prevent breast cancer



b. Diagnose breast cancer

c. Cure or control breast cancer

d. Provide palliative care for untreated breast cancer
15. Match the surgical procedures with their primary purposes in cancer
treatment (answers may be used more than once).

a.Mammoplasty 1. Cure, control, or both
__b.Bowel resection 2. Supportive care

_______c. Laminectomy to relieve spinal cord compression 3. Palliation
___d.Insertion of feeding tube into stomach 4. Rehabilitation

e. Colostomy to bypass bowel obstruction

_____f.Placement of a central venous catheter

_____ g Debulking procedure to enhance radiation therapy
h. Surgical fixation of bones at risk for pathologic fracture

16. Which condition would be most likely to be cured with chemotherapy
as a treatment measure?

a. Neuroblastoma

b. Small cell lung cancer

c. Small tumor of the bone

d. Large hepatocellular carcinoma
17. Which classification of chemotherapy drugs is cell cycle phase—
nonspecific, breaks the DNA helix that interferes with DNA replication,
and crosses the blood-brain barrier?

a. Nitrosoureas

b. Antimetabolites

c. Mitotic inhibitors

d. Antitumor antibiotics
18. The nurse uses many precautions during IV administration of vesicant
chemotherapy agents primarily to prevent

a. septicemia.

b. extravasation.

c. catheter occlusion.

d. anaphylactic shock.
19. For which type of malignancy should the nurse expect the use of the
intravesical route of regional chemotherapy delivery?

a. Bladder

b. Leukemia

c. Osteogenic sarcoma

d. Metastasis to the brain
20. Which delivery system would be used to deliver regional



chemotherapy for metastasis from a primary colorectal cancer?
a. Intrathecal
b. Intraarterial
c. Intravenous
d. Intraperitoneal
21. When teaching the patient with cancer about chemotherapy, which
approach should the nurse take?
a. Avoid telling the patient about side effects of the drugs to prevent
anticipatory anxiety.
b. Assure the patient that side effects from chemotherapy are
uncomfortable but not life threatening.
c. Explain that antiemetics, antidiarrheals, and analgesics will be
given as needed to control side effects.
d. Tell the patient that chemotherapy-related alopecia is usually
permanent but can be managed with lifelong use of wigs.
22. Which normal tissues manifest early, acute responses to pelvic
radiation therapy?
a. Spleen and liver
b. Kidney and nervous tissue
c. Bone marrow and gastrointestinal (GI) mucosa
d. Hollow organs, such as the stomach and bladder
23. The patient is learning about skin care related to the external radiation
that he is receiving. Which instructions should the nurse include in this
teaching?
a. Keep the area shaved of hair.
b. Keep the area covered if it is sore.
c. Dry the skin thoroughly after cleansing.
d. Avoid extreme temperatures to the area.
24. Priority Decision: When a patient is undergoing brachytherapy, what
is it important for the nurse to be aware of when caring for this patient?
a. The patient will undergo simulation to identify and mark the field
of treatment.
b. The patient is a source of radiation, and personnel must wear film
badges during care.
c. The goal of this treatment is only palliative, and the patient should
be aware of the expected outcome.
d. Computerized dosimetry is used to determine the maximum dose of



radiation to the tumor within an acceptable dose to normal tissue.
25. Patient-Centered Care: To prevent the debilitating cycle of fatigue-
depression-fatigue in patients receiving radiation therapy, what should the
nurse encourage the patient to do?

a. Implement a walking program.

b. Ignore the fatigue as much as possible.

c. Do the most stressful activities when fatigue is tolerable.

d. Schedule rest periods throughout the day whether fatigue is present

or not.
26. When the patient asks about the late effects of chemotherapy and
high-dose radiation, what areas of teaching should the nurse plan to
include when describing these effects?

a. Third space syndrome

b. Secondary malignancies

c. Chronic nausea and vomiting

d. Persistent myelosuppression
27. What describes a primary use of immunotherapy in cancer treatment?

a. Protects normal, rapidly reproducing cells of the GI system from

damage during chemotherapy

b. Prevents the fatigue associated with chemotherapy and high-dose

radiation as seen with bone marrow depression

c. Enhances or supplement the effects of the host’s immune responses

to tumor cells that produce flu-like symptoms

d. Depresses the immune system and circulating lymphocytes as well

as increase a sense of well-being by replacing central nervous system

deficits
28. Priority Decision: While caring for a patient who is at the nadir of
chemotherapy, the nurse establishes the highest priority for nursing
actions related to

a. diarrhea.

b. grieving.

c. risk for infection.

d. nutritional intake.
29. An allogeneic hematopoietic stem cell transplant is considered as
treatment for a patient with acute myelogenous leukemia. What
information should the nurse include when teaching the patient about this
procedure?



a. There is no risk for graft-versus-host disease because the donated

marrow is treated to remove cancer cells.

b. The patient’s bone marrow will be removed, treated, stored, and

then reinfused after intensive chemotherapy.

c. There is no need for posttransplant protective isolation because the

stem cells are infused directly into the blood.

d. Peripheral stem cells are obtained from a donor who has a human

leukocyte antigen (HLA) match with the patient.

30. Priority Decision: During initial chemotherapy, a patient with
leukemia develops hyperkalemia and hyperuricemia. The nurse
recognizes these symptoms as an oncologic emergency and anticipates
that the priority treatment will be to

a. increase urine output with hydration therapy.

b. establish electrocardiographic (ECG) monitoring.

c. administer a bisphosphonate, such as pamidronate (Aredia).

d. restrict fluids and administer hypertonic sodium chloride solution.
31. Priority Decision: The patient with advanced cancer is having
difficulty controlling her pain. She says she is afraid she will become
addicted to the opioids. What is the first thing the nurse should do for this
patient?

a. Administer a nonsteroidal antiinflammatory drug.

b. Assess the patient’s vital signs and behavior to determine the

medication to use.

c. Have the patient keep a pain diary to better assess the patient’s

potential addiction.

d. Obtain a detailed pain history including quality, location, intensity,

duration, and type of pain.

32. Which factors will help a patient in coping positively with having
cancer (select all that apply)?

a. Feeling of control

b. Strong support system

c. Internalization of feelings

d. Possibility of cure or control

e. Easier adaptability of a young person

f. Not having had to cope with previous stressful events



Case Study

Cancer

Patient Profile

R.M. is a 58-year-old black man who was recently diagnosed with metastatic
lung cancer. He began treatment with chemotherapy through a peripherally
inserted central venous catheter 5 days ago.

(pixelheadphoto/iStock/Thinkstock)
Subjective Data

« States he has almost continuous nausea, which becomes severe and
causes vomiting following his dose of chemotherapy

» States he has no appetite and feels hot

» Expresses no hope that the chemotherapy will have a positive effect

Objective Data

* Temp: 99.7° F (37.4° C)

« WBC count: 3200/pL (3.2 x 10%L)
« Neutrophils: 500/uL (0.5 x 10%/L)
« Skin warm with decreased turgor

Discussion Questions



Using a separate sheet of paper, answer the following questions:

1. What factors may be responsible for R.M.’s decreased WBC and
neutrophil count?

2. What assessment data indicate that R.M. may have an infection?

3. What additional assessment data should be collected from R.M. to
determine the presence of an infection?

4. Patient-Centered Care: What factors may contribute to his negative
attitude toward the chemotherapy?

5. Priority Decision: What are the priority nursing measures that should
be used to help control his anorexia, nausea, and vomiting?

6. His daughter is visiting and wants to know how the cancer metastasized
to his lung. What should the nurse teach her about metastasis?

7. During her visit, R.M.’s daughter questions how likely she is to get
cancer. What should the nurse explain to her about risk factors and
screening tests?

8. Priority Decision: What are the priority teaching measures that should
be included in the teaching plan for R.M. and his family to prevent
infection?

9. Priority Decision: Based on the assessment data presented, what are the
priority nursing diagnoses? Are there any collaborative problems?
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Fluid, Electrolyte, and Acid-Base
Imbalances

1. A patient with consistent dietary intake who loses 1 kg of weight in 1

day has lost mL of fluid.
2. A man who weighs 90 kg has a total body water content of
approximately L.

3. Which statement(s) about fluid in the human body is (are) true (select
all that apply)?
a. The primary hypothalamic mechanism of water intake is thirst.
b. Third spacing refers to the abnormal movement of fluid into
interstitial spaces.
c. A cell surrounded by hypoosmolar fluid will shrink and die as water
moves out of the cell.
d. A cell surrounded by hyperosmolar fluid will shrink and die as
water moves out of the cell.
e. Concentrations of Na* and K" in interstitial and intracellular fluids
are maintained by the sodium-potassium pump.
4. Match the following descriptions with the mechanisms of fluid and
electrolyte movement.

a. Force exerted by a fluid 1. Osmosis
b. Uses a protein carrier molecule 2. Diffusion

c. Pressure exerted by plasma proteins 3. Active transport
d. Adenosine triphosphate (ATP) required 4. Oncotic pressure

e. Force determined by osmolality of a fluid 5. Osmotic pressure
6. Facilitated diffusion

7.Hydrostatic pressure

f. Flow of water from low-solute concentration to high-solute concentration

g. Passive movement of molecules from a high concentration to lower concentration

5. A patient has a serum Na* of 147 mEq/L (147 mmol/L), blood urea
nitrogen (BUN) of 6 mg/dL (2.1 mmol/L), and a blood glucose level of
126 mg/dL (7.0 mmol/L).




BUN ” Glucose
2.8 18

Plasma osmolality = (2x Na )+

The patient’s effective serum osmolality is mOsm/kg. Is the
patient’s plasma osmolality normal, increased, or decreased?

6. As fluid circulates through the capillaries, there is movement of fluid
between the capillaries and interstitium. What describes the fluid
movement that would cause edema (select all that apply)?
a. Plasma hydrostatic pressure is less than plasma oncotic pressure.
b. Plasma oncotic pressure is higher than interstitial oncotic pressure.
c. Plasma hydrostatic pressure is higher than plasma oncotic pressure.
d. Plasma hydrostatic pressure is less than interstitial hydrostatic
pressure.
e. Interstitial hydrostatic pressure is lower than plasma hydrostatic
pressure.
7. Fill in the blanks in the subsequent table using the possible answer
choices given in the columns below the table to indicate the direction of
fluid shift and the mechanism of fluid movement that is involved
(answers may be used more than once).

Event or Factor Direction of Mechanism of Fluid
Fluid Shift Movement Involved
Burns
Dehydration
Fluid overload
Hyponatremia

Low serum albumin

Administration of
10% glucose

Application of elastic
bandages

Direction of Fluid Shifts Mechanism of Fluid Movement Involved

1. From blood vessels to interstitium a. Osmosis

2. From extracellular compartment to the cell b. Plasma hydrostatic pressure

3. From cell to extracellular compartment c. Interstitial hy drostatic pressure
4. From interstitium to vessels d. Tissue oncotic pressure

e. Oncotic pressure




8. A woman has ham with gravy and green beans cooked with salt pork
for dinner.

a. What could happen to the woman’s serum osmolality because of

this meal?

b. What fluid regulation mechanisms are stimulated by the intake of

these foods?
9. What stimulates aldosterone secretion from the adrenal cortex?

a. Excessive water intake

b. Increased serum osmolality

c. Decreased serum potassium

d. Decreased sodium and water
10. While caring for an 84-year-old patient, the nurse monitors the
patient’s fluid and electrolyte balance, recognizing what as a normal
change of aging?

a. Hyperkalemia

b. Hyponatremia

c. Decreased insensible fluid loss

d. Increased plasma oncotic pressures
11. The nurse is admitting a patient to the clinical unit from surgery.
Being alert to potential fluid volume alterations, what assessment data
will be important for the nurse to monitor to identify early changes in the
patient’s postoperative fluid volume (select all that apply)?

a. Intake and output

b. Skin turgor

c. Lung sounds

d. Respiratory rate

e. Level of consciousness
12. Which patient is at risk for hypernatremia?

a. Has an aldosterone deficiency

b. Has prolonged vomiting and diarrhea

c. Receives excessive IV 5% dextrose solution

d. Has impaired consciousness and decreased thirst sensitivity
13. In a patient with sodium imbalances, the primary clinical
manifestations are related to alterations in what body system?

a. Kidneys

b. Cardiovascular system

c. Musculoskeletal system



d. Central nervous system
14. Match the electrolyte imbalances with their associated causes
(answers may be used more than once and imbalances may have more
than 1 associated cause).

Electrolyte Imbalance Cause
a. Metabolic alkalosis 1. Hypernatremia
b. Parathyroidectomy 2. Hyponatremia
c. Diabetes insipidus 3. Hyperkalemia
d. Fleet enemas 4. Hypokalemia
e. Primary polydipsia 5. Hypercalcemia
f. Excess milk of magnesia use 6. Hypocalcemia
g. Early burn stage 7. Hyperphosphatemia
h. Chronic alcoholism 8. Hypophosphatemia
i. Vitamin D deficiency 9. Hypermagnesemia
j- Osmotic diuresis 10. Hypomagnesemia
k. Prolonged immobilization
1. Hyperaldosteronism
m. Chronic kidney disease
n. Loop and thiazide diuretics

15. A patient is taking diuretic drugs. Which fluid or electrolyte
imbalance can occur in this patient (select all that apply)?

a. Hyperkalemia

b. Hyponatremia

c. Hypocalcemia

d. Hypotonic fluid loss

e. Hypertonic fluid loss
16. A common collaborative problem related to both hyperkalemia and
hypokalemia is which potential complication?

a. Seizures

b. Paralysis

c. Dysrhythmias

d. Acute kidney injury
17. With which disorder is hyperkalemia often associated?

a. Hypoglycemia

b. Metabolic acidosis

c. Respiratory alkalosis

d. Decreased urine potassium levels
18. In a patient with a positive Chvostek’s sign, the nurse would expect
the IV administration of which medication?

a. Calcitonin

b. Vitamin D

c. Loop diuretics

d. Calcium gluconate



19. A patient with chronic kidney disease has hyperphosphatemia. What
is a commonly associated electrolyte imbalance?

a. Hypokalemia

b. Hyponatremia

c. Hypocalcemia

d. Hypomagnesemia
20. What is the normal pH range of the blood, and what ratio of base to
acid does this reflect?

a.7.32t07.42; 25to 2

b.7.32t0 7.42; 28 to 2

c.7.35t07.45;20to 1

d.7.35t07.45; 30 to 1
21. What are the characteristics of the carbonic acid—bicarbonate buffer
system (select all that apply)?

a. The lungs eliminate CO,

b. Neutralizes HCI acid to yield carbonic acid and salt
c. H,CO; formed by neutralization dissociates into H,O and CO,

d. Shifts H" in and out of cell in exchange for other cations, such as
potassium and sodium
e. Free basic radicals dissociate into ammonia and OH™, which
combines with H" to form water
22. What are characteristics of the phosphate buffer system (select all that
apply)?
a. Neutralizes a strong base to a weak base and water
b. Resultant sodium biphosphate is eliminated by kidneys
c. Free acid radicals dissociate into H" and CO,, buffering excess base

d. Neutralizes a strong acid to yield sodium biphosphate, a weak acid,
and salt
e. Shifts chloride in and out of red blood cells in exchange for sodium
bicarbonate, buffering both acids and bases
23. A patient who has a large amount of carbon dioxide in the blood also
has what in the blood?
a. Large amount of carbonic acid and low hydrogen ion concentration
b. Small amount of carbonic acid and low hydrogen ion concentration
c. Large amount of carbonic acid and high hydrogen ion concentration
d. Small amount of carbonic acid and high hydrogen ion concentration



24. Match the acid—base imbalances with their mechanisms.

Acid-Base Imbalance Mechanism
—————— a.Increased carbonic acid (H,COs) 1. Metabolic acidosis
______ b. Decreased carbonic acid (H,CO3) 2. Metabolic alkalosis
______ c. Increased base bicarbonate (HCO;") 3. Respiratory acidosis
777777 d. Decreased base bicarbonate (HCO;") 4. Respiratory alkalosis

25. What is a compensatory mechanism for metabolic alkalosis?
a. Shifting of bicarbonate into cells in exchange for chloride
b. Kidney conservation of bicarbonate and excretion of hydrogen ions
c. Deep, rapid respirations (Kussmaul respirations) to increase CO,
excretion
d. Decreased respiratory rate and depth to retain CO, and kidney

excretion of bicarbonate
26. Match the acid—base imbalances with their common causes (answers
may be used more than once).

Cause Acid-Base Imbalance
______ a.Renal failure 1. Metabolic acidosis
77777 b. Severe shock 2. Metabolic alkalosis
______ c. Diabetic ketosis 3. Respiratory acidosis
__d. Respiratory failure 4. Respiratory alkalosis

e. Prolonged vomiting
f. Baking soda used as antacid
g- Mechanical over ventilation

_ h. Sedative or opioid overdose

i. Response to anxiety, fear, and pain

27. A patient with a pH of 7.29 has metabolic acidosis. Which value is
useful in determining whether the cause of the acidosis is an acid gain or
a bicarbonate loss?

a. PaCoO,

b. Anion gap

c. Serum Na™ level

d. Bicarbonate level
28. Identify the acid—base imbalances represented by the following
laboratory values.



a.pH7.50 d.pH7.62

PaCO, 30 mm Hg HCO; 24 mEqg/L PaCO, 48 mm Hg

PaO, 79 mm Hg HCO;™ 45 mEq/L
Interpretation: Pa0, 98 mm Hg

Interpretation:

b.pH7.20 e.pH7.44

PaCO, 25 mm Hg PaCO, 54 mm Hg

HCO;™ 15 mEq/L HCO;™ 36 mEq/L

Pa0, 96 mm Hg PaO, 90 mm Hg
Interpretation:. Interpretation:
c.pH7.26 f.pH7.35

PaCO, 56 mm Hg PaCO, 60 mm Hg

HCO;™ 24 mEqg/L HCO;™ 40 mEq/L

PaO, 68 mm Hg PaO, 84 mm Hg
Interpretation: Interpretation:

29. To provide free water and intracellular fluid hydration for a patient
with acute gastroenteritis who is NPO, the nurse would expect
administration of which infusion?

a. Dextrose 5% in water

b. Dextrose 10% in water

c. Lactated Ringer’s solution

d. Dextrose 5% in normal saline (0.9%)
30. What is an example of an appropriate I'V solution to treat an
extracellular fluid volume deficit?

a. DsW

b. 3% saline

c. Lactated Ringer’s solution

d. DsW in %2 normal saline (0.45%)

31. Priority Decision: On assessment of a central venous access device
(CVAD) site, the nurse notes that the transparent dressing is loose along 2
sides. What should the nurse do immediately?
a. Wait and change the dressing when it is due.
b. Tape the 2 loose sides down and document.
c. Apply a gauze dressing over the transparent dressing and tape
securely.
d. Remove the dressing and apply a new transparent dressing using
sterile technique.
32. Priority Decision: A patient just had a CVAD inserted. Number the
following nursing actions related to care of the CVAD in the correct order
to complete these actions. Number 1 is the first action and number 8 is the
last action.
a. Perform hand hygiene.
b. Flush each line with 10 mL of normal saline.



c. Use strict sterile technique to change the dressing.
d. Clamp unused lines after flushing if not using positive
pressure valve caps.
e. Assess the CVAD insertion site for redness, edema,
warmth, drainage, and pain.
f. Use friction to cleanse the CVAD insertion site with
chlorhexidine-based preparation.
g. Turn the patient’s head to the side away from the CVAD
insertion site when changing the caps.
h. Obtain chest x-ray results to verify placement of the
catheter in the distal end of the superior vena cava.
33. A patient is scheduled to have a tunneled catheter placed for
administration of chemotherapy for breast cancer. When preparing the
patient for the catheter insertion, what does the nurse explain about this
method of chemotherapy administration?
a. Decreases the risk for extravasation at the infusion site
b. Reduces the incidence of systemic side effects of the drug
c. Does not become occluded as peripherally inserted catheters can
d. Allows continuous infusion of the drug directly to the area of the
tumor
34. The nurse is reviewing a patient’s morning laboratory results. Which
result is of greatest concern?
a. Serum Na* of 150 mEq/L
b. Serum Mg? * of 1.1 mEq/L

c. Serum PO,3 ~ of 4.5 mg/dL
d. Serum Ca?* (total) of 8.6 mg/dL

Case Study

Fluid and Electrolyte Imbalance



Patient Profile

P.B., a 69-year-old woman who lives alone, is admitted to the hospital
because of weakness and confusion. She has a history of chronic heart failure
and chronic diuretic use.

(© Thinkstock)
Objective Data
Physical Examination

* Neurologic: Confusion, slow to respond to questioning, generalized
weakness

* Cardiovascular: BP 90/62 mm Hg, HR 112 bpm and irregular,
peripheral pulses weak; ECG shows sinus tachycardia

* Pulmonary: RR 12 and shallow

* Other findings: Decreased skin turgor, dry mucous membranes

Laboratory Results

* Serum electrolytes
* Na': 141 mEq/L (141 mmol/L)
« K™: 2.5 mEq/L (2.5 mmol/L)
* Cl™: 85 mEg/L (85 mmol/L)
« HCO;™: 34 mEq/L (34 mmol/L)



* BUN: 42 mg/dL (15 mmol/L)
* Hct: 49%
* Arterial blood gases

* pH: 7.52

* PaCO,: 55 mm Hg

* PaO,: 88 mm Hg

* HCO;™: 34 mEq/L (34 mmol/L)

Discussion Questions
Using a separate sheet of paper, answer the following questions:

1. Evaluate P.B.’s fluid volume and electrolyte status. Which physical
assessment findings support your analysis? Which laboratory results
support your analysis? What is the most likely cause of these imbalances?
2. Explain the reasons for her ECG changes.

3. Analyze the arterial blood gas results. What is the etiology of the
primary imbalance? Is the body compensating for this imbalance?

4. Why has P.B.’s advanced age placed her at risk for fluid imbalance?

5. Discuss the role of aldosterone in the regulation of fluid and electrolyte
balance. How will changes in aldosterone affect P.B.’s fluid and
electrolyte imbalances?

6. Priority Decision: Develop a plan of care for P.B. while she is in the
hospital. What are the priority daily assessments that should be included
in this plan of care?

7. Priority Decision: Based on the assessment data presented, what are the
priority nursing diagnoses? Are there any collaborative problems?

8. Patient-Centered Care: What should P.B. be taught before she is
dismissed?



SECTION 4
Perioperative Care
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Preoperative Care

1. Which procedures are done for curative purposes (select all that apply)?
a. Gastroscopy
b. Rhinoplasty
c. Tracheotomy
d. Hysterectomy
e. Herniorrhaphy
2. A patient is scheduled for a hemorrhoidectomy at an ambulatory surgery center. An
advantage of performing surgery at an ambulatory center is a decreased need for
a. diagnostic studies and perioperative medications.
b. preoperative and postoperative teaching by the nurse.
c. psychologic support to alleviate fears of pain and discomfort.
d. preoperative nursing assessment related to possible risks and
complications.

3. Patient-Centered Care: A patient who is being admitted to the surgical unit for a
hysterectomy paces the floor, repeatedly saying, “I just want this over.” What should
the nurse do to promote a positive surgical outcome for the patient?

a. Ask the patient what her specific concerns are about the surgery.

b. Redirect the patient’s attention to the necessary preoperative preparations.

c. Reassure the patient that the surgery will be over soon and she will be fine.

d. Tell the patient she should not be so anxious because she is having a
common, safe surgery.

4. Many common herbal products taken cause surgical problems. Which herbs listed
subsequently should the nurse teach the patient to avoid before surgery to prevent an
increase in bleeding for the surgical patient (select all that apply)?

a. Garlic

b. Fish oil

c. Valerian

d. Vitamin E

e. Astragalus

f. Ginkgo biloba

5. Priority Decision: When the nurse asks a preoperative patient about allergies, the
patient reports a history of seasonal environmental allergies and allergies to a variety
of fruits. What should the nurse do next?



a. Note this information in the patient’s record as hay fever and food
allergies.
b. Place an allergy alert wristband that identifies the specific allergies on the
patient.
c. Ask the patient to describe the nature and severity of any allergic responses
experienced from these agents.
d. Notify the anesthesia care provider (ACP) because the patient may have an
increased risk for allergies to anesthetics.
6. During a preoperative review of systems, the patient reveals a history of renal disease.
This finding suggests the need for which preoperative diagnostic studies?
a. Electrocardiogram (ECG) and chest x-ray
b. Serum glucose and complete blood count (CBC)
c. Arterial blood gases (ABGs) and coagulation tests
d. Blood urea nitrogen (BUN), serum creatinine, and electrolytes
7. During a preoperative physical examination, the nurse is alerted to the possibility of
compromised respiratory function during or after surgery in a patient with which
problem?
a. Obesity
b. Dehydration
c. Enlarged liver
d. Decreased peripheral pulses
8. What type of procedural information should be given to a patient in preparation for
ambulatory surgery (select all that apply)?
a. How pain will be controlled
b. Any fluid and food restrictions
c. Characteristics of monitoring equipment
d. What odors and sensations may be experienced
e. Technique and practice of coughing and deep breathing, if appropriate
9. The nurse asks a preoperative patient to sign a surgical consent form as specified by
the surgeon and then signs the form after the patient does so. By this action, what is
the nurse doing?
a. Witnessing the patient’s signature
b. Obtaining informed consent from the patient for the surgery
c. Verifying that the consent for surgery is truly voluntary and informed
d. Ensuring that the patient is mentally competent to sign the consent form
10. When the nurse prepares to administer a preoperative medication to a patient, the
patient tells the nurse that she really does not understand what the surgeon plans to
do.
a. What action should be taken by the nurse?
b. What condition of informed consent has not been met in this situation?
11. A patient scheduled for hip replacement surgery in the early afternoon is NPO but
receives and ingests a breakfast tray with clear liquids on the morning of surgery.
What response does the nurse expect when the ACP is notified?



a. Surgery will be done as scheduled.
b. Surgery will be rescheduled for the following day.
c. Surgery will be postponed for 8 hours after the fluid intake.
d. A nasogastric tube will be inserted to remove the fluids from the stomach.
12. What is the reason for using preoperative checklists on the day of surgery?
a. The patient is correctly identified and preoperative medications
administered.
b. All preoperative orders and procedures have been carried out and
documented.
c. Voiding is the last procedure before the patient is transported to the
operating room.
d. Patients” families have been informed as to where they can accompany and
wait for patients.
13. A common reason that a nurse may need extra time when preparing older adults for
surgery is their
a. difficulty coping.
b. limited adaptation to stress.
c. diminished vision and hearing.
d. need to include caregivers in activities.
14. The nurse is reviewing the laboratory results for a preoperative patient. Which study
result should be brought to the attention of the surgeon immediately?
a. Serum K" of 3.8 mEq/L
b. Hemoglobin of 15 g/dL
c. Blood glucose of 100 mg/dL
d. White blood cell (WBC) count of 18,500/uL
15. The nurse is preparing a patient for transport to the operating room. The patient is
scheduled for a right knee arthroscopy. What actions should the nurse take at this
time (select all that apply)?
a. Ensure that the patient has voided.
b. Verify that the informed consent is signed.
c. Complete preoperative nursing documentation.
d. Verify that the right knee is marked with indelible marker.
e. Ensure that the history and physical examination (H&P), diagnostic
reports, and vital signs are on the chart.

Case Studx

Preoperative Patient




Patient Profile

C.J., a 44-year-old male construction worker, is scheduled for a bronchoscopy for a biopsy

of a right lung lesion. He initially sought medical care for hemoptysis and increasing

fatigue. When the nurse asked him to sign the operative permit, he stated that he was not

certain if he should go ahead with the procedure because he fears a diagnosis of cancer.
(Thinkstock)

Subjective Data

* Has never been hospitalized

* Has had no medical problems except mild obesity

* Has a cigarette smoking history of 28 pack-years

¢ Is married with 2 children, ages 6 and 8 years; both children have cystic fibrosis

¢ Is fearful that his wife will not be able to manage without him

Objective Data

* Diagnostic studies: chest x-ray revealed mass in upper lobe of right lung

e Hematocrit 31%

Discussion Questions

Using a separate sheet of paper, answer the following questions:

1. What factors in C.J.”s background or personal situation may influence his emotional
response and physical reactions to this surgery?

2. What should C.J. know if his consent for surgery is to be truly informed?

3. Priority Decision: C.J. will be an outpatient for this procedure. What is the priority
preoperative teaching that should be done to prepare him for surgery?

4. What risk factors for surgical and anesthetic complications may you anticipate for
C.J.? What are the potential interventions that may minimize the risks?



5. Priority Decision: Based on the assessment data provided, what are the priority
nursing diagnoses? Are there any collaborative problems?
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Intraoperative Care

1. What is the physical environment of a surgery suite primarily designed
to promote?

a. Electrical safety

b. Medical and surgical asepsis

c. Comfort and privacy of the patient

d. Communication among the surgical team
2. When transporting an inpatient to the surgical department, a nurse from
another area of the hospital is able to access which area?

a. Sterile core

b. Holding area

c. Corridors of surgical suite

d. Unprepared operating room
3. Which nursing actions are completed by the scrub nurse (select all that
apply)?

a. Prepares instrument table

b. Documents intraoperative care

c. Remains in the sterile area of the operating room (OR)

d. Checks mechanical and electrical equipment

e. Passes instruments to surgeon and assistants

f. Monitors blood and other fluid loss and urine output
4. What is the primary goal of the circulating nurse during preparation of
the OR, transferring and positioning the patient, and assisting the
anesthesia team?

a. Avoiding any type of injury to the patient

b. Maintaining a clean environment for the patient

c. Providing for patient comfort and sense of well-being

d. Preventing breaks in aseptic technique by the sterile members of the

team
5. Goals for patient safety in the OR include the Universal Protocol. What
is included in this protocol?

a. All surgical centers of any type must submit reports on patient



safety infractions to the accreditation agencies.

b. Members of the surgical team stop whatever they are doing to

check that all sterile items have been prepared properly.

c. Members of the surgical team pause right before surgery to

meditate for 1 minute to decrease stress and possible errors.

d. A surgical timeout is performed just before the procedure is started

to verify patient identity, surgical procedure, and surgical site.
6. A break in sterile technique occurs during surgery when the scrub nurse
touches

a. the mask with sterile gloved hands.

b. sterile gloved hands to the gown at chest level.

c. the drape at the incision site with sterile gloved hands.

d. the lower arm to the instruments on the instrument tray.
7. During surgery, a patient is at risk for perioperative positioning injury.
What is a common risk factor for this problem?

a. Skin lesions

b. Break in sterile technique

c. Musculoskeletal deformities

d. Electrical or mechanical equipment failure
8. Which short-acting barbiturate is most often used for induction of
general anesthesia?

a. Nitrous oxide

b. Propofol (Diprivan)

c. Isoflurane (Forane)

d. Methohexital (Brevital)
9. Because of the rapid elimination of volatile liquids used for general
anesthesia, what should the nurse anticipate the patient will need early in
the anesthesia recovery period?

a. Warm blankets

b. Analgesic medication

c. Observation for respiratory depression

d. Airway protection in anticipation of vomiting
10. What is the primary advantage of the use of midazolam as an adjunct
to general anesthesia?

a. Amnestic effect

b. Analgesic effect

c. Prolonged action



d. Antiemetic effect
11. Identify the rationale for the use of each of the following drugs during
surgery and 1 nursing intervention indicated in the care of the patient
immediately postoperatively related to the drug.

Nursing
Intervention

Drug Use

ketamine (Ketalar)
fentanyl (Sublimaze)
desflurane (Suprane)
succinylcholine (Anectine)
dexmedetomidine
(Precedex)
12. Monitored anesthesia care (MAC) is being considered for a patient
undergoing a cervical dilation and endometrial biopsy in the health care
clinic. The patient asks the nurse, “What is this MAC?” The nurse’s
response is based on the knowledge that MAC
a. can be administered only by anesthesiologists or nurse anesthetists.
b. should never be used outside of the OR because of the risk of

serious complications.
C. is so safe that it can be administered by nurses with direction from

health care providers.
d. provides maximum flexibility to match the sedation level with the

patient and procedure needs.
13. Match the methods of local anesthetic administration with their

descriptions.

1. Nerve block
2.1V nerveblock

3. Spinal block

4. Epidural block
5. Local infiltration

a. Injection of agent into subarachnoid space

b. Injection of anesthetic agent directly into tissues

c. Injection of a specific nerve with an anesthetic agent

d. Injection of anesthetic agent into space around the vertebrae

e. Injection of agent into veins of extremity after limb is exsanguinated

14. The patient will be placed under moderate sedation to allow
realignment of a fracture in the emergency department. When the family
asks about this anesthesia, what should the nurse tell them?

a. Includes inhalation agents

b. Induces high levels of sedation

c. Frequently used for traumatic injuries

d. Patients remain responsive and breathe without assistance



15. What condition should the nurse anticipate that may occur during
epidural and spinal anesthesia?
a. Spinal headache
b. Hypotension and bradycardia
c. Loss of consciousness and seizures
d. Downward extension of nerve block
16. A patient scheduled for a procedure is expected to receive ketamine
(Ketalar). What would be included in patient teaching regarding
ketamine?
a. Hallucinations may occur, so the patient will receive midazolam.
b. An indwelling catheter may be needed if urinary retention occurs.
c. Antiemetics will be given beforehand to reduce nausea and
vomiting.
d. Using ketamine will allow the patient to be fully awake during the
procedure.
17. A preoperative patient reveals that an uncle died during surgery
because of a fever and cardiac arrest. Knowing the patient is at risk for
malignant hyperthermia, the perioperative nurse alerts the surgical team.
What is likely to happen next?
a. The surgery will have to be canceled.
b. Specific precautions can be taken to safely anesthetize the patient.
c. Dantrolene (Dantrium) must be given to prevent hyperthermia
during surgery.
d. The patient should be placed on a cooling blanket during the
surgical procedure.
18. It is most important to monitor the patient for malignant hyperthermia
if the patient received which anesthetic agent?
a. ketamine
b. pancuronium
c. succinylcholine
d. dexmedetomidine

Case Study

Intraoperative Patient
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Patient Profile

T.M., a 76-year-old male retired police officer, is admitted to the OR for an
inguinal hernia repair. He has a history of severe chronic obstructive
pulmonary disease (COPD) and heart failure. Therefore the anesthesia care
provider (ACP) has decided to administer spinal anesthesia. The preoperative
nurse has verified the baseline data (vital signs, height, weight, age, allergies,
level of consciousness, NPO status, and comfort level). A signed informed
consent is on the chart. T.M. has no allergies.

(Anita_Bonita/ iStock/Thinkstock)
Discussion Questions
Using a separate sheet of paper, answer the following questions:

1. What information should the preoperative nurse include in the hand-off
communication to the circulating nurse?

2. Priority Decision: What are the priority nursing actions that should be
taken when T.M. arrives in the OR?

3. What specific precautions should be taken when positioning T.M. for
surgery?

4. Describe how the surgical site is prepped for surgery.

5. What complications of spinal anesthesia should T.M. be monitored for
during surgery?

6. T.M. is 76 years old. What gerontologic considerations should be



taken?
7. Priority Decision: Based on the data presented, what are the priority
nursing diagnoses?
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Postoperative Care

1. What does progression of patients through various phases of care in a postanesthesia
care unit (PACU) primarily depend on?
a. Condition of patient
b. Type of anesthesia used
c. Preference of surgeon
d. Type of surgical procedure
2. Priority Decision: Upon admission of a patient to the PACU, the nurse’s priority
assessment is
a. vital signs.
b. surgical site.
c. respiratory adequacy.
d. level of consciousness.
3. How is the initial information given to the PACU nurses about the surgical patient?
a. A copy of the written operative report
b. A verbal report from the circulating nurse
c. A verbal report from the anesthesia care provider (ACP)
d. An explanation of the surgical procedure from the surgeon
4. To prevent agitation during the patient’s recovery from anesthesia, when should the
nurse begin orientation explanations?
a. When the patient is awake
b. When the patient first arrives in the PACU
c. When the patient becomes agitated or frightened
d. When the patient can be aroused and recognizes where he or she is
5. What is included in the routine assessment of the patient’s cardiovascular function on
admission to the PACU?
a. Monitoring arterial blood gases
b. Electrocardiographic (ECG) monitoring
c. Determining fluid and electrolyte status
d. Direct arterial blood pressure monitoring
6. With what are the postoperative respiratory complications of atelectasis and aspiration
of gastric contents associated?
a. Hypoxemia
b. Hypercapnia



c. Hypoventilation
d. Airway obstruction
7. To prevent airway obstruction in the postoperative patient who is unconscious or
semiconscious, what will the nurse do?
a. Encourage deep breathing.
b. Elevate the head of the bed.
c. Administer oxygen per mask.
d. Position the patient in a side-lying position.

8. Priority Decision: To promote effective coughing, deep breathing, and ambulation in
the postoperative patient, what is most important for the nurse to do?

a. Teach the patient controlled breathing.

b. Explain the rationale for these activities.

c. Provide adequate and regular pain medication.

d. Use an incentive spirometer to motivate the patient.

9. While assessing a patient in the PACU, the nurse finds that the patient’s blood
pressure (BP) is below the preoperative baseline. The nurse determines that the patient
has residual vasodilating effects of anesthesia when what is assessed?

a. A urinary output > 30 mL/hr
b. An oxygen saturation of 88%
c. A normal pulse with warm, dry, pink skin
d. A narrowing pulse pressure with normal pulse
10. Priority Decision: A patient in the PACU has emergence delirium manifested by
agitation and thrashing. What should the nurse assess the patient for first?
a. Hypoxemia
b. Neurologic injury
c. Distended bladder
d. Cardiac dysrhythmias
11. The PACU nurse applies warm blankets to a postoperative patient who is shivering
and has a body temperature of 96.0° F (35.6° C). What treatment may also be used to
treat the patient?
a. Oxygen therapy
b. Vasodilating drugs
c. Antidysrhythmic drugs
d. Analgesics or sedatives
12. Which patient is ready for discharge from Phase I PACU care to the clinical unit?
a. Arouses easily, pulse is 112 bpm, respiratory rate is 24 breaths/min,
dressing is saturated, arterial oxygen saturation by pulse oximetry (SpO,)
is 88%
b. Awake, vital signs stable, dressing is dry and intact, no respiratory
depression, SpO, is 92%
c. Difficult to arouse, pulse is 52 bpm, respiratory rate is 22 breaths/min,
dressing is dry and intact, SpO, is 91%



d. Arouses, BP higher than preoperative and respiratory rate is 10
breaths/min, no excess bleeding, SpO, is 92%

13. For which nursing diagnoses or collaborative problems common in postoperative
patients has ambulation been found to be an appropriate intervention (select all that
apply)?

a. Surgical wound; Etiology: incision

b. Risk for aspiration; Etiology: decreased level of consciousness

c. Impaired physical mobility; Etiology: decreased muscle strength

d. Impaired airway clearance; Etiology: decreased respiratory excursion

e. Constipation; Etiology: decreased physical activity and impaired
gastrointestinal (GI) motility

f. Risk for ineffective tissue perfusion; Etiology: venous thromboembolism;
Supporting data: dehydration, immobility, vascular manipulation, or injury

14. A patient who had major surgery is experiencing emotional stress as well as

physiologic stress from the effects of surgery. What can this stress cause?
a. Diuresis
b. Hyperkalemia
c. Fluid retention
d. Impaired blood coagulation
15. In addition to ambulation, which nursing intervention could be implemented to
prevent or treat the postoperative complication of syncope?
a. Monitor vital signs after ambulation.
b. Do not allow the patient to eat before ambulation.
c. Slowly progress to ambulation with slow changes in position.
d. Have the patient deep breathe and cough before getting out of bed.
16. Which tubes drain gastric contents (select all that apply)?
a. T-tube
b. Penrose
c. Nasogastric tube
d. Indwelling catheter
e. GI tube
17. Which drainage is drained with a Hemovac?
a. Bile
b. Urine
c. Gastric contents
d. Wound drainage

18. Priority Decision: The nurse notes drainage on the surgical dressing when the patient
is transferred from the PACU to the clinical unit. In what order of priority should the
nurse perform the following actions? Number the options with 1 for the first action
and 5 for the last action.

a. Reinforce the surgical dressing.
b. Change the dressing and assess the wound as ordered.
c. Notify the surgeon of excessive drainage type and amount.



d. Recall the report from PACU for the number and type of drains in use.
e. Note and record the type, amount, and color and odor of the drainage.
19. Thirty-six hours postoperatively, a patient has a temperature of 100° F (37.8° C). What
is the most likely cause of this temperature elevation?
a. Dehydration
b. Wound infection
c. Lung congestion and atelectasis
d. Normal surgical stress response
20. The health care provider has ordered IV morphine q2-4hr as needed for a patient
following major abdominal surgery. When should the nurse plan to administer the
morphine?
a. Before all planned painful activities
b. Every 2 to 4 hours during the first 48 hours
c. Every 4 hours as the patient requests the medication
d. After assessing the nature and intensity of the patient’s pain
21. What should be included in the instructions given to the postoperative patient before
discharge?
a. Need for follow-up care with home care nurses
b. Directions for maintaining routine postoperative diet
c. Written information about self-care during recuperation
d. Need to restrict all activity until surgical healing is complete

Case Study
Postoperative Patient

Patient Profile

S.B., a 63-year-old alert and oriented woman, is admitted to the PACU following a



cystoscopy for recurrent bladder infections and recent hematuria. The procedure was
scheduled as outpatient surgery and was performed under IV sedation.
(© szefei/iStock/ Thinkstock)

Postoperative Orders

¢ Vital signs per routine

* Discontinue IV before discharge

¢ Patient to void before discharge

¢ Ciprofloxacin (Cipro) 500 mg PO g6hr for 10 days

¢ Acetaminophen 300 mg/codeine 30 mg (Tylenol #3) 1 or 2 tabs q3-4hr PRN for pain

¢ Patient to call office to schedule follow-up appointment

Discussion Questions

Using a separate sheet of paper, answer the following questions:

1. Priority Decision: What priority nursing actions will be required to progress S.B.
toward discharge?

2. Safety: What precautions will be required in ambulating S.B. after surgery?

3. What problems may interfere with discharging S.B. home in a timely manner?

4. How will the nurse determine that S.B.is ready to be discharged?

5. Patient-Centered Care: What are the unique needs of discharging this patient home as
compared to discharging this patient to a clinical unit?

6. Priority Decision: Based on the data presented, what are the priority nursing
diagnoses? Are there any collaborative problems?



SECTION 5
Problems Related to Altered
Sensory Input
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Assessment and Management:
Visual Problems

1. Use the following terms to fill in the labels in the subsequent illustration.



anterior chamber

choroid
ciliary body
T

optic disc

iris
lens
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2. What is in the posterior cavity of the eye?
a. Zonules
b. Cornea
c. Aqueous humor
d. Vitreous humor
3. What is the function of the sclera?
a. Secrete aqueous humor
b. Focus light rays on the retina
c. Protective outer layer of the eyeball
d. Photoreceptor cells stimulated in dim environments
4. What accurately describes the conjunctiva?
a. Junction of the upper and lower eyelids
b. Point where the optic nerve exits the eyeball
c. Transparent mucous membrane lining the eyelids
d. Drains tears from the surface of the eye into the lacrimal canals
5. Which tissue nourishes the ciliary body, iris, and part of the retina?
a. Pupil
b. Cones
c. Choroid
d. Canal of Schlemm
6. Identify the cranial nerves that are responsible for the following eye functions.

Eye Function Cranial Nerve

Elevating eyelids

Closing eyelids

Visual acuity

7. Identify the causes of the following assessment findings of the eye that are associated
with aging.

Assessment Finding Cause

Floaters

Ectropion

Pinguecula

Arcus senilis

Yellowish sclera




Dry, irritated eyes

Decreased pupil size

Changes in color perception

8. Priority Decision: When obtaining a health history from a patient with cataracts, it is
most important for the nurse to ask about the patient’s use of which drug?
a. Corticosteroids
b. Oral hypoglycemic agents
c. B-Adrenergic blocking agents
d. Antihistamines and decongestants
9. Identify a specific finding identified by the nurse during assessment of each of the
patient’s functional health patterns that indicates either a risk factor for visual
problems or the response of the patient to an eye problem.

Risk Factor or Response to Visual
Problem

Functional Health Pattern

Health perception-health
management

Nutritional-metabolic

Elimination

Activity-exercise

Sleep-rest

Cognitive-perceptual

Self-perception—self-concept

Role-relationship

Sexuality-reproductive

Coping-stress tolerance
Value-belief

10. Describe what is meant by the finding that the patient has a visual acuity of OD: 20/40;
OS: 20/50.
11. The nurse documents PERRLA following assessment of a patient’s eyes. What
assessment finding supports this statement?
a. A slightly oval shape of the pupils
b. The presence of nystagmus on far lateral gaze
c. Dilation of the pupil when a light is shined in the opposite eye
d. Constriction of the pupils when an object is brought closer to the eyes
12. Identify the assessment techniques used to obtain the following assessment data.




13.

14.

15.

16.

17.

18.

Assessment Data Assessment Technique

Peripheral vision field

Extraocular muscle functions

Near visual acuity

Visual acuity

Intraocular pressure

In which patients should the nurse expect to find a yellow cast to the sclera?

a. Infants

b. Older persons

c. Persons with brown irises

d. Patients with eye infections
To determine the presence of corneal abrasions or defects in a patient with an eye
injury, what would the nurse provide?

a. A tonometer

b. Fluorescein dye

c. Pocket penlight

d. An ophthalmoscope
What are possible abnormal assessment findings when assessing the eyelid (select all
that apply)?

a. Ptosis

b. Strabismus

c. Blepharitis

d. Anisocoria

e. Swollen pinna
When the patient has a diagnosis of hyperthyroidism, which abnormal assessment of
the eye could be found?

a. Light intolerance

b. Unequal pupil size

c. Protrusion of eyeball

d. Deviation of eye position
When examining the patient’s eye with an ophthalmoscope, the nurse would consider
which finding to be of most concern?

a. No blood vessels in the macula

b. Depression at the center of the optic disc

c. A break in the retina at the site of the macula

d. Pieces of liquefied vitreous in the vitreous chamber
To prepare a patient for a fluorescein angiography, what should the nurse explain
about the test?

a. Measures curvature of the cornea

b. Involves IV dye injection to evaluate blood flow through retinal blood
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20.

21.

22.

23.

24.

vessels
c. Includes application of eyedrops containing a dye that will localize arterial
abnormalities in the retina
d. Anesthetizes the eye so that probes can be inserted into the anterior
chamber to measure intraocular pressure
Myopia is present in 30% of Americans. Which characteristics are associated with
myopia (select all that apply)?
a. Excessive light refraction
b. Abnormally short eyeball
c. Unequal corneal curvature
d. Corrected with concave lens
e. Image focused in front of retina
The patient is diagnosed with presbyopia. When he asks the nurse what that is, what
is the best explanation the nurse can give to the patient?
a. Absence of the lens
b. Abnormally long eyeballs
c. Correctable with cylinder lens
d. Loss of accommodation associated with age
To determine if an unconscious patient has contact lenses in place, what should the
nurse do?
a. Use a penlight to shine a light obliquely over the eyeball.
b. Apply drops of fluorescein dye to the eye to stain the lenses yellow.
c. Touch the cornea lightly with a dry cotton ball to see if the patient reacts.
d. Tense the lateral canthus to cause a lens to be ejected if it is present in the
eye.
What surgical choices are available for correction of a refractive error (select all that
apply)?
a. LASIK
b. Contact lenses
c. Corrective lenses
d. Intraocular lens implantation
e. Photorefractive keratectomy (PRK)
A patient tells the nurse on admission to the health care facility that he has finally been
classified as legally blind. What does the nurse understand about the patient’s vision?
a. Has lost usable vision but has some light perception
b. Will need time for grieving and adjusting to living with total blindness
c. Will be dependent on others to ensure a safe environment for functioning
d. May be able to perform many tasks and activities with vision enhancement
techniques
Identify 5 nursing measures that should be implemented to increase a visually
impaired patient’s safety and comfort.
a.

b.



C.
d.

e.

25. Priority Decision: A patient is admitted to the emergency department with a wood
splinter imbedded in the right eye. Which intervention by the nurse is most
appropriate?

a. Irrigate the eye with a large amount of sterile saline.

b. Carefully remove the splinter with a pair of sterile forceps.

c. Cover the eye with a dry sterile patch and a protective shield.

d. Apply light pressure on the closed eye to prevent bleeding or loss of
aqueous humor.

26. What best describes pink eye?

a. Blindness

b. Acute bacterial conjunctivitis

c. Epidemic keratoconjunctivitis

d. Chronic inflammation of sebaceous glands

27. When the patient describes inflammation of the cornea, what does the nurse know this

is called?

a. Keratitis
b. Blepharitis
c. Hordeolum
d. Conjunctivitis

28. What should the nurse teach all patients with conjunctival infections to use?
a. Artificial tears to moisten and soothe the eyes
b. Dark glasses to prevent the discomfort of photophobia
c. Iced moist compresses to the eyes to promote comfort and healing
d. Frequent and thorough hand washing to avoid spreading the infection

29. Endophthalmitis can be a complication of intraocular surgery or penetrating ocular
injury. What manifestations are expected when the nurse assesses a patient with this
disorder (select all that apply)?

a. Ocular pain

b. Photophobia

c. Eyelid edema

d. Reddened sclera

e. Bleeding conjunctiva

f. Decreased visual acuity

30. A patient with early cataracts tells the nurse that he is afraid cataract surgery may
cause permanent visual damage. What should the nurse teach the patient?

a. The cataracts will only worsen with time and should be removed as early
as possible to prevent blindness.

b. Cataract surgery is very safe, and with the implantation of an intraocular
lens, the need for glasses will be eliminated.

c. Progression of the cataracts can be prevented by avoidance of ultraviolet



(UV) light and good dietary management.
d. Vision enhancement techniques may improve vision until surgery becomes
an acceptable way to maintain desired activities.

31. A 60-year-old patient is being prepared for outpatient cataract surgery. When
obtaining admission data from the patient, what would the nurse expect to find in the
patient’s history?

a. A painless, sudden, severe loss of vision

b. Blurred vision, colored halos around lights, and eye pain

c. A gradual loss of vision with abnormal color perception and glare

d. Light flashes, floaters, and a “cobweb” in the field of vision with loss of
central or peripheral vision

32. A patient with bilateral cataracts is scheduled for an extracapsular cataract extraction
with an intraocular lens implantation of 1 eye. What should be done by the nurse
preoperatively?

a. Assess the visual acuity in the unoperated eye to plan the need for
postoperative assistance.

b. Inform the patient that the operative eye will need to be patched for 3 to 4
days postoperatively.

c. Assure the patient that vision in the operative eye will be improved to near
normal on the first postoperative day.

d. Teach the patient routine coughing and deep-breathing techniques to use
postoperatively to prevent respiratory complications.

33. For the patient with a retinal break, what extraocular techniques may be used with
sclera buckling to seal the break by creating an inflammatory reaction that causes a
chorioretinal adhesion or scar (select all that apply)?

a. Cryopexy

b. Vitrectomy

c. Pneumatic retinopexy

d. Laser photocoagulation
e. Penetrating keratoplasty

34. Following a pneumatic retinopexy, what does the nurse need to know about the
postoperative care for the patient?

a. Specific positioning and activity restrictions are likely to be required for
days or weeks.

b. The patient is frequently hospitalized for 7 to 10 days on bed rest until
healing is complete.

c. Patients experience little or no pain, and development of pain indicates
hemorrhage or infection.

d. Reattachment of the retina commonly fails, and patients can be expected to
grieve for loss of vision.

35. Priority Decision: What nursing action is most important for the patient with age-
related dry macular degeneration (AMD)?

a. Teach the patient how to use topical eyedrops for treatment of AMD.



b. Emphasize the use of vision enhancement techniques to improve what
vision is present.
c. Encourage the patient to undergo laser treatment to slow the deposit of
extracellular debris.
d. Explain that nothing can be done to save the patient’s vision because there
is no treatment for AMD.
36. A patient with wet AMD is treated with photodynamic therapy. What does the nurse
instruct the patient to do after the procedure?
a. Maintain the head in an upright position for 24 hours.
b. Avoid blowing the nose or causing jerking movements of the head.
c. Completely cover all the skin to avoid a thermal burn from sunlight.
d. Expect to experience blind spots where the laser has caused retinal
damage.
37. What is an important health promotion nursing intervention for a middle-aged adult
related to glaucoma?
a. Teach people at risk for glaucoma about early signs and symptoms of the
disease.
b. Prepare patients with glaucoma for lifestyle changes necessary to adapt to
eventual blindness.
c. Promote measurements of intraocular pressure every 2 to 4 years for early
detection and treatment of glaucoma.
d. Inform patients that glaucoma is curable if eye medications are
administered before visual impairment has occurred.
38. When teaching the patient about the new diagnosis of glaucoma, which characteristics
relate only to primary open-angle glaucoma (POAG) (select all that apply)?
a. Gradual loss of peripheral vision
b. Treated with iridotomy or iridectomy
c. Causes loss of central vision with corneal edema
d. May be caused by increased production of aqueous humor
e. Treated with cholinergic agents, such as pilocarpine (Pilocar)
f. Resistance to aqueous outflow through trabecular meshwork
39. Which characteristics of glaucoma are associated with only acute primary angle-
closure glaucoma (PACQG) (select all that apply)?
a. Caused by lens blocking papillary opening
b. Treated with trabeculoplasty or trabeculectomy
c. Causes loss of central vision with corneal edema
d. Treated with (-adrenergic blockers, such as betaxolol (Betoptic)
e. Causes sudden, severe eye pain associated with nausea and vomiting
f. Treated with hyperosmotic oral and IV fluids to lower intraocular pressure
40. The health care provider (HCP) has prescribed optic drops of betaxolol (Betoptic),
dipivefrin, and carbachol (Miostat) in addition to oral acetazolamide (Diamox) for
treatment of a patient with chronic open-angle glaucoma. What is the rationale for the
use of each of these drugs in the treatment of glaucoma?



Drug Rationale for Use

Betaxolol

Dipivefrin

Carbachol

Acetazolamide

Case Study
Chronic Open-Angle Glaucoma

Patient Profile

A.G., a 52-year-old black woman, was seen in her ophthalmologist’s office for a routine eye
examination. Her last examination was 5 years ago.
(XiXinXing/iStock/ Thinkstock)

Subjective Data

¢ Has no current ocular complaints

* Has not kept annually scheduled examinations because her eyes have not bothered her
¢ Takes metoprolol tartrate (Lopressor) for hypertension

* Has a family history of glaucoma

¢ Uses over-the-counter diphenhydramine for her seasonal allergies

Objective Data

¢ BP 130/78 mm Hg



* HR 72 bpm

Ophthalmic Examination

* Visual acuity: OD 20/20, OS 20/20
¢ Intraocular pressure: OD 25, OS 28; by Tono-Pen tonometry

¢ Direct and indirect ophthalmoscopy: small, scattered retinal hemorrhages; optic discs
appear normal with no cupping

* Perimetry (visual field) testing: early open-angle glaucomatous changes, OU

Interprofessional Care

The HCP prescribes betaxolol (Betoptic) gtt 1 OU. The nurse instructs A.G. on the reasons
for the drug and how to do punctal occlusion.

Discussion Questions

Using a separate sheet of paper, answer the following questions:

1. Why should A.G. have been seeing an ophthalmologist on a yearly basis even though
she had no ocular complaints?

2. Priority Decision: Based on the assessment data presented, what are the priority
nursing diagnoses? Are there any collaborative problems?

3. Patient-Centered Care: What should the nurse teach A.G. about administering the
eyedrops?

4. Why is it permissible for A.G. to use her antihistamine? What would the nurse have
told her if gonioscopy had revealed angle-closure glaucoma?

5. Will A.G. be able to discontinue her eyedrops once her intraocular pressures are
within the normal range? Explain your answer.

6. If topical therapy does not control A.G.’s intraocular pressures, what should she be
told about alternative therapies?

7. Describe the probable appearance of A.G.’s optic discs in the future if her glaucoma is
left untreated. What would her visual complaints be?

8. Patient-Centered Care: What discharge teaching should the nurse include for A.G.?
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Assessment and Management:
Auditory Problems

1. What is the organ of balance and equilibrium?
a. Cochlea
b. Organ of Corti
c. Ossicular chain
d. Semicircular canals
2. How does the eustachian tube assist the auditory system?
a. Transmits sound stimuli to the brain
b. Sets bones of the middle ear in motion
c. Allows for equalization of pressure in the middle ear
d. Transmits stimuli from the semicircular canals to the brain
3. Which changes of aging can impair hearing in the older adult (select all that apply)?
a. Atrophy of eardrum (middle ear)
b. Increased hair growth (external ear)
c. Increased production and dryness of cerumen (external ear)
d. Increased vestibular apparatus in semicircular canals (inner ear)
e. Decreased cochlear efficiency from increased blood supply (inner ear)
f. Neuron degeneration in auditory nerve and central pathways (inner ear)
4. The nurse suspects a patient has presbycusis when she says she has
a. ringing in the ears.
b. a sensation of fullness in the ears.
c. difficulty understanding the meaning of words.
d. a decrease in the ability to hear high-pitched sounds.
5. Describe the significance of the following questions asked of the patient while
obtaining subjective data during assessment of the auditory system.

Question Significance

Do you have a history of childhood ear infections or ruptured
eardrums?

Do you use any over-the-counter or prescription medications on
a regular basis?




Have you ever been treated for a head injury?

Is there a history of hearing loss in your parents?

Have you been exposed to excessive noise levels in your work or
recreational activities?

Has the amount of social activities you are involved in changed?

6. What accurately describes an assessment of the ear?
a. Major landmarks of the tympanic membrane include the umbo, handle of
malleus, and cone of light.
b. The presence of a retracted eardrum on otoscopic examination is indicative
of positive pressure in the middle ear.
c. In chronic otitis media, the nurse would expect to find a lack of landmarks
and a bulging eardrum on otoscopic examination.
d. To straighten the ear canal in an adult before insertion of the otoscope, the
nurse grasps the auricle and pulls downward and backward.
7. What indicates sensorineural hearing loss (select all that apply)?
a. Positive Rinne test
b. Negative Rinne test
c. Weber lateralization to impaired ear
d. Weber lateralization to good ear
e. External or middle ear pathology
f. Inner ear or nerve pathway pathology
8. Priority Decision: Results of an audiometry indicate that a patient has a 10-dB hearing
loss at 8000 Hz. What is the most appropriate action by the nurse?
a. Encourage the patient to start learning to lip-read
b. Speak at a normal speed and volume with the patient
c. Avoid words in conversation that have many high-pitched consonants
d. Discuss the advantages and disadvantages of various hearing aids with the
patient
9. When does caloric testing indicate disease of the vestibular system of the ear?
a. Hearing is improved with irrigation of the external ear canal
b. No nystagmus is elicited with application of water in the external ear
c. The patient experiences intolerable pain with irrigation of the external ear
d. With cool water irrigation, nystagmus is produced opposite the side of
instillation
10. Identify a specific finding identified by the nurse during assessment of each of the
patient’s functional health patterns that indicates either a risk factor for hearing
problems or the response of the patient to an ear problem.

Risk Factor for or Response to Hearing

Functional Health Patt
unctional Hea attern Problem

Health perception-health




management

Nutritional-metabolic

Elimination

Activity-exercise

Sleep-rest

Cognitive-perceptual

Self-perception—self-concept

Role-relationship

Sexuality-reproductive

Coping-stress tolerance

Value-belief

11. What is the role of the nurse in preservation of hearing?
a. Advise patients to keep the ears clear of wax with cotton-tipped
applicators.
b. Monitor patients at risk for drug-induced ototoxicity for tinnitus and
vertigo.
c. Promote the use of ear protection in work and recreational activity with
noise levels above 75 dB.
d. Advocate for MMR (measles, mumps, rubella) immunization in
susceptible women as soon as pregnancy is confirmed.
12. Number the following high-noise environments from 1 for the highest risk for ear
injury to 6 for the lowest risk for ear injury.
a. Gas lawn mower for 10 hours
b. Heavy factory noise for 8 hours
c. Using a chainsaw continuously for 2 hours
d. Working in a quiet home office for 8 hours
e. Guiding jet planes to and from airport gates
f. Sitting in front of amplifiers at a rock concert
13. A 74-year-old man has moderate presbycusis and heart disease. He takes 1 aspirin a
day as an antiplatelet agent and uses quinidine, furosemide (Lasix), and enalapril
(Vasotec) for his heart condition. What risk factors are present for hearing loss and
ototoxicity in this situation?
14. Which nursing action should be included in the management of the patient with
external otitis?
a. Irrigate the ear canal with body temperature saline several hours after
instilling lubricating eardrops.
b. Insert an ear wick deep into the ear before each application of eardrops to
disperse the medication.
c. Teach the patient to prevent further infections by instilling antibiotic drops
into the ear canal before swimming.



d. Administer eardrops without touching the dropper to the auricle and
position the ear upward for 2 minutes afterward.
15. What knowledge is needed by the nurse to best care for a patient with chronic otitis
media (select all that apply)?
a. A culture and sensitivity of drainage determines treatment.
b. It is an infection in the inner ear that may lead to headaches.
c. Full feeling in the ear, popping, and decreased hearing indicate effusion.
d. Formation of an acoustic neuroma may destroy the structures of the
middle ear or invade the dura of the brain.
e. The patient who has had a tympanoplasty should protect the ear from
infection and sudden pressure changes in the ear.
16. While caring for a patient with otosclerosis, the nurse would expect which finding in
the patient’s history and physical?
a. A strong family history of the disease
b. Symptoms of sensorineural hearing loss
c. A positive Rinne test and lateralization to the better ear on Weber testing
d. An immediate and consistent improvement in hearing at the time of
surgical treatment
17. The nurse identifies a patient is at risk for injury following a stapedectomy based on
what knowledge about this surgery?
a. Nystagmus may result from perilymph disturbances caused by surgery.
b. Stimulation of the labyrinth during surgery may cause vertigo and loss of
balance.
c. Blowing the nose or coughing may precipitate dislodgement of the
tympanic graft.
d. Postoperative tinnitus may decrease the patient’s awareness of
environmental hazards.
18. What makes up the triad of symptoms that occur with inner ear problems (select all
that apply)?
a. Vertigo
b. Nausea
c. Tinnitus
d. Sensorineural hearing loss
e. Inflammation of the ear canal
19. An appropriate nursing intervention for the patient during an acute attack of
Méniere’s disease includes providing
a. frequent repositioning.
b. a quiet, darkened room.
c. a television for diversion.
d. padded side rails on the bed.
20. What knowledge guides the nurse in providing care for a patient with an acoustic
neuroma?
a. Widespread metastasis usually occurs before symptoms of the tumor are



noticed.

b. Facial nerve function will be sacrificed during surgical treatment to
preserve hearing.

c. Early diagnosis and treatment of the tumor can preserve hearing and
vestibular function.

d. Treatment is usually delayed until hearing loss is significant because a
neuroma is a benign tumor.

21. What characteristics of hearing loss are associated with conductive loss (select all that

apply)?

a. Presbycusis

b. Speaks softly

c. Related to otitis media

d. Result of ototoxic drugs

e. Hears best in noisy environment

f. May be caused by impacted cerumen

22. The patient is diagnosed with sensorineural loss. What characteristics should the
nurse expect in this patient (select all that apply)?

a. Head trauma

b. Related to otitis media

c. Exposed to noise trauma

d. Linked with otosclerosis

e. Patient’s mother has hearing loss
f. Associated with Méniere’s disease

23. When teaching a patient to use a hearing aid, where does the nurse encourage the
patient to initially use the aid?

Case Studx

a. Outdoors, where sounds are distinct

b. At social functions, where simultaneous conversations take place

c. In a quiet, controlled environment to experiment with tone and volume

d. In public areas such as malls or stores, where others will not notice its use

Méniere’s Disease
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B.C., a 41-year-old woman, is seen in the urgent care clinic with complaints of dizziness and

Patient Profile

ringing in her right ear.

Subjective Data

* Has no medical history

¢ Feels pressure in her right ear

¢ Episodic dizziness lasting several days with nausea

* No history of falls but needs to lie down during dizziness episodes

* Denies using any medication

Objective Data

e BP 125/70 mm Hg
* HR 102 bpm
¢ Temperature 100.2° F (37.9° C)

Auditory Examination

¢ Electronystagmography (ENG): nystagmus was observed with head turned and didn’t
go away in a normal length of time.

* Audiogram: low-frequency sensorineural hearing loss in the right ear

¢ Glycerol test confirms Méniere’s Disease

Interprofessional Care
The HCP prescribes meclizine (Antivert) 25 mg once daily and bed rest during episodes of
vertigo. The nurse also instructs B.C. to change her diet and address stress management.



Discussion Questions

Using a separate sheet of paper, answer the following questions:

1. The nurse suggests taking diphenhydramine (Benadryl) during acute episodes. What
should the nurse include in teaching B.C. about this medication? How does this
medication address B.C.’s symptoms?

2. Patient-Centered Care: What should the nurse teach B.C. about administering
meclizine? What side effects should the nurse advise the patient she may experience?

3. What suggestions should the nurse include when teaching about stress management?

4. Patient-Centered Care: What dietary changes should the nurse instruct B.C. make in
her daily intake?

5. B.C. asks the nurse: “What if these interventions do not work to control my
symptoms? How will I be able to support myself if I cannot work?” How should the
nurse respond to B.C.’s concerns?

6. Patient-Centered Care: What additional discharge teaching should the nurse include
for B.C.?

7. Priority Decision: Based on the assessment data provided, what are the priority
nursing diagnoses? Are there any collaborative problems?
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Assessment: Integumentary
System

1. Use the following terms to fill in the labels in the subsequent illustration.



Terms

adipose tissue connective tissue hair shaft stratum germinativum
apocrinesweat gland hair follicle stratum corneum epidermis

arrector pili muscle sebaceous gland eccrinesweat gland nerves

blood vessels dermis melanocyte subcutaneous tissue
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2. When the nurse is assessing the skin of an older adult, which factor is likely to

contribute to dry skin?
a. Increased bruising
b. Excess perspiration

c. Decreased extracellular fluid
d. Chronic ultraviolet light exposure
3. When obtaining important health information from a patient during assessment of the
skin, it is most important for the nurse to ask about
a. a history of freckles as a child.
b. patterns of weight gain and loss.
c. communicable childhood illnesses.
d. skin problems related to the use of medications.
4. Identify 1 specific finding identified by the nurse during assessment of each of the
patient’s functional health patterns that would indicate a risk factor for skin problems

or a patient response to a skin problem.

Functional Health Pattern

Risk Factor for or Response to Skin
Problem

Health perception-health
management

Nutritional-metabolic

Elimination

Activity-exercise

Sleep-rest

Cognitive-perceptual

Self-perception—self-concept

Role-relationship




Sexuality-reproductive

Coping-stress tolerance
Value-belief

5. Priority Decision: When performing a physical assessment of the skin, what should
the nurse do first?

a. Palpate the temperature of the skin with the fingertips.

b. Assess the degree of turgor by pinching the skin on the forearm.

c. Inspect specific lesions before performing a general examination of the skin.

d. Ask the patient to undress completely so that all areas of the skin can be
inspected.

6. Which statements are true about skin and skin care (select all that apply)?

a. One of the detrimental effects of obesity on the skin is increased sweating.

b. Ultraviolet (UV) exposure from tanning beds is safer and causes less
damage than UV from the sun.

c. The nutrient that is critical in maintaining and repairing the structure of
epithelial cells is vitamin C.

d. Exposure to UV rays is believed to be the most important factor in the
development of skin cancer.

e. The photosensitivity caused by various drugs can be blocked using topical
hydrocortisone.

f. Photosensitivity results when certain chemicals in body cells and tissues
absorb light from the sun and release energy that harms the tissues and
cells.

7. The nurse sees that redness remains after palpation of a discolored lesion on the
patient’s leg. This finding is characteristic of

a. varicosities.

b. intradermal bleeding.

c. dilated blood vessels.

d. erythematous lesions.

8. A woman calls the health clinic and describes a rash that she has over the abdomen
and chest. She tells the nurse it has raised, fluid-filled, small blisters that are distinct.

a. Identify the type of primary skin lesion described by this patient.

b. What is the distribution terminology for these lesions?

c. What other information does the nurse have to document the critical
components of these lesions?

9. What is the primary difference between an excoriation and an ulcer?

a. Ulcers do not penetrate below the epidermal junction.

b. Excoriations involve only thinning of the epidermis and dermis.

c. Excoriations will form crusts or scabs, while ulcers remain open.

d. An excoriation heals without scarring because the dermis is not involved.

10. A patient has a plaque lesion on the dorsal forearm. Which type of biopsy is most
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12.

13.

14.

15.

16.

likely to be used for diagnosis of the lesion?
a. Punch biopsy
b. Shave biopsy
c. Incisional biopsy
d. Excisional biopsy

. What is the most common diagnostic test used to determine a causative agent of skin

infections?

a. Culture

b. Tzanck test

c. Immunofluorescent studies

d. Potassium hydroxide (KOH) slides
The patient asks the nurse what telangiectasia looks like. Which is the best description
for the nurse to give the patient?

a. A circumscribed, flat discoloration

b. Small, superficial, dilated blood vessels

c. Benign tumor of blood or lymph vessels

d. Tiny purple spots resulting from tiny hemorrhages
An active athletic person calls the clinic and describes her feet as having linear breaks
through the skin. What is the best documentation of this problem?

a. Scales

b. Fissure

c. Pustule

d. Comedo
A home health nurse is visiting an older obese woman who has recently had hip
surgery. She tells the patient’s caregiver that the patient has intertrigo. When the
caregiver asks what that is, the nurse should tell the caregiver that it is

a. thickening of the skin.

b. dermatitis in the folds of her skin.

c. loss of color in diffuse areas of her skin.

d. a firm plaque caused by fluid in the dermis.
When assessing a black patient, the nurse notes ashen color of the nail beds. What
should the nurse do next?

a. Palpate for rashes on the legs.

b. Assess for jaundice in the sclera of the eye.

c. Assess the mucous membranes for cyanosis.

d. Assess for pallor of the skin on the buttocks.
The patient is visiting the free clinic to refill her medications. During the generalized
assessment, the nurse documents alopecia; an increased heart rate; warm, moist,
flushed skin; and thin nails. The patient also says she is anxious and has lost weight
lately. Which systemic problem will the nurse suspect and relate to the health care
provider?

a. Hyperthyroidism

b. Systemic lupus erythematosus



c. Vitamin B, (thiamine) deficiency

d. Human immunodeficiency virus (HIV) infection
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Integumentary Problems

1. Which statements describe malignant melanomas (select all that apply)?
a. Related to chemical exposure
b. Neoplastic growth of melanocytes
c. Skin cancer with highest mortality rate
d. Irregular color and asymmetric shape
e. Frequently occurs on previously damaged skin
2. What is the most common skin cancer and has pearly borders?
a. Actinic keratosis
b. Basal cell carcinoma
c. Malignant melanoma
d. Squamous cell carcinoma
3. What skin condition has hyperkeratotic scaly lesions, is a precursor of squamous cell
carcinoma, and may be treated with topical fluorouracil (5-FU)?
a. Actinic keratosis
b. Basal cell carcinoma
c. Malignant melanoma
d. Squamous cell carcinoma
4. What characteristic is commonly seen with dysplastic nevus syndrome?
a. Associated with sun exposure
b. Precursor of squamous cell carcinoma
c. Slow-growing tumor with rare metastasis
d. Lesion has irregular color and asymmetric shape
5. Describe what is indicated by the ABCDEs of malignant melanoma.
A
B
C
D
E
6. Priority Decision: A 66-year-old black patient is scheduled to have a basal cell
carcinoma on his cheek excised in his health care provider (HCP)’s office. What
discharge teaching is most important for the nurse to include for this patient?
a. You will probably need radiation as well after the excision.
b. It is good you are having it removed to avoid massive tissue destruction.



c. It is too bad you can’t have this done by laser because it leaves less scarring.
d. Using the prescribed ointment and an adhesive bandage will promote the
healing with less scarring.

7. The nurse plans care for a patient with a newly diagnosed malignant melanoma based
on the knowledge that initial treatment may involve (select all that apply)

a. shave biopsy.

b. Mohs surgery.

c. surgical excision.

d. localized radiation.

e. 5-FU.

f. topical nitrogen mustard.

8. A patient is a 78-year-old woman who has had chronic respiratory disease for 30 years.
She weighs 212 b (96.4 kg) and is 5 ft 1 in (152.5 cm) tall. She has recently completed
corticosteroid and antibiotic treatment for an exacerbation of her respiratory disease.
Identify 4 specific predisposing factors for bacterial skin infection in this patient.

a.

b.
c.
d.
9. What is the name for papillomavirus infection seen on the skin?
a. Furuncle
b. Carbuncle
c. Erysipelas
d. Plantar wart
10. Which description characterizes seborrheic keratosis?
a. White, patchy yeast infection
b. Warty, irregular papules or plaques
c. Excessive turnover of epithelial cells
d. Deep inflammation of subcutaneous tissue
11. Which skin condition occurs as an allergic reaction to mite eggs?
a. Scabies
b. Impetigo
c. Folliculitis
d. Pediculosis
12. Which skin conditions are more common in immunosuppressed patients (select all that
apply)?
a. Acne
b. Lentigo
c. Candidiasis
d. Herpes zoster
e. Herpes simplex 1
f. Kaposi sarcoma
13. What should the nurse include in the instructions for a patient with urticaria?



a. Apply topical benzene hexachloride.
b. Avoid contact with the causative agent.
c. Gradually expose the area to increasing amounts of sunlight.
d. Use over-the-counter antihistamines routinely to prevent the condition.
14. A nurse caring for a disheveled patient with poor hygiene observes that the patient
has small red lesions flush with the skin on the head and body. The patient complains
of severe itching at the sites. For what should the nurse further assess the patient?
a. Nits on the shafts of his head hair
b. The presence of ticks attached to the scalp
c. A history of sexually transmitted infections
d. The presence of burrows in the interdigital webs
15. A patient with a contact dermatitis is treated with calamine lotion. What is the reason
for using this base for a topical preparation?
a. A suspension of oil and water to lubricate and prevent drying
b. An emulsion of oil and water used for lubrication and protection
c. Insoluble powders suspended in water that leave a residual powder on the
skin
d. A mixture of a powder and ointment that causes drying when moisture is
absorbed
16. A patient with psoriasis is being treated with psoralen plus ultraviolet A light (PUVA)
phototherapy. During the course of therapy, for what duration should the nurse teach
the patient to wear protective eyewear that blocks all UV rays?
a. Continuously for 6 hours after taking the medication
b. Until the pupils are able to constrict on exposure to light
c. For 12 hours following treatment to prevent retinal damage
d. For 24 hours following treatment when outdoors or when indoors near a
bright window

17. Identify 1 instruction the nurse should provide to a patient receiving the following
medications for dermatologic problems.

Medication Nursing Instruction
Topical antibiotics

Topical corticosteroids

Systemic antihistamines

Topical fluorouracil

Topical immunomodulators

18. Match the invasive interventions with conditions that they are used to treat
(interventions may be used for more than 1 condition).



a. Electrodessication or electrocoagulation
______ b. Excision
c. Mohs surgery
d. Curettage
e. Cryosurgery

1. Malignant melanoma
2. Common and genital warts

3.Basal and squamous cell carcinomas

4. Telangiectasia
5. Lesions involving the dermis

6. Seborrheic keratoses

19. What are the most appropriate compresses to use to promote comfort for a patient with
an inflamed, pruritic dermatitis?

a. Cool tap water compresses

b. Cool acetic acid compresses

c. Warm sterile saline compresses

d. Warm potassium permanganate compresses

20. What is an appropriate intervention to promote debridement and removal of scales
and crusts of skin lesions?

a. Warm oatmeal baths

b. Warm saline compresses

c. Cool sodium bicarbonate baths

d. Cool magnesium sulfate compresses

21. Identify the reason for using the following interventions to control pruritus.

Intervention Rationale

Cool environment

Topical menthol, camphor, or phenol

Soaks and baths

22. A female patient with chronic skin lesions of the face and arms tells the nurse that she
cannot stand to look at herself in the mirror anymore because of her appearance.
Based on this information, the nurse identifies which priority nursing diagnosis?

a. Anxiety; Etiology: as a result of personal appearance

b. Disturbed body image; Etiology: perception of unsightly lesions

c. Lack of knowledge; Etiology: lack of knowledge of cover-up techniques

d. Social isolation; Etiology: decreased activities as a result of poor self-image

23. To prevent lichenification related to chronic skin problems, what does the nurse
encourage the patient to do?

a. Use measures to control itching.

b. Wear sterile gloves when touching the lesions.

c. Use careful hand washing and safe disposal of soiled dressings.
d. Use topical antibiotics with wet-to-dry dressings over the lesions.

24. What is the most common reason patients request elective cosmetic surgery?

a. Improve self-image

b. Remove deep acne scars

c. Lighten the skin in pigmentation problems
d. Prevent skin changes associated with aging



25. Which skin condition would be treated with laser surgery?
a. Preauricular lesion
b. Redundant soft tissue conditions
c. Obesity with subcutaneous fat accumulation
d. Fine wrinkle reduction or facial lesion removal

26. What is a skin graft that is used to transfer skin and subcutaneous tissue to large areas
of deep tissue destruction called?

a. Skin flap

b. Free graft

c. Soft tissue extension

d. Free graft with vascular anastomoses

27. Priority Decision: A patient is receiving chemotherapy. She calls the HCP’s office and
says she is experiencing itching in her groin and under her breasts. What is the first

nursing assessment that would be done before the nurse makes an appointment for
the patient with the HCP to determine the treatment?

a. Her height and weight
b. What the areas look like
c. If chemotherapy was completed
d. Culture and sensitivity of the areas
28. The patient has diabetes mellitus and chronic obstructive pulmonary disease that has
been treated with high-dose corticosteroids for the past several years. Which
dermatologic manifestations could be related to these systemic problems (select all that

apply)?
a. Acne
b. Increased sweating
c. Dry, coarse, brittle hair
d. Impaired wound healing
e. Erythematous plaques of the shins
f. Decreased subcutaneous fat over extremities
Case Studx

Cellulitis
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Patient Profile

W.B., a 72-year-old man, cut his lower arm with a kitchen knife. At the time of the injury, he
did not seek medical attention, even though it was fairly deep. On the third day following
the injury, he began to be concerned about the condition of the wound and the way he was
feeling.

(BONNINSTUDIOY iStock/Thinkstock)

Subjective Data

¢ States he has a fever and has had a general feeling of malaise

* Has pain in the area of the cut and the entire lower arm

Objective Data

® 4-cm area around cut is hot, erythematous, and edematous with redness extending both
up and down his arm

e Temp: 100.8° F (38.2° C)

Discussion Questions

Using a separate sheet of paper, answer the following questions:

1. What other assessment data are needed before treatment begins?

2. What care of the wound should W.B. have taken to prevent the occurrence of
cellulitis?

3. What are the usual etiologies of this type of infection?

4. Patient-Centered Care: What discharge teaching does W.B. need to care for his wound
and cellulitis?

5. What could result if treatment is not initiated and maintained?

6. Priority Decision: Based on the assessment data presented, what are the priority
nursing diagnoses? Are there any collaborative problems?
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Burns

1. Which type of burn injury would cause myoglobinuria, long bone fractures,
dysrhythmias, and/or cardiac arrest?
a. Thermal
b. Electrical
c. Chemical
d. Smoke and inhalation
2. Which characteristics accurately describe chemical burns (select all that apply)?
a. Metabolic asphyxiation may occur.
b. Metabolic acidosis occurs immediately following the burn.
c. The visible skin injury does not often represent the full extent of tissue
damage.
d. Lavaging with large amounts of water is important to stop the burning
process with these injuries.
e. Alkaline substances that cause these burns continue to cause tissue damage
even after being neutralized.
3. When assessing a patient’s full-thickness burn injury during the emergent phase, what
would the nurse expect to find?
a. Leathery, dry, hard skin
b. Red, fluid-filled vesicles
c. Massive edema at the injury site
d. Serous exudate on a shiny, dark brown wound
4. A patient has the following mixed deep partial-thickness and full-thickness burn
injuries: face, anterior neck, right anterior trunk, and anterior surfaces of the right arm
and lower leg.
a. According to the Lund-Browder chart, what is the extent of the patient’s
burns?
% total body surface area (TBSA)
b. According to the rule of nines chart, what is the extent of the patient’s
burns?
% TBSA
c. Is it possible to determine the actual extent and depth of burn injury during
the emergent phase of the burn? Why or why not?
5. Priority Decision: Number the following actions in the order they should be done in



the emergency management of a burn of any type, beginning with number 1 for the
first action.
a. Establish and maintain an airway.
b. Assess for other associated injuries.
c. Establish an IV line with a large-gauge needle.
d. Remove the patient from the burn source and stop the burning
process.

6. The patient was admitted to the burn center with a full-thickness burn 42 hours after
the thermal burn occurred. The nurse will apply actions related to which phase of
burn management for this patient’s care?

a. Acute

b. Emergent

c. Postacute

d. Rehabilitative

7. During the early emergent phase of burn injury, the patient’s laboratory results would

most likely include
a. 1 Hematocrit (Hct), | serum albumin, | serum Na, T serum K.
b. | Hct, | serum albumin, | serum Na, | serum K.
c. | Het, T serum albumin, 1 serum Na, T serum K.
d. 7 Hct, 1 serum albumin, | serum Na, | serum K.
8. What is the initial cause of hypovolemia during the emergent phase of burn injury?
a. Increased capillary permeability
b. Loss of sodium to the interstitium
c. Decreased vascular oncotic pressure
d. Fluid loss from denuded skin surfaces
9. How is the immune system altered in a burn injury?
a. Bone marrow stimulation
b. Increase in immunoglobulin levels
c. Impaired function of white blood cells (WBCs)
d. Overwhelmed by microorganisms entering denuded tissue
10. What is 1 clinical manifestation the nurse would expect to find during the emergent
phase in a patient with a full-thickness burn over the lower half of the body?
a. Fever
b. Shivering
c. Severe pain
d. Unconsciousness
11. Priority Decision: A patient has a 20% TBSA deep partial-thickness and full-thickness
burn to the right anterior chest and entire right arm. What is most important for a
nurse to assess in this patient?
a. Presence of pain
b. Swelling of the arm
c. Formation of eschar
d. Presence of pulses in the arms



12. Which burn patient should have orotracheal or endotracheal intubation?
a. Carbon monoxide poisoning
b. Electrical burns causing cardiac dysrhythmias
c. Thermal burn injuries to the face, neck, or airway
d. Respiratory distress from eschar formation around the chest
13. A patient is admitted to the emergency department at 10:15 pm following a flame burn
at 9:30 pm. The patient has 40% TBSA deep partial-thickness and full-thickness burns

and weighs 132 Ib.
a. According to the Parkland (Baxter) formula, the type of fluid prescribed for
the patient would be , and the total amount to be
given during the first 24 hours would be mL.
b. The schedule for the fluid administration would be mL between
and (time), mL between
and , and mL between and

c. Colloidal solutions are given in the second 24 hours. Based on the patient’s
body weight, what amount of these solutions will be given during this

time?
d. The adequacy of the patient’s fluid replacement is determined
by and .

14. A patient’s deep partial-thickness facial burns are treated with the open method. What
should the nurse do when caring for the patient?
a. Ensure that sterile water is used in the debridement tank.
b. Wear a cap, mask, gown, and gloves during patient contact.
c. Use sterile gloves to remove the dressings and wash the wounds.
d. Apply topical antimicrobial ointment with clean gloves to prevent wound
trauma.

15. A patient with deep partial-thickness burns over 45% of his trunk and legs is going for
debridement in the cart shower 48 hours postburn. What is the drug of choice to
control the patient’s pain during this activity?

a. IV morphine

b. Midazolam

c. IM meperidine (Demerol)
d. Long-acting oral morphine

16. The nurse assesses that bowel sounds are absent and abdominal distention is present
in a patient 12 hours postburn. The nurse notifies the health care provider and
anticipates doing what action next?

a. Withhold all oral intake except water.

b. Insert a nasogastric tube for decompression.

c. Administer a Hy-histamine blocker, such as ranitidine (Zantac).

d. Give nutritional supplements through a feeding tube placed in the
duodenum.

17. How should the nurse position the patient with ear, face, and neck burns?

a. Prone



18.

19.

20.

21.

22.

23.

b. On the side
c. Without pillows
d. With extra padding around the head
Identify the factors that increase nutritional needs of the patient during the emergent
and acute phases of burn injury (select all that apply).
a. Electrolyte imbalance
b. Core temperature elevation
c. Calories and protein used for tissue repair
d. Hypometabolic state secondary to decreased gastrointestinal function
e. Massive catabolism characterized by protein breakdown and increased
gluconeogenesis
At the end of the emergent phase and the initial acute phase of burn injury, a patient
has a serum sodium level of 152 mEq/L (152 mmol/L) and a serum potassium level of
2.8 mEq/L (2.8 mmol/L). What could have caused these imbalances?
a. Free oral water intake
b. Prolonged hydrotherapy
c. Mobilization of fluid and electrolytes in the acute phase
d. Excessive fluid replacement with dextrose in water without potassium
supplementation
Priority Decision: A burn patient has a nursing diagnosis of impaired mobility due to
limited range of motion (ROM) resulting from pain. What is the best nursing
intervention for this patient?
a. Have the patient perform ROM exercises when pain is not present.
b. Provide analgesic medications before physical activity and exercise.
c. Teach the patient the importance of exercise to prevent contractures.
d. Arrange for the physical therapist to encourage exercise during
hydrotherapy.
The nurse initially suspects the possibility of sepsis in the burn patient based on which
change?
a. Vital signs
b. Urinary output
c. Gastrointestinal function
d. Burn wound appearance
Identify 1 major complication of burns that is believed to be stress related that may
occur in each of these systems during the acute burn phase.

Body System Complication

Neurologic

Gastrointestinal

Endocrine

Complete the following sentences.



a. A permanent skin graft that may be available for the patient with large
body surface area burns who has limited skin for donor harvesting is

b. Early excision and grafting of burn wounds involve excising
down to clean viable tissue and applying a(n)
whenever possible.
c. Blebs can be removed from facial skin grafts by
24. The burn patient has developed an increasing dread of painful dressing changes. What
would be the most appropriate treatment to ask the health care provider to prescribe?
a. Midazolam to be used with morphine before dressing changes
b. Buprenorphine to be given with morphine before dressing changes
c. Morphine in a dosage range so that more may be given before dressing
changes
d. Patient-controlled analgesia so that the patient may have control of
analgesic administration
25. During the rehabilitation phase of a burn injury, what can control the contour of the
scarring?

a. Pressure garments
b. Avoidance of sunlight
c. Splinting joints in extension
d. Application of emollient lotions
26. A 24-year-old female patient does not want the wound cleansing and dressing change
to take place. She asks, “What difference will it make anyway?” What will the nurse
encourage the patient to do?
a. Have the wound cleaned and the dressing changed.
b. Have a snack before having the treatments completed.
c. Talk about what is troubling her with the nurse and/or her family.
d. Call the chaplain to come and talk to her and convince her to have the care.
27. Priority Decision: The nurse has received the change-of-shift report on a group of
patients. Indicate the priority order in which the nurse should see these patients.
a. A 40-year-old female who is returning from the postanesthesia care
unit (PACU) following surgical debridement of her back and legs
b. A 76-year-old male with partial-thickness burns of his arms and
abdomen who is complaining of severe pain
c. A 62-year-old female who was just admitted following partial-
thickness burns to her anterior chest, face, and neck
d. An 18-year-old male with full-thickness burns of his lower
extremities who is refusing to go for his scheduled dressing change

CaseStudx
Burn Patient in Rehabilitation Phase




Patient Profile

D.K. is a 30-year-old woman who has been in the burn center for 3 weeks. She sustained
partial- and full-thickness burns to both hands and forearms while cooking. She has

undergone 3 surgeries for escharotomy and split-thickness skin grafting. She is married and

has 3 young children at home. Her husband assists her with all activities when he is
present. Her health care providers feel she is nearly ready for discharge, but she has been
tearful and noncompliant with therapy. D.K. and her husband refuse to look at her hand
grafts, which continue to require light dressings. She has not seen her children since
admission.

(vystek-photographie/iStock/Thinkstock)

Discussion Questions

Using a separate sheet of paper, answer the following questions:

1. When should discharge planning start with D.K.? Who should be involved in the
planning and implementation of the teaching process before discharge?

2. Collaboration: Describe the nutritional needs that D.K. will have after discharge and
interventions to meet those needs.

3. Patient-Centered Care: D.K. has been wearing hand and elbow splints at night while
in the burn center. What instructions will D.K. need regarding her splinting and
exercise routine at home?

4. Patient-Centered Care: D.K. complains of tightness in her hands, which restricts her
motion. She uses this excuse to avoid exercise and independent performance of her

activities of daily living. What activities and teaching would be beneficial to address

this issue?

5. Collaboration: D.K. and her husband have been extremely upset and anxious
regarding D.K.’s discharge. They are not actively participating in the discharge-
planning process. What priority interventions should the interprofessional team
implement to assist the couple?

6. What are some of the feelings D.K. and her family may experience following her



return home? What can the nurse do to prepare the family?

7. Patient-Centered Care: What are the priority needs that must be addressed with D.K.
and her husband regarding dressing changes and graft care before discharge from
the burn center? Discuss how this should be managed.

8. Priority Decision: Based on the assessment data presented, what are the priority
nursing diagnoses? Are there any collaborative problems?



SECTION 6

Problems of Oxygenation:
Ventilation
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Assessment: Respiratory System

1. Number the following organs in the order of the pathway of air inspired through the
nose. Number 1 is the first organ after the environment, and number 13 is the last
organ before the alveoli.






a. Carina
__ b.Larynx
c. Glottis
d. Trachea
e. Epiglottis
f. Nasal cavity
g. Bronchioles
h. Oropharynx
i. Nasopharynx
j- Alveolar duct
k. Laryngopharynx
1. Mainstem bronchi
m. Segmental bronchi
2. A 92-year-old female patient is being admitted to the emergency department with
severe shortness of breath. Being aware of the patient’s condition, what approach
should the nurse use to assess the patient’s lungs (select all that apply)?
a. Apex to base
b. Base to apex
c. Lateral sequence
d. Anterior then posterior
e. Posterior then anterior
3. What keeps alveoli from collapsing?
a. Carina
b. Surfactant
c. Empyema
d. Thoracic cage
4. What accurately describes the alveolar sacs?
a. Line the lung pleura
b. Warm and moisturize inhaled air
c. Terminal structures of the respiratory tract
d. Contain dead air that is not available for gas exchange
5. What covers the larynx during swallowing?
a. Trachea
b. Epiglottis
c. Turbinates
d. Parietal pleura
6. Priority Decision: A 75-year-old patient who is breathing room air has the following
arterial blood gas (ABG) results: pH 7.40, partial pressure of oxygen in arterial blood
(PaO,) 74 mm Hg, arterial oxygen saturation (SaO,) 92%, partial pressure of carbon

dioxide in arterial blood (PaCO,) 40 mm Hg. What is the most appropriate action by

the nurse?



a. Document the results in the patient’s record.
b. Repeat the ABGs within an hour to validate the findings.
c. Encourage deep breathing and coughing to open the alveoli.
d. Initiate pulse oximetry for continuous monitoring of the patient’s oxygen
status.
7. A patient’s ABGs include a PaO, of 88 mm Hg and a PaCO, of 38 mm Hg, and mixed

venous blood gases include a partial pressure of oxygen in venous blood (PvO,) of
40 mm Hg and partial pressure of carbon dioxide in venous blood (PvCO,) of 46 mm

Hg. What do these findings indicate?
a. Impaired cardiac output
b. Unstable hemodynamics
c. Inadequate delivery of oxygen to the tissues
d. Normal capillary oxygen—carbon dioxide exchange
8. Priority Decision: A pulse oximetry monitor indicates that the patient has a drop in
arterial oxygen saturation by pulse oximetry (SpO,) from 95% to 85% over several

hours. What is the first action the nurse should take?
a. Order stat ABGs to confirm the SpO, with a SaO,.

b. Start oxygen administration by nasal cannula at 2 L/min.
c. Check the position of the probe on the finger or earlobe.
d. Notify the health care provider of the change in baseline PaO,.
9. Pulse oximetry may not be a reliable indicator of oxygen saturation in which patient?

a. Patient with a fever
b. Patient who is anesthetized
c. Patient in hypovolemic shock
d. Patient receiving oxygen therapy

10. A 73-year-old patient has an SpO, of 70%. What other assessment should the nurse

consider before making a judgment about the adequacy of the patient’s oxygenation?
a. What the oxygenation status is with a stress test
b. Trend and rate of development of the hyperkalemia
c. Comparison of patient’s SpO, values with the normal values

d. Comparison of patient’s current vital signs with normal vital signs
11. Which values indicate a need for the use of continuous oxygen therapy?
a. SpO; of 92%; PaO, of 65 mm Hg

b. SpO, of 95%; PaO, of 70 mm Hg
c. SpO, of 90%; PaO, of 60 mm Hg
d. SpO, of 88%; PaO, of 55 mm Hg

12. Why does a patient’s respiratory rate increase when there is an excess of carbon
dioxide in the blood?

a. CO, displaces oxygen on hemoglobin, leading to a decreased PaO,.

b. CO, causes an increase in the amount of hydrogen ions available in the



body.
c. CO, combines with water to form carbonic acid, which lowers the pH of

cerebrospinal fluid.
d. CO, directly stimulates chemoreceptors in the medulla to increase

respiratory rate and volume.
13. Which respiratory defense mechanism is most impaired by smoking?
a. Cough reflex
b. Filtration of air
¢. Mucociliary clearance
d. Reflex bronchoconstriction
14. Which age-related changes in the respiratory system cause decreased secretion
clearance (select all that apply)?
a. Decreased force of cough
b. Decreased functional cilia
c. Decreased chest wall compliance
d. Small airway closure earlier in expiration
e. Decreased functional immunoglobulin A (IgA)
15. Identify 1 specific finding identified by the nurse during assessment of each of the
patient’s functional health patterns that indicates a risk factor for respiratory problems
or a patient response to an actual respiratory problem.

Risk Factor for or Response to Respiratory

Functional Health Pattern Problem

Health perception-health
management

Nutritional-metabolic

Elimination

Activity-exercise

Sleep-rest

Cognitive-perceptual

Self-perception—self-concept

Role-relationship

Sexuality-reproductive

Coping-stress tolerance
Value-belief

16. The abnormal assessment findings of dullness and hyperresonance are found with
which assessment technique?
a. Inspection
b. Palpation



c. Percussion
d. Auscultation
17. Palpation is the assessment technique used to find which abnormal assessment
findings (select all that apply)?
a. Stridor
b. Finger clubbing
c. Tracheal deviation
d. Limited chest expansion
e. Increased tactile fremitus
f. Use of accessory muscles
18. How does the nurse assess the patient’s chest expansion?
a. Put the palms of the hands against the chest wall.
b. Put the index fingers on either side of the trachea.
c. Place the thumbs at the midline of the lower chest.
d. Place 1 hand on the lower anterior chest and 1 hand on the upper
abdomen.
19. When does the nurse record the presence of an increased anteroposterior (AP)
diameter of the chest?
a. There is a prominent protrusion of the sternum.
b. The width of the chest is equal to the depth of the chest.
c. There is equal but diminished movement of the 2 sides of the chest.
d. The patient cannot fully expand the lungs because of kyphosis of the spine.
20. The patient is admitted with pneumonia, and the nurse hears a grating sound when
she assesses the patient. How should the nurse document this sound?
a. Stridor
b. Bronchophony
c. Course crackles
d. Pleural friction rub
21. Match the descriptions or possible causes with the appropriate abnormal assessment
findings.

_____ __a. Finger clubbing 1. Lung consolidation with fluid or exudate
______ b.Stridor 2. Air trapping
,,,,,, c. Wheezes 3. Atelectasis
_______d.Pleural friction rub 4. Interstitial edema
___ e Increased tactile fremitus 5. Bronchoconstriction
_____ f. Hyperresonance 6. Partial obstruction of trachea or larynx
g. Fine crackles 7. Chronic hypoxemia
___h. Absent breath sounds 8. Pleurisy

22. A nurse has been caring for a patient with tuberculosis (TB) and has a TB skin test
performed. When is the nurse considered infected?
a. There is no redness or induration at the injection site.
b. There is an induration of only 5 mm at the injection site.
c. A negative skin test is followed by a negative chest x-ray.
d. Testing causes a 10-mm red, indurated area at the injection site.
23. What is a primary nursing responsibility after obtaining a blood specimen for ABGs?



a. Add heparin to the blood specimen.

b. Apply pressure to the puncture site for 2 full minutes.

c. Take the specimen immediately to the laboratory in an iced container.

d. Avoid any changes in oxygen intervention for 15 minutes following the
procedure.

24. What should the nurse do when preparing a patient for a pulmonary angiogram?

a. Assess the patient for iodine allergy.

b. Implement NPO orders for 6 to 12 hours before the test.

c. Explain the test before the patient signs the informed consent form.

d. Inform the patient that radiation isolation for 24 hours after the test is
necessary.

25. The nurse is preparing the patient for and will assist the health care provider with a
thoracentesis in the patient’s room. Number the following actions in the order the
nurse should complete them. Use 1 for the first action and 7 for the last action.

a. Verify breath sounds in all fields.

b. Obtain the supplies that will be used.

c. Send labeled specimen containers to the laboratory.

d. Direct the family members to the waiting room.

e. Observe for signs of hypoxia during the procedure.

f. Instruct the patient not to talk during the procedure.

g. Position the patient sitting upright with the elbows on an over-the-
bed table.

26. After which diagnostic study should the nurse observe the patient for symptoms of a
pneumothorax?

a. Thoracentesis
b. Pulmonary function test
c. Ventilation-perfusion scan
d. Positron emission tomography (PET) scan
27. The health care provider orders a pulmonary angiogram for a patient admitted with

dyspnea and hemoptysis. For which problem is this test most commonly used as a
diagnostic measure?

a. TB
b. Cancer of the lung
c. Airway obstruction
d. Pulmonary embolism
28. Match the following pulmonary capacities and function tests with their descriptions.

______aVt 1. Amount of air exhaled in first second of forced vital capacity

______b.RV 2. Maximum amount of air lungs can contain

- GTLC 3. Volume of air inhaled and exhaled with each breath

_______d.vC 4. Maximum amount of air that can be exhaled after maximum inspiration
______eFVC 5. Amount of air that can be quickly and forcefully exhaled after maximum inspiration
ffffff f. PEFR 6. Maximum rate of airflow during forced expiration
_____ g FEV, 7. Amount of air remaining in lungs after forced expiration
_ ____ h.FRC 8. Volume of air in lungs after normal exhalation




26

Upper Respiratory Problems

1. A patient develops epistaxis after removal of a nasogastric tube. What action should
the nurse take?
a. Pinch the soft part of the nose.
b. Position the patient on the side.
c. Have the patient hyperextend the neck.
d. Apply an ice pack to the back of the neck.

2. Priority Decision: The nurse receives an evening report on a patient who underwent
posterior nasal packing for epistaxis earlier in the day. What is the first patient
assessment the nurse should make?

a. Patient’s temperature

b. Level of the patient’s pain

c. Drainage on the nasal dressing

d. Oxygen saturation by pulse oximetry

3. What does the nurse teach the patient with intermittent allergic rhinitis is the most

effective way to decrease allergic symptoms?
a. Undergo weekly immunotherapy.
b. Identify and avoid triggers of the allergic reaction.
c. Use cromolyn nasal spray prophylactically year-round.
d. Use over-the-counter antihistamines and decongestants during an acute
attack.

4. During assessment of the patient with a viral upper respiratory infection, the nurse
recognizes that antibiotics may be indicated based on what finding?

a. Cough and sore throat

b. Copious nasal discharge

c. Temperature of 100° F (38° C)
d. Dyspnea and severe sinus pain

5. A 36-year-old patient with type 1 diabetes mellitus asks the nurse whether an
influenza vaccine is necessary every year. What is the best response by the nurse?

a. “You should get the inactivated influenza vaccine that is injected every
year.”

b. “Only health care workers in contact with high-risk patients should be
immunized each year.”

c. “An annual vaccination is not necessary because previous immunity will



protect you for several years.”
d. “Antiviral drugs, such as zanamivir (Relenza), eliminate the need for
vaccine except in the older adult.”

6. A patient with an acute pharyngitis is seen at the clinic with fever and severe throat
pain that affects swallowing. On inspection, the throat is reddened and edematous
with patchy yellow exudates. The nurse anticipates that interprofessional
management will include

a. treatment with antibiotics.

b. treatment with antifungal agents.

c. a throat culture or rapid strep antigen test.

d. treatment with medication only if the pharyngitis does not resolve in 3 to 4
days.

7. While the nurse is feeding a patient, the patient appears to choke on the food. Which
symptoms indicate to the nurse that the patient has a partial airway obstruction (select
all that apply)?

a. Stridor

b. Cyanosis

c. Wheezing

d. Bradycardia

e. Rapid respiratory rate

8. What is an advantage of a tracheostomy over an endotracheal (ET) tube for long-term

management of an upper airway obstruction?

a. A tracheostomy is safer to perform in an emergency.

b. An ET tube has a higher risk of tracheal pressure necrosis.

c. A tracheostomy tube allows for more comfort and mobility.

d. An ET tube is more likely to lead to lower respiratory tract infection.

9. What are the characteristics of a fenestrated tracheostomy tube (select all that apply)?

a. The cuff passively fills with air.

b. Cuff pressure monitoring is not required.

c. It has two tubings with one opening just above the cuff.

d. Patient can speak with an attached air source with the cuff inflated.

e. Airway obstruction is likely if the exact steps are not followed to produce
speech.

f. Airflow around the tube and through the window allows speech when the
cuff is deflated and the plug is inserted.

10. During care of a patient with a cuffed tracheostomy, the nurse notes that the
tracheostomy tube has an inner cannula. To care for the tracheostomy appropriately,
what should the nurse do?

a. Deflate the cuff, then remove and suction the inner cannula.

b. Remove the inner cannula and replace it per institutional guidelines.

c. Remove the inner cannula if the patient shows signs of airway obstruction.

d. Keep the inner cannula in place at all times to prevent dislodging the
tracheostomy tube.



11.

12.

13.

14.

15.

16.

Which actions prevent the dislodgement of a tracheostomy tube in the first 3 days
after its placement (select all that apply)?
a. Provide tracheostomy care every 24 hours.
b. Keep the patient in the semi-Fowler’s position at all times.
c. Keep a same-size or larger replacement tube at the bedside.
d. Tracheostomy ties are not changed for 24 hours after tracheostomy
procedure.
e. Suction the tracheostomy tube when there is a moist cough or a decreased
arterial oxygen saturation by pulse oximetry (SpO,).

f. A physician performs the first tracheostomy tube change 2 days after the
tracheostomy.

Collaboration: In planning the care for a patient with a tracheostomy who has been
stable and is to be discharged later in the day, the registered nurse (RN) may delegate
which interventions to the licensed practical/vocational nurse (LPN/VN) (select all that
apply)?

a. Suction the tracheostomy.

b. Provide tracheostomy care.

c. Determine the need for suctioning.

d. Assess the patient’s swallowing ability.

e. Teach the patient about home tracheostomy care.
What is included in the nursing care of the patient with a cuffed tracheostomy tube?

a. Change the tube every 3 days.

b. Monitor cuff pressure every 8 hours.

c. Perform mouth care every 12 hours.

d. Assess arterial blood gases every 8 hours.
Priority Decision: A patient’s tracheostomy tube becomes dislodged with vigorous
coughing. What should be the nurse’s first action?

a. Attempt to replace the tube.

b. Notify the health care provider.

c. Place the patient in high Fowler’s position.

d. Ventilate the patient with a manual resuscitation bag until the health care

provider arrives.

When obtaining a health history from a patient with possible cancer of the mouth,
what would the nurse expect the patient to report?

a. Long-term denture use

b. Heavy tobacco and/or alcohol use

c. Persistent swelling of the neck and face

d. Chronic herpes simplex infections of the mouth and lips
The patient has been diagnosed with an early vocal cord cancer. The nurse explains
that usual treatment includes

a. radiation therapy that preserves the quality of the voice.

b. a hemilaryngectomy that prevents the need for a tracheostomy.

c. a radical neck dissection that removes possible sites of metastasis.



d. a total laryngectomy to prevent development of second primary cancers.
17. During preoperative teaching for the patient scheduled for a total laryngectomy, what
should the nurse include?
a. The postoperative use of nonverbal communication techniques
b. Techniques that will be used to alleviate a dry mouth and prevent
stomatitis
c. The need for frequent, vigorous coughing in the first 24 hours
postoperatively
d. Self-help groups and community resources for patients with cancer of the
larynx
18. When assessing the patient on return to the surgical unit following a total
laryngectomy and radical neck dissection, what would the nurse expect to find?
a. A closed-wound drainage system
b. A nasal ET tube in place
c. A nasogastric tube with orders for tube feedings
d. A tracheostomy tube and mechanical ventilation
19. What should the nurse include in discharge teaching for the patient with a total
laryngectomy?
a. How to use esophageal speech to communicate
b. How to use a mirror to suction the tracheostomy
c. The necessity of never covering the laryngectomy stoma
d. The need to use baths instead of showers for personal hygiene
20. What is the most normal functioning method of speech restoration for the patient with
a total laryngectomy?
a. Esophageal speech
b. A transesophageal puncture
c. An electrolarynx held to the neck
d. An electrolarynx placed in the mouth

Case Study
Rhinoplasty




Patient Profile

F.N. is a 28-year-old male patient who sustained bilateral fractures of the nose, 3 rib
fractures, and a comminuted fracture of the tibia in an automobile crash 5 days ago. An
open reduction and internal fixation of the tibia were performed the day of the trauma. F.N.
is now scheduled for a rhinoplasty to reestablish an adequate airway and improve cosmetic
appearance.

(g-stockstudio/ iStock/Thinkstock)

Subjective Data

* Reports facial pain at a level of 6 on a 10-point scale
* Expresses concern about his facial appearance
¢ Complains of dry mouth

Objective Data

* RR 24

* HR 68 bpm

¢ Bilateral ecchymosis of eyes (raccoon eyes)

¢ Periorbital and facial edema reduced by about half since second hospital day

* Has been NPO since midnight in preparation for surgery

Discussion Questions

Using a separate sheet of paper, answer the following questions:

1. When F.N. was admitted, examination of his nose revealed clear drainage. What is the



significance of the drainage? What testing is indicated?

2. What is the reason for delaying repair of F.N.’s nose for several days after the trauma?

3. What measures should be taken to maintain F.N.’s airway before and after surgery?

4. Priority Decision: When F.N. arrives in the postanesthesia care unit (PACU) following
surgery, what priority assessments should the nurse make in the immediate
postoperative period?

5. Priority Decision: Based on the assessment data presented, what are the priority
nursing diagnoses? Are there any collaborative problems?

6. Priority Decision: F.N.’s nasal packing is removed in 24 hours, and he is to be
discharged. What priority discharge teaching should the nurse provide?
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Lower Respiratory Problems

1. How do microorganisms reach the lungs and cause pneumonia (select
all that apply)?

a. Aspiration

b. Lymphatic spread

c. Inhalation of microbes in the air

d. Touch contact with the infectious microbes

e. Hematogenous spread from infections elsewhere in the body
2. Why is the classification of pneumonia as community-acquired
pneumonia (CAP) or hospital-acquired pneumonia (HAP) clinically
useful?

a. Atypical pneumonia syndrome is more likely to occur in HAP.

b. Diagnostic testing does not have to be used to identify causative

agents.

c. Causative agents can be predicted, and empiric treatment is often

effective.

d. IV antibiotic therapy is necessary for HAP, but oral therapy is

adequate for CAP.
3. The microorganisms Pneumocystis jiroveci (PJP) and cytomegalovirus
(CMYV) are associated with which type of pneumonia?

a. Necrotizing pneumonia

b. Opportunistic pneumonia

c. HAP

d. CAP
4. Which microorganisms are associated with both CAP and HAP (select
all that apply)?

a. Klebsiella

b. Acinetobacter

c. Staphylococcus aureus

d. Mycoplasma pneumoniae

e. Pseudomonas aeruginosa

f. Streptococcus pneumoniae



5. Place the most common pathophysiologic stages of pneumonia in
order. Number the first stage with 1 and the last stage with 4.
a. Macrophages lyse the debris and normal lung tissue and
function is restored.
b. Mucus production increases and can obstruct airflow and
further decrease gas exchange.
c. Inflammatory response in the lungs with neutrophils is
activated to engulf and kill the offending organism.
d. Increased capillary permeability contributes to alveolar
filling with organisms and neutrophils leading to hypoxia.
6. When obtaining a health history from a 76-year-old patient with
suspected CAP, what does the nurse expect the patient or caregiver to
report?
a. Confusion
b. A recent loss of consciousness
c. An abrupt onset of fever and chills
d. A gradual onset of headache and sore throat
7. What is the initial antibiotic treatment for pneumonia based on?
a. The severity of symptoms
b. The presence of characteristic leukocytes
c. Gram stains and cultures of sputum specimens
d. History and physical examination and characteristic chest x-ray
findings
8. Priority Decision: After the health care provider sees a patient
hospitalized with a stroke who developed a fever and adventitious lung
sounds, the following orders are written. Which order should the nurse
implement first?
a. Anterior/posterior and lateral chest x-rays
b. Start IV levofloxacin 500 mg every 24 hr now
c. Complete blood count (CBC) with differential
d. Sputum specimen for Gram stain and culture and sensitivity
9. Identify 4 clinical situations in which hospitalized patients are at risk
for aspiration pneumonia and 1 nursing intervention for each situation
that is indicated to prevent pneumonia.
Clinical Nursing
Situation Intervention




10. Following assessment of a patient with pneumonia, the nurse
identifies a nursing diagnosis of impaired gas exchange based on which
finding?

a. Arterial oxygen saturation by pulse oximetry (SpO,) of 86%

b. Crackles in both lower lobes

c. Temperature of 101.4° F (38.6° C)

d. Production of greenish purulent sputum
11. A patient with pneumonia is having difficulty clearing the airway
because of pain, fatigue, and thick secretions. What is an expected
outcome for this patient?

a. SpO, is 90%

b. Lungs clear to auscultation

c. Patient tolerates walking in hallway

d. Patient takes 3 to 4 shallow breaths before coughing to minimize

pain
12. During an annual health assessment of a 66-year-old patient at the
clinic, the patient tells the nurse he has not had the pneumonia vaccine.
What should the nurse advise him about the best way for him to prevent
pneumonia?

a. Obtain a pneumococcal vaccine now and get a booster 12 months

later.

b. Seek medical care and antibiotic therapy for all upper respiratory

infections.

c. Obtain the pneumococcal vaccine if he is exposed to individuals

with pneumonia.

d. Obtain only the influenza vaccine every year because he should

have immunity to the pneumococcus because of his age.
13. To what was the resurgence in tuberculosis (TB) resulting from the
emergence of multidrug-resistant (MDR) strains of Mycobacterium
tuberculosis related?

a. A lack of effective means to diagnose TB

b. Poor compliance with drug therapy in patients with TB

c. Indiscriminate use of antitubercular drugs in treatment of other



infections

d. Increased population of immunosuppressed persons with acquired

immunodeficiency syndrome (AIDS)
14. Priority Decision: A patient diagnosed with class 3 TB 1 week ago is
admitted to the hospital with symptoms of chest pain and coughing. What
nursing action has the highest priority?

a. Administering the patient’s antitubercular drugs

b. Admitting the patient to an airborne infection isolation room

c. Preparing the patient’s room with suction equipment and extra

linens

d. Placing the patient in an intensive care unit, where he can be

closely monitored
15. When obtaining a health history from a patient suspected of having
early TB, the nurse should ask the patient about what manifestations?

a. Chest pain, hemoptysis, and weight loss

b. Fatigue, low-grade fever, and night sweats

c. Cough with purulent mucus and fever with chills

d. Pleuritic pain, nonproductive cough, and temperature elevation at

night
16. Which medications would be used in 4-drug treatment for the initial
phase of TB (select all that apply)?

a. Isoniazid

b. Levofloxacin

c. Pyrazinamide

d. Rifampin (Rifadin)

e. Rifabutin (Mycobutin)

f. Ethambutol (Myambutol)
17. Patient-Centered Care: A patient with active TB continues to have
positive sputum cultures after 6 months of treatment. She says she cannot
remember to take the medication all the time. What is the best action for
the nurse to take?

a. Arrange for directly observed therapy (DOT) by a public health

nurse.

b. Schedule the patient to come to the clinic every day to take the

medication.

c. Have a patient who has recovered from TB tell the patient about his

successful treatment.



d. Schedule more teaching sessions so that the patient will understand
the risks of noncompliance.
18. Priority Decision: To reduce the risk for many occupational lung
diseases, what is the most important measure the occupational nurse
should promote?
a. Maintaining smoke-free work environments for all employees
b. Using masks and effective ventilation systems to reduce exposure
to irritants
c. Inspection and monitoring of workplaces by national occupational
safety agencies
d. Requiring periodic chest x-rays and pulmonary function tests for
exposed employees
19. During a health promotion program, why should the nurse plan to
target women in a discussion of lung cancer prevention (select all that
apply)?
a. Women develop lung cancer at a younger age than do men.
b. More women die from lung cancer than die from breast cancer.
c. Women have a worse prognosis from lung cancer than do men.
d. Black women have a higher rate of lung cancer than other ethnic
groups.
e. Nonsmoking women are at greater risk for developing lung cancer
than nonsmoking men are.
20. A patient with a 40 pack-year smoking history has recently stopped
smoking because of the fear of developing lung cancer. The patient asks
the nurse what he can do to learn about whether he develops lung cancer.
What is the best response from the nurse?
a. “You should get a chest x-ray every 6 months to screen for any new
growths.”
b. “It would be very rare for you to develop lung cancer now that you
have stopped smoking.”
c. “You should monitor for any persistent cough, wheezing, or
difficulty breathing, which could indicate tumor growth.”
d. “Adults aged 55 to 77 years with a history of heavy smoking who
quit in the past 15 years should be screened yearly with low-dose
CT.”
21. A patient with a lung mass found on chest x-ray is undergoing further
testing. The nurse explains that a definitive diagnosis of lung cancer can



be confirmed using which diagnostic test?

a. Lung biopsy

b. Lung tomograms

c. Pulmonary angiography

d. CT scans
22. Match the following treatments for lung cancer with their
descriptions.

a.Considered primary treatment for small cell lung cancer (SCLC) 1. Surgical therapy

b.Drug activated by laser light that destroys cancer cells 2. Radiation therapy

c.Electric current heats and destroys tumor cells 3. Chemotherapy

d.Palliative treatment for airway collapse or external compression 4. Prophylactic cranial radiation
e.Best procedure for cure of early non-small cell lung cancer (NSCLC) 5. Bronchoscopic laser
f.Medications that block molecules involved in tumor growth 6. Photodynamic therapy
g.Palliative treatment by bronchoscope to remove obstructing bronchial tumors 7. Airway stenting

h.Used to treat both NSCLC and SCLC 8. Radiofrequency ablation
i.Used to prevent metastasis to the brain with SCLC 9. Biologic and targeted therapy
j-Used with early-stage lung cancers when patient is not a surgical candidate 10. Stereotactic radiotherapy

23. A patient with advanced lung cancer refuses pain medication, saying,
“I deserve everything this cancer can give me.” What is the nurse’s best
response to this patient?

a. “Would talking to a counselor help you?”

b. “Can you tell me what the pain means to you?”

c. “Are you using the pain as a punishment for your smoking?”

d. “Pain control will help you deal more effectively with your

feelings.”
24. A male patient has chronic obstructive pulmonary disease (COPD)
and is a smoker. The nurse notices respiratory distress and no breath
sounds over the left chest. Which type of pneumothorax should the nurse
suspect is occurring?

a. Tension pneumothorax

b. Iatrogenic pneumothorax

c. Traumatic pneumothorax

d. Spontaneous pneumothorax
25. What assessment finding would indicate the presence of a tension
pneumothorax in a patient with chest trauma?

a. Dull percussion sounds on the injured side

b. Severe respiratory distress and tracheal deviation

c. Muffled and distant heart sounds with decreasing BP

d. Decreased movement and diminished breath sounds on the affected

side



26. Following a motor vehicle accident, the nurse assesses the driver for
which distinctive sign of flail chest?

a. Severe hypotension

b. Chest pain over ribs

c. Absence of breath sounds

d. Paradoxical chest movement
27. Identify the a, b, ¢, d, and e labels on the chest drainage devices
pictured below (note that only Figure B has an e label).
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28. Describe the function of each chamber.
Chamber Function
Water-seal
Suction control
Collection

Suction monitor
bellows




29. Priority Decision: When should the nurse check for leaks in the chest
tube and pleural drainage system?

a. There is continuous bubbling in the water-seal chamber.

b. There is constant bubbling of water in the suction control chamber.

c. Fluid in the water-seal chamber fluctuates with the patient’s

breathing.

d. The water levels in the water-seal and suction control chambers are

decreased.
30. Priority Decision: An unlicensed assistive personnel (UAP) is taking
care of a patient with a chest tube. The nurse should intervene when she
observes the UAP

a. looping the drainage tubing on the bed.

b. securing the drainage container in an upright position.

c. stripping or milking the chest tube to promote drainage.

d. reminding the patient to cough and deep breathe every 2 hours.
31. Which chest surgery is used for the stripping of a fibrous membrane?

a. Lobectomy

b. Decortication

c. Thoracotomy

d. Wedge resection
32. How should the nurse explain to the patient and family what the
purpose of video-assisted thoracic surgery (VATS) is?

a. Removal of a lung

b. Removal of 1 or more lung segments

c. Removal of lung tissue by multiple wedge excisions

d. Inspection, diagnosis, and management of intrathoracic injuries
33. After a thoracotomy, the patient is having difficulty coughing because
of pain and positioning. What is the best nursing intervention for this
patient?

a. Have the patient drink 16 oz of water before attempting to deep

breathe.

b. Auscultate the lungs before and after deep-breathing and coughing

regimens.

c. Place the patient in the Trendelenburg position for 30 minutes

before the coughing exercises.

d. Medicate the patient with analgesics 20 to 30 minutes before

assisting to cough and deep breathe.



34. Match the following restrictive lung conditions with the mechanisms
that cause decreased vital capacity (VC) and decreased total lung capacity
(TLO).

a.Pleurisy 1. Paralysis of respiratory muscles

b.Empyema 2. Presence of collapsed, airless alveoli

c.Atelectasis 3. Spinal angulation restricting ventilation

d.Kyphoscoliosis 4. Central depression of respiratory rateand depth

e.Pleural effusion 5. Excessive scar tissue in connective tissue in lungs

f.Muscular dystrophy 6. Lung expansion restricted by fluid in pleural space

g.Pickwickian syndrome 7. Lung expansion restricted by pus in intrapleural space

h.Opioid and sedative overdose 8. Inflammation of the pleura restricting lung movement

i.Jdiopathic pulmonary fibrosis 9. Excess fat restricts chest wall and diaphragmatic excursion

35. Priority Decision: Two days after undergoing pelvic surgery, a patient
develops marked dyspnea and anxiety. What is the first action that the
nurse should take?

a. Raise the head of the bed.

b. Notify the health care provider.

c. Take the patient’s pulse and blood pressure.

d. Determine the patient’s SpO, with an oximeter.

36. A pulmonary embolus is suspected in a patient with a deep vein
thrombosis who develops dyspnea, tachycardia, and chest pain.
Diagnostic testing is scheduled. Which test should the nurse plan to teach
the patient about?

a. D-dimer

b. Chest x-ray

c. Spiral (helical) CT scan

d. Ventilation-perfusion lung scan
37. Which condition contributes to secondary pulmonary arterial
hypertension by causing pulmonary capillary and alveolar damage?

a. COPD

b. Sarcoidosis

c. Pulmonary fibrosis

d. Pulmonary embolism
38. While caring for a patient with idiopathic pulmonary arterial
hypertension (IPAH), the nurse observes that the patient has exertional
dyspnea and chest pain in addition to fatigue. To what are these
symptoms related?

a. Decreased left ventricular output

b. Right ventricular hypertrophy and failure



c. Increased systemic arterial blood pressure

d. Development of alveolar interstitial edema
39. What is a primary treatment goal for cor pulmonale?

a. Controlling dysrhythmias

b. Dilating the pulmonary arteries

c. Strengthening the cardiac muscle

d. Treating the underlying pulmonary condition
40. Six days after a heart-lung transplant, the patient develops a low-grade
fever, dyspnea, and decreased SpO,. What should the nurse recognize that
this may indicate?

a. A normal response to extensive surgery

b. A frequently fatal cytomegalovirus infection

c. Acute rejection that will be treated with corticosteroids

d. Bronchiolitis obliterans, which plugs terminal bronchioles

Case Study

Pulmonary Hypertension

Patient Profile

T.S. is a 54-year-old female patient who was diagnosed with idiopathic
pulmonary arterial hypertension at the age of 44 years. At that time, she
presented to her primary care HCP with a history of increasing fatigue and
recent onset of swelling in her feet and ankles. A chest x-ray showed severe



cardiomegaly with pulmonary congestion. She underwent a right-sided
cardiac catheterization, which showed very high pulmonary artery pressures.
Since then she has been treated with several drugs, but her pulmonary
hypertension has never been controlled and her peripheral edema has
progressively worsened.

(Dragonlmages/ iStock/Thinkstock)
Subjective Data

« Short of breath at rest and exercise intolerant to the extent that she had
to quit her job

* Recently divorced from her husband

* Has 2 children: a 15-year-old girl and a 13-year-old boy

Objective Data

» 3 + pitting edema from her feet to her knees
* RR: 28 at rest
* HR: 92 bpm and bounding

Discussion Questions
Using a separate sheet of paper, answer the following questions:

1. What drugs may T.S. have been given to treat her pulmonary
hypertension? What is the rationale for each of these drugs?

2. Could T.S. be a candidate for a heart-lung or lung transplantation?
What will be included in determining T.S.’s candidacy for
transplantation?

3. Patient-Centered Care: What transplant procedure would best be
considered for T.S.? What is the rationale?

4. Priority Decision: What priority preoperative teaching is necessary for
T.S. to prepare for a transplant procedure?

5. Priority Decision: Based on the assessment data presented, what are the
priority nursing interventions?
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Obstructive Pulmonary Diseases

1. What should the nurse teach a patient with intermittent asthma about identifying
specific triggers of asthma?
a. Food and drug allergies do not cause respiratory symptoms.
b. Exercise-induced asthma is seen only in persons with sensitivity to cold air.
c. Asthma attacks are psychogenic in origin and can be controlled with
relaxation techniques.
d. Viral upper respiratory infections are a common precipitating factor in
acute asthma attacks.
2. Priority Decision: A patient is admitted to the emergency department with an acute
asthma attack. Which patient assessment is of greatest concern to the nurse?
a. The presence of a pulsus paradoxus
b. Markedly decreased breath sounds with no wheezing
c. A respiratory rate of 34 breaths/min and increased pulse and BP
d. Use of accessory muscles of respiration and a feeling of suffocation
3. A patient with asthma has the following arterial blood gas (ABG) results early in an
acute asthma attack: pH 7.48, partial pressure of carbon dioxide in arterial blood
(PaCO,) 30 mm Hg, partial pressure of oxygen in arterial blood (PaO,) 78 mm Hg.

What is the most appropriate action by the nurse?
a. Prepare the patient for mechanical ventilation.
b. Have the patient breathe in a paper bag to raise the PaCO,.
c. Document the findings and monitor the ABGs for a trend toward acidosis.
d. Reduce the patient’s oxygen flow rate to keep the PaO, at the current level.

4. Indicate the role or relationship of the following agents to asthma.

Agent Role or Relationship to Asthma

Salicylic acid

Nonselective B-adrenergic blockers

Beer and wine

5. What finding is an indication of marked bronchoconstriction with air trapping and
hyperinflation of the lungs in a patient with asthma?



a. Arterial oxygen saturation (5a0,) of 85%

b. Peak (expiratory) flow meter (PEF) rate of <200 L/min
c. Forced expiratory volume in 1 second (FEV) of 85% of predicted

d. Chest x-ray showing a flattened diaphragm
6. Priority Decision: Which medication should the nurse anticipate being used first in the
emergency department for relief of severe respiratory distress related to asthma?
a. Prednisone orally
b. Tiotropium inhaler
c. Fluticasone inhaler
d. Albuterol nebulizer

7. Which medications are the most effective in improving asthma control by reducing
bronchial hyperresponsiveness, blocking the late-phase reaction, and inhibiting
migration of inflammatory cells (select all that apply)?

a. Zileuton (Zyflo CR)

b. Omalizumab (Xolair)

c. Fluticasone (Flovent HFA)

d. Salmeterol (Serevent)

e. Montelukast (Singulair)

f. Budesonide

g. Beclomethasone (Qvar)

h. Theophylline

i. Mometasone (Asmanex Twisthaler)

8. When teaching the patient about going from a metered-dose inhaler (MDI) to a dry
powder inhaler (DPI), which patient statement indicates to the nurse that the patient
needs more teaching?

a. “I do not need to use the spacer like I used to.”

b. “I will hold my breath for 10 seconds or longer if I can.”

c. “I will not shake this inhaler like I did with my old inhaler.”

d. “I will store it in the bathroom, so I will be able to clean it when I need to.”

9. The nurse recognizes that additional teaching is necessary about medications when the
patient with moderate asthma makes which statements (select all that apply)?

a. “If I can’t afford all of my medicines, I will only use the salmeterol
(Serevent).”

b. “I will stay inside if there is a high pollen count to prevent having an
asthma attack.”

c. “I will rinse my mouth after using fluticasone (Flovent HFA) to prevent
oral candidiasis.”

d. “I must have omalizumab (Xolair) injected every 2 to 4 weeks because
inhalers don’t help my asthma.”

e. “I can use my inhaler 3 times, every 20 minutes, before going to the hospital
if my peak flow has not improved.”

f. “My gastroesophageal reflux disease (GERD) medications will help my



10.

11.

12.

13.

14.

asthma, and my asthma medications will help my GERD.”
Priority Decision: To decrease the patient’s sense of panic during an acute asthma
attack, what is the best action for the nurse to do?
a. Leave the patient alone to rest in a quiet, calm environment.
b. Stay with the patient and encourage slow, pursed-lip breathing.
c. Reassure the patient that the attack can be controlled with treatment.
d. Let the patient know that frequent monitoring is being done by measuring
vital signs and arterial oxygen saturation by pulse oximetry (5pO,).

When teaching the patient with mild asthma about the use of the peak flow meter,
what should the nurse teach the patient to do?
a. Always carry the flowmeter in case an asthma attack occurs.
b. Use the flowmeter to check the status of the patient’s asthma every time
the patient takes quick-relief medication.
c. Follow the written asthma action plan (e.g., take quick-relief medication) if
the expiratory flow rate is in the yellow zone.
d. Use the flowmeter by emptying the lungs, closing the mouth around the
mouthpiece, and inhaling through the meter as quickly as possible.
The nurse recognizes that additional teaching is needed when the patient with asthma
says
a. “I should exercise every day if my symptoms are controlled.”
b. “I may use over-the-counter bronchodilator drugs occasionally if I develop
chest tightness.”
c. “I should inform my spouse about my medications and how to get help if I
have a severe asthma attack.”
d. “A diary to record my medication use, symptoms, PEF rates, and activity
levels will help in adjusting my therapy.”
Tobacco smoke causes defects in multiple areas of the respiratory system. What is a
long-term effect of smoking?
a. Bronchospasm and hoarseness
b. Decreased mucus secretions and cough
c. Increased function of alveolar macrophages
d. Increased risk of infection and hyperplasia of mucous glands
Indicate whether the following manifestations are most characteristic of asthma (A),
chronic obstructive pulmonary disease (COPD) (C), or both (B).
a. Wheezing
b. Weight loss
c. Barrel chest
d. Polycythemia
e. Cor pulmonale
f. Flattened diaphragm
g. Decreased breath sounds
h. Increased total lung capacity
i. Frequent sputum production



j- Increased fractional exhaled nitric oxide (FENO)
15. What causes the pulmonary vasoconstriction leading to the development of cor
pulmonale in the patient with COPD?
a. Increased viscosity of the blood
b. Alveolar hypoxia and hypercapnia
c. Long-term low-flow oxygen therapy
d. Administration of high concentrations of oxygen
16. In addition to smoking cessation, what treatment is included for COPD to slow the
progression of the disease?
a. Use of bronchodilator drugs
b. Use of inhaled corticosteroids
c. Lung volume reduction surgery
d. Prevention of respiratory tract infections
17. Which method of low, constant oxygen administration is the safest system to use for a
patient with COPD exacerbation?
a. Venturi mask
b. Nasal cannula
c. Simple face mask
d. Nonrebreather mask
18. What is characteristic of a partial rebreather mask?
a. Used for long-term O, therapy

b. Reservoir bag conserves oxygen
c. Provides highest oxygen concentrations
d. Most comfortable and causes the least restriction on activities
19. A patient is being discharged with plans for home O, therapy provided by an O,

concentrator with a portable O,-concentrator unit. In preparing the patient to use the

equipment, what should the nurse teach the patient?
a. The portable unit will last about 6 to 8 hours.
b. The unit is strictly for portable and emergency use.
c. The unit concentrates O, from the air, providing a continuous O, supply.
d. Weekly delivery of 1 large cylinder of O, will be needed for a 7- to 10-day
supply of O,.
20. Which breathing technique should the nurse teach the patient with moderate COPD to
promote exhalation?
a. Huff coughing
b. Thoracic breathing
c. Pursed lip breathing
d. Diaphragmatic breathing
21. What does the nurse include when planning for postural drainage for the patient with
CcorD?
a. Schedules the procedure 1 hour before and after meals
b. Has the patient cough before positioning to clear the lungs



c. Assesses the patient’s tolerance for dependent (head-down) positions
d. Ensures that percussion and vibration are done before positioning the
patient
22. Which dietary modification helps meet the nutritional needs of patients with COPD?
a. Eating a high-carbohydrate, low-fat diet
b. Avoiding foods that require a lot of chewing
c. Preparing most foods of the diet to be eaten hot
d. Drinking fluids with meals to promote digestion
23. Collaboration: The nurse is caring for a patient with COPD. Which intervention could
be delegated to unlicensed assistive personnel (UAP)?
a. Assist the patient to get out of bed.
b. Auscultate breath sounds every 4 hours.
c. Plan patient activities to minimize exertion.
d. Teach the patient pursed-lip breathing technique.
24. Which medication is a long-acting [3,-adrenergic agonist and DPI that is used only for

COPD?
a. Roflumilast (Daliresp)
b. Salmeterol (Serevent)
c. Ipratropium (Atrovent HFA)
d. Indacaterol (Arcapta Neohaler)

25. Priority Decision: During an acute exacerbation of mild COPD, the patient is severely
short of breath. The nurse identifies a nursing diagnosis of impaired breathing,
etiology: alveolar hypoventilation and anxiety. What is the best nursing action?

a. Prepare and administer routine bronchodilator medications.

b. Perform chest physiotherapy to promote removal of secretions.

c. Administer oxygen at 5 L/min until the shortness of breath is relieved.

d. Position the patient upright with the elbows resting on the over-the-bed
table.

26. The husband of a patient with severe COPD tells the nurse that he and his wife have
not had any sexual activity since she was diagnosed with COPD because she becomes
too short of breath. What is the nurse’s best response?

a. “You need to discuss your feelings and needs with your wife so that she
knows what you expect of her.”

b. “There are other ways to maintain intimacy besides sexual intercourse that
will not make her short of breath.”

c. “You should explore other ways to meet your sexual needs since your wife
is no longer capable of sexual activity.”

d. “Would you like me to talk with you and your wife about some
modifications that can be made to maintain sexual activity?”

27. What should the nurse include when teaching the patient with COPD about the need
for physical exercise?

a. All patients with COPD should be able to increase walking gradually up to
20 minutes per day.



b. A bronchodilator inhaler should be used to relieve exercise-induced
dyspnea immediately after exercise.

c. Shortness of breath is expected during exercise but should return to
baseline within 5 minutes after the exercise.

d. Monitoring the heart rate before and after exercise is the best way to
determine how much exercise can be tolerated.

28. The patient has had COPD for years, and his ABGs usually show hypoxia (PaO, < 60
mm Hg or SaO, < 88%) and hypercapnia (PaCO, > 45 mm Hg). Which ABG results
show movement toward respiratory acidosis and further hypoxia indicating
respiratory failure?

a. pH 7.35, PaO, 62 mm Hg, PaCO, 45 mm Hg
b. pH 7.34, PaO, 45 mm Hg, PaCO, 65 mm Hg
c. pH 7.42, PaO, 90 mm Hg, PaCO, 43 mm Hg
d. pH 7.46, PaO, 92 mm Hg, PaCO, 32 mm Hg

29. Pulmonary rehabilitation (PR) is designed to reduce symptoms and improve the

patient’s quality of life. Along with improving exercise capacity, what are anticipated
results of PR (select all that apply)?

a. Decreased FEV;

b. Decreased depression
c. Increased oxygen need
d. Decreased fear of exercise
e. Decreased hospitalizations
30. What is the pathophysiologic mechanism of cystic fibrosis leading to obstructive lung
disease?
a. Fibrosis of mucous glands and destruction of bronchial walls
b. Destruction of lung parenchyma from inflammation and scarring
c. Production of secretions low in sodium chloride and resulting thickened
mucus
d. Increased serum levels of pancreatic enzymes that are deposited in the
bronchial mucosa
31. What is the most effective treatment for cystic fibrosis?
a. Heart-lung transplant
b. Administration of prophylactic antibiotics
c. Administration of nebulized bronchodilators
d. Vigorous and consistent airway clearance techniques
32. Meeting the developmental tasks of young adults with cystic fibrosis becomes a major
problem primarily because
a. they eventually need a lung transplant.
b. they must also adapt to a chronic disease.
c. any children they have will develop cystic fibrosis.
d. their illness keeps them from becoming financially independent.



33. In an adult patient with bronchiectasis, what is a health history likely to reveal?
a. Chest trauma
b. Childhood asthma
c. Smoking or oral tobacco use
d. Recurrent lower respiratory tract infections
34. Priority Decision: In planning care for the patient with bronchiectasis, which nursing
intervention is the priority?
a. Relieve or reduce pain
b. Prevent paroxysmal coughing
c. Prevent spread of the disease to others
d. Promote drainage and removal of mucus
35. Which obstructive pulmonary disease would a 30-year-old white female patient with a
parent with the disease be most likely to be diagnosed with?
a. COPD
b. Asthma
c. Cystic fibrosis
d. a;-Antitrypsin (AAT) deficiency
36. What is the primary principle involved in the various airway clearance devices used
for mobilizing secretions?
a. Vibration
b. Inhalation therapy
c. Chest physiotherapy
d. Positive expiratory pressure
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Patient Profile

E.S. is a 35-year-old mother of 2 school-age boys who arrives via ambulance in the
emergency department (ED) with severe wheezing, dyspnea, and anxiety. She was in the
ED 6 hours earlier with an asthma attack. An IV was started in her left forearm with normal
saline infusing at 100 mL/hr.

(Wavebreakmedia/ iStock/Thinkstock)

Subjective Data

¢ Treated during previous ED visit with nebulized albuterol and responded quickly
¢ Allergic to cigarette smoke

* Began to have increasing tightness in her chest and shortness of breath when she
returned home after her previous ED visit

e Used the albuterol several times after she returned home with no relief
¢ Diagnosed with asthma 2 years ago

* Does not have a health care provider and is not on any medications

Objective Data

Physical Examination

e Sitting upright and using accessory muscles to breathe

¢ Talks in 1- to 3-word sentences

* RR: 34 breaths/min and shallow

¢ Audible wheezing

¢ Auscultation of lung fields reveals no air movement in lower lobes
¢ HR: 126 bpm

* Noted to be extremely anxious and restless

Diagnostic Studies

¢ ABGs: pH 7.46, PaCO, 36 mm Hg, PaO, 76 mm Hg, O, saturation 88%

¢ Chest x-ray: bilateral lung hyperinflation with lower lobe atelectasis

¢ CBC with differential and electrolytes: within normal limits

Discussion Questions

Using a separate sheet of paper, answer the following questions:

1. What other assessment information should be obtained from E.S.?

2. Collaboration: What are the priority interprofessional team’s interventions for E.S.?

3. What data obtained from the brief history, physical examination, and diagnostic
studies indicate that E.S. is experiencing a severe or life-threatening asthma attack?



4. Identify 2 classifications of medications the nurse should expect to be administered to
this patient. What effect is expected with these medications?

5. Patient-Centered Care: In addition to medication administration and close monitoring
of the patient, what other key role can the nurse take in helping the patient through
this episode?

6. What value would peak expiratory flow rate (PEFR) measures have during the care of
15.5%

7. Patient-Centered Care: What health care teaching should be included for this patient
related to her asthma?

8. Priority Decision: Based on the assessment data presented, what are the priority
nursing diagnoses? What are the collaborative problems?



SECTION 7

Problems of Oxygenation:
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Assessment: Hematologic System

1. What are the characteristics of neutrophils (select all that apply)?
a. Also known as “segs”
b. Band is immature cell
c. First white blood cells (WBCs) at injury site
d. Arise from megakaryocyte
e. Increased in individuals with allergies
f. 60% to 70% of WBCs
2. An increase in which blood cell indicates an increased rate of erythropoiesis?
a. Basophil
b. Monocyte
c. Reticulocyte
d. Lymphocyte
3. Which cells are classified as granulocytes (select all that apply)?
a. Basophil
b. Monocyte
c. Eosinophil
d. Neutrophil
e. Lymphocyte
f. Thrombocyte
4. After a woman had a right breast mastectomy, her right arm became severely swollen.
What hematologic problem caused this?
a. Lymphedema
b. Right-sided heart failure
c. Wound on her right hand
d. Refusal to use her right arm
5. Which nutrients are essential for red blood cell (RBC) production (select all that apply)?
a. Iron
b. Folic acid
c. Vitamin C
d. Vitamin D
e. Vitamin B;,

f. Carbohydrates
6. Number the components of normal hemostasis in the order of occurrence, beginning



with 1 for the first component and ending with 6 for the last component.

a. Adhesion

b. Activation

C. Aggregation

d. Platelet plug formation

e. Clot retraction and dissolution

f. Vascular injury and subendothelial exposure
7. Which component of normal hemostasis involves the processes of protein C and
protein S and plasminogen?
a. Activation
b. Aggregation
c. Platelet plug formation
d. Clot retraction and dissolution
8. A patient who was in a car accident had abdominal trauma. Which organs may be
damaged and contribute to altered function of the hematologic system (select all that
apply)?
a. Liver
b. Spleen
c. Stomach
d. Gallbladder
e. Lymph nodes
9. Laboratory test results indicate increased fibrin split products (FSPs). An appropriate
nursing action is to monitor the patient for
a. fever.
b. bleeding.
c. faintness.
d. thrombotic episodes.
10. When reviewing the results of an 83-year-old patient’s diagnostic studies, which
finding would be of most concern to the nurse?
a. Platelets 150,000/pL
b. Serum iron 50 mcg/dL
c. Partial thromboplastin time (PTT) 60 seconds
d. Erythrocyte sedimentation rate (ESR) 35 mm in 1 hour
11. A patient with a bone marrow disorder has an overproduction of myeloblasts. The
nurse would expect the results of a complete blood count (CBC) to include an increase
in which cell types (select all that apply)?
a. Basophils
b. Eosinophils
c. Monocytes
d. Neutrophils
e. Lymphocytes
12. During the nursing assessment of a patient with anemia, what specific information
should the nurse ask the patient about?



a. Stomach surgery
b. Recurring infections
c. Corticosteroid therapy
d. Oral contraceptive use
13. Identify 1 specific finding identified by the nurse during assessment of each of the
patient’s functional health patterns that indicates a risk factor for hematologic
problems or a patient response to an actual hematologic problem.

Risk Factor or Response to Hematologic

Functional Health Patt
unctional Hea attern Problem

Health perception-health
management

Nutritional-metabolic

Elimination

Activity-exercise

Sleep-rest

Cognitive-perceptual

Self-perception—self-concept

Role-relationship

Sexuality-reproductive

Coping-stress tolerance

Value-belief

14. Using light pressure with the index and middle fingers, the nurse cannot palpate any
of the patient’s superficial lymph nodes. How should the nurse respond to this
assessment?

a. Record this finding as normal.

b. Reassess the lymph nodes using deeper pressure.

c. Ask the patient about any history of radiation therapy.

d. Notify the health care provider (HCP) that x-rays of the nodes will be
necessary.

15. During physical assessment of a patient with thrombocytopenia, what would the
nurse expect to find?

a. Sternal tenderness

b. Petechiae and purpura

¢. Jaundiced sclera and skin

d. Tender enlarged lymph nodes

16. A patient with a hematologic disorder has a smooth, shiny, red tongue. Which
laboratory result would the nurse expect to see?

a. Neutrophils 45%



b. Hemoglobin (Hgb) 9.6 g/dL (96 g/L)
¢. WBC count 13,500/pL
d. RBC count 6.4 x 10%/uL
17. A patient is being treated with chemotherapy. The nurse revises the patient’s care plan
based on which result?
a. WBC count 4000/uL
b. RBC count 4.3 x 10%/uL
c. Platelets 50,000/uL
d. Hematocrit (Hct) 39%
18. Identify a possible etiology for the abnormal laboratory study results.

Laboratory Finding Possible Etiology

Serum iron 40 mcg/dL (7 umol/L)
ESR 30 mm/hr

Increased band neutrophils

Activated partial thromboplastin time 60 sec
Indirect bilirubin 2.0 mg/dL (34 pmol/L)

Bence Jones protein in urine

19. If a patient with blood type O Rh™ is given AB Rh™ blood, what would the nurse expect
to happen?
a. The patient’s Rh factor will react with the RBCs of the donor blood.
b. The anti-A and anti-B antibodies in the patient’s blood will hemolyze the
donor blood.
c. The anti-A and anti-B antibodies in the donor blood will hemolyze the
patient’s blood.
d. No adverse reaction is expected because the patient has no antibodies
against the donor blood.
20. Priority Decision: A patient is undergoing a contrast CT scan of the spleen. What is
most important for the nurse to ask the patient about before the test?
a. lodine sensitivity
b. Prior blood transfusions
c. Phobia of confined spaces
d. Internal metal implants or appliances
21. When teaching a patient about a bone marrow examination, what should the nurse
explain?
a. The procedure will be done under general anesthesia because it is so
painful.
b. The patient will not have any pain after the area at the puncture site is
anesthetized.
c. The patient will experience a brief, very sharp pain during aspiration of the
bone marrow.



d. There will be no pain during the procedure, but an ache will be present
several days afterward.
22. A lymph node biopsy is most often performed to diagnose
a. leukemia.
b. cause of lymphedema.
c. hemorrhagic tendencies.
d. neoplastic cells in lymph nodes.
23. The patient’s laboratory results show a marked decrease in RBCs, WBCs, and platelets.
What term should the nurse use when reporting the results to the HCP?
a. Hemolysis
b. Leukopenia
c. Pancytopenia
d. Thrombocytosis
24. Molecular cytogenetics and gene analysis may be done to diagnose, stage, and help
determine treatment options for various hematologic disorders. Which sites are
preferred to obtain the sample for this testing (select all that apply)?
a. Skin sample
b. Lymph node
c. Bone marrow
d. Arterial blood
e. Inner cheek mucosa
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Hematologic Problems

1. Match each of the anemic states with both the etiologic and morphologic classifications
(answers may be used more than once).

.|

[ype or Cause of Anemia Etiology Morphology

Malaria

Thalassemia

Acute trauma

Aplastic anemia

Pernicious anemia

Sickle cell anemia

Anemia of gastritis

Anemia of leukemia

Iron-deficiency anemia

Anemia of renal injury

Glucose-6-phosphate dehydrogenase (G6PD)

Anemia associated with prosthetic heart valve

Etiologic

1. Decreased red blood cell (RBC) production
2. Blood loss
3. Increased RBC destruction

Morphologic

4. Normocytic, normochromic
5. Macrocytic, normochromic
6. Microcytic, hypochromic



2. A patient with a hemoglobin (Hgb) level of 7.8 g/dL (78 g/L) has cardiac palpitations, a
heart rate of 102 bpm, and an increased reticulocyte count. Considering the severity of
anemia, what other manifestation would the nurse expect the patient to exhibit?

a. Pallor

b. Dyspnea

c. A smooth tongue
d. Sensitivity to cold

3. Priority Decision: A 76-year-old woman has an Hgb of 7.3 g/dL (73 g/L) and is
experiencing ataxia, confusion, weakness, and fatigue on admission to the hospital.
What is the priority nursing intervention for this patient?

a. Provide a darkened, quiet room.

b. Have the family stay with the patient.

c. Keep top bedside rails up and call bell in close reach.
d. Question the patient about possible causes of anemia.

4. During the physical assessment of the patient with severe anemia, which finding is of

the most concern to the nurse?

a. Anorexia
b. Bone pain
c. Hepatomegaly
d. Dyspnea at rest

5. Which anemia is manifested with pancytopenia?
a. Thalassemia
b. Aplastic anemia
c. Megaloblastic anemia
d. Anemia of chronic disease

6. Which descriptions are characteristic of iron-deficiency anemia (select all that apply)?
a. Lack of intrinsic factor
b. Autoimmune-related disease
c. Most common type of anemia
d. Associated with chronic blood loss
e. May occur with removal of the stomach
f. May occur with removal of the duodenum

7. A 20-year-old female patient is in the emergency department for anorexia and fatigue.
She takes phenytoin (Dilantin) for a seizure disorder and oral contraceptives. For
which type of anemia is this patient most at risk?

a. Aplastic anemia
b. Hemolytic anemia
c. Iron-deficiency anemia
d. Folic acid deficiency anemia
8. Explain the following laboratory findings in anemia.

Finding ‘Explanation

Reticulocyte counts are increased in chronic blood loss but




decreased in cobalamin (vitamin B;,) deficiency.

Bilirubin levels are increased in sickle cell anemia but are normal
in acute blood loss.

Mean corpuscular volume (MCV) is increased in folic acid

deficiency but decreased in iron-deficiency anemia.

9. When teaching the patient about a new prescription for oral iron supplements, what
does the nurse teach the patient to do?
a. Increase fluid and dietary fiber intake.
b. Take the iron preparations with meals.
c. Use enteric-coated preparations taken with orange juice.
d. Report the presence of black stools to the health care provider.
10. In teaching the patient with pernicious anemia about the disease, the nurse explains
that it results from a lack of
a. folic acid.
b. intrinsic factor.
c. extrinsic factor.
d. cobalamin intake.
11. During the assessment of a patient with cobalamin deficiency, what manifestation
would the nurse expect to find in the patient?
a. Icteric sclera
b. Hepatomegaly
c. Paresthesia of the hands and feet
d. Intermittent heartburn with acid reflux
12. The nurse determines that teaching about pernicious anemia has been effective when
the patient says,
a. “This condition can kill me unless I take injections of the vitamin for the
rest of my life.”
b. “My symptoms can be completely reversed after I take a cobalamin
(vitamin By,) supplement.”

c. “If my anemia does not respond to cobalamin therapy, my only other
alternative is a bone marrow transplant.”
d. “The least expensive and most convenient treatment of pernicious anemia
is to use a diet with foods high in cobalamin.”
13. The strict vegetarian is at highest risk for the development of which anemia?
a. Thalassemia
b. Iron-deficiency anemia
c. Folic acid deficiency anemia
d. Cobalamin deficiency anemia
14. A patient with aplastic anemia has impaired oral mucous membranes. This problem
can be related to the effects of what deficiencies (select all that apply)?



a. RBCs
b. Ferritin
c. Platelets
d. Coagulation factor VIII
e. White blood cells (WBCs)
15. Nursing interventions for the patient with aplastic anemia are directed toward the
prevention of which complications?
a. Fatigue and dyspnea
b. Hemorrhage and infection
c. Thromboemboli and gangrene
d. Cardiac dysrhythmias and heart failure
16. Which statements describe anemia related to blood loss (select all that apply)?
a. A major concern is prevention of shock.
b. This anemia is most frequently treated with increased dietary iron intake.
c. In addition to the general symptoms of anemia, this patient also manifests
jaundice.
d. A patient who has acute blood loss may have postural hypotension and
increased heart rate.
e. Initial clinical symptoms are the most reliable way to evaluate the effect
and degree of blood loss.
17. What causes the anemia of sickle cell disease?
a. Intracellular hemolysis of sickled RBCs
b. Accelerated breakdown of abnormal RBCs
c. Autoimmune antibody destruction of RBCs
d. Isoimmune antibody-antigen reactions with RBCs
18. A patient with sickle cell anemia asks the nurse why the sickling crisis does not stop
when oxygen therapy is started. Which explanation should the nurse give to the
patient?
a. Sickling occurs in response to decreased blood viscosity, which is not
affected by oxygen therapy.
b. When RBCs sickle, they occlude small vessels, which causes more local
hypoxia and more sickling.
c. The primary problem during a sickle cell crisis is destruction of the
abnormal cells, resulting in fewer RBCs to carry oxygen.
d. Oxygen therapy does not alter the shape of the abnormal erythrocytes but
only allows for increased oxygen concentration in hemoglobin.
19. What is a nursing intervention that is indicated for the patient during a sickle cell
crisis?
a. Frequent ambulation
b. Application of antiembolism hose
c. Restriction of sodium and oral fluids
d. Administration of large doses of continuous opioid analgesics
20. During discharge teaching of a patient with newly diagnosed sickle cell disease, what



should the nurse teach the patient to do?
a. Limit fluid intake.
b. Avoid humid weather.
c. Eliminate exercise from the lifestyle.
d. Seek early medical intervention for upper respiratory infections.

21. Which statements accurately describe thrombocytopenia (select all that apply)?

a. Patients with platelet deficiencies can have internal or external
hemorrhage.

b. The most common acquired thrombocytopenia is thrombotic
thrombocytopenic purpura (TTP).

c. Immune thrombocytopenic purpura (ITP) is characterized by increased
platelet destruction by the spleen.

d. TTP is characterized by decreased platelets, decreased RBCs, and enhanced
aggregation of platelets.

e. A classic clinical manifestation of thrombocytopenia that the nurse would
expect to find on physical examination of the patient is ecchymosis.

22. A 45-year-old patient has symptoms including arthralgia, impotence, weight loss, and
liver enlargement. His laboratory results include an elevated serum iron, total iron
binding capacity (TIBC), and serum ferritin levels. Which disorder does this describe
and which treatment will be used?

a. Thalassemia; combination chemotherapy

b. Hemochromatosis; deferoxamine (Desferal)

c. Myelodysplastic syndrome; blood transfusions

d. Delayed transfusion reaction; deferasirox (Exjade)

23. In providing care for a patient hospitalized with an acute exacerbation of

polycythemia vera, the nurse gives priority to which activity?
a. Maintaining protective isolation
b. Promoting leg exercises and ambulation
c. Protecting the patient from injury or falls
d. Promoting hydration with a large oral fluid intake
24. A patient has a platelet count of 50,000/puL and is diagnosed with ITP. What does the
nurse anticipate that initial treatment will include?
a. Splenectomy
b. Corticosteroids
c. Administration of platelets
d. Immunosuppressive therapy
25. Priority Decision: A patient is admitted to the hospital for evaluation and treatment of
thrombocytopenia. Which action is most important for the nurse to implement?
a. Taking the temperature every 4 hours to assess for fever
b. Maintaining the patient on strict bed rest to prevent injury
c. Monitoring the patient for headaches, vertigo, or confusion
d. Removing the oral crusting and scabs with a soft brush 4 times a day
26. The nurse caring for a patient with heparin-induced thrombocytopenia (HIT)



27.

28.

29.

30.

31.

identifies risk for hemorrhaging as the priority nursing diagnosis. Identify at least 5
nursing interventions that should be implemented.
a.
b.
C.
d.
e.
In reviewing the laboratory results of a patient with hemophilia A, what would the
nurse expect to find?
a. An absence of factor IX
b. A decreased platelet count
c. A prolonged bleeding time
d. A prolonged partial thromboplastin time (PTT)
A patient with hemophilia comes to the clinic for treatment. What should the nurse
anticipate that he or she will need to administer?
a. Whole blood
b. Thromboplastin
c. Coagulation factor
d. Fresh frozen plasma
A patient with hemophilia is hospitalized with acute knee pain and swelling. What is
an appropriate nursing intervention for the patient?
a. Wrapping the knee with an elastic bandage
b. Placing the patient on bed rest and applying ice to the joint
c. Administering nonsteroidal antiinflammatory drugs (NSAIDs) as needed
for pain
d. Gently performing range-of-motion (ROM) exercises to the knee to prevent
adhesions
Which bleeding disorder affects both genders, is autosomal dominant, and will have
laboratory results showing prolonged bleeding time?
a. Hemophilia A
b. Hemophilia B
c. Thrombocytopenia
d. von Willebrand disease
Number in sequence the events that occur in disseminated intravascular coagulation
(DIC). Number the events from 1 through 7, starting with 1.

a. Activation of fibrinolytic system

b. Uncompensated hemorrhage

C. Widespread fibrin and platelet deposition in capillaries and
arterioles

Release of fibrin-split products
Fibrinogen converted to fibrin
Inhibition of normal blood clotting
Production of intravascular thrombin
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32.

33.

34.

35.

36.

37.

A patient has a WBC count of 2300/pL and a neutrophil percentage of 40%. Answer
the following questions.

a. Does the patient have leukopenia?

b. What is the patient’s absolute neutrophil count?

c. Does the patient have neutropenia?

d. Is the patient at risk for developing a bacterial infection? If so, why?
What is the most important method to identify the presence of infection in a
neutropenic patient?

a. Frequent temperature monitoring

b. Routine blood and sputum cultures

c. Assessing for redness and swelling

d. Monitoring WBC count
What is a major method of preventing infection in the patient with neutropenia?

a. Prophylactic antibiotics

b. A diet that eliminates fresh fruits and vegetables

c. High-efficiency particulate air (HEPA) filtration

d. Strict hand washing by all persons in contact with the patient
How does myelodysplastic syndrome (MDS) differ from acute leukemias?

a. MDS has a slower disease progression.

b. MDS does not result in bone marrow failure.

c. MDS is a clonal disorder of hematopoietic cells.

d. MDS affects only the production and function of platelets and WBCs.
Which leukemia is seen in 80% of adults with acute leukemia and exhibits
proliferation of precursors of granulocytes?

a. Hairy cell leukemia

b. Biphenotypic leukemia

c. Acute lymphocytic leukemia (ALL)

d. Acute myelogenous leukemia (AML)
Which statements accurately describe chronic lymphocytic leukemia (CLL) (select all
that apply)?

a. Most common leukemia of adults in Western countries

b. Only cure is bone marrow transplant

c. Neoplasm of activated B lymphocytes

d. Increased incidence in survivors of atomic bombs

e. Philadelphia chromosome is a diagnostic hallmark

f. Mature-appearing but functionally inactive lymphocytes

38. What is the underlying cause of lymphadenopathy, splenomegaly, and hepatomegaly

in leukemia?
a. The development of infection at these sites
b. Increased compensatory production of blood cells by these organs
c. Infiltration of the organs by increased numbers of WBCs in the blood
d. Normal hypertrophy of the organs in an attempt to destroy abnormal cells

39. A patient with AML is considering a hematopoietic stem cell transplant and asks the



nurse what is involved. What is the best response the nurse can give the patient?

a. “Your bone marrow is destroyed by radiation, and new bone marrow cells
from a matched donor are injected into your bones.”

b. “A specimen of your bone marrow may be aspirated and treated to destroy
any leukemic cells and then reinfused when your disease becomes worse.”

c. “Leukemic cells and bone marrow stem cells are eliminated with
chemotherapy and/or total-body radiation, and new bone marrow cells
from a donor are infused.”

d. “During chemotherapy and/or total-body irradiation to destroy all of your
blood cells, you may be given transfusions of RBCs and platelets to prevent
complications.”

40. Indicate whether the following characteristics are associated with Hodgkin’s
lymphoma (HL), non-Hodgkin’s lymphoma (NHL), or both (B).
Affects all ages
Presence of Reed-Sternberg cells
Associated with Epstein-Barr virus
Multiple histopathologic classifications
Originates in lymph nodes in most patients
Often widely disseminated at time of diagnosis
Treated with chemotherapy and possibly radiation
Ingested alcohol-induced pain at the site of disease
Primary initial clinical manifestation is painless lymph node
enlargement
41. What characteristics should the nurse be aware of in planning care for the patient with
Hodgkin’s lymphoma?

a. Staging of Hodgkin’s lymphoma is not important to predict prognosis.

b. Management of the patient being treated for Hodgkin’s lymphoma
includes measures to prevent infection.

c. Hodgkin’s lymphoma is characterized by proliferation of malignant
activated B cells that destroy the kidneys.

d. An important nursing intervention in the care of patients with Hodgkin’s
lymphoma is increasing fluids to manage hypercalcemia.

42. Following a splenectomy for the treatment of ITP, what laboratory test result would
the nurse expect to find?

a. Decreased RBCs

b. Decreased WBCs

c. Increased platelets

d. Increased immunoglobulins

43. Patient-Centered Care: A 60-year-old male farmer is diagnosed with multiple
myeloma. He has pain in his ribs with movement and his diagnostic studies show
hypercalcemia. What nursing interventions should be implemented for this patient as
the interprofessional care is being initiated (select all that apply)?

a. Provide privacy
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b. Complete bed rest
c. Adequate hydration
d. Prepare for dialysis
e. Assess for infection
f. Encourage ambulation
44. Priority Decision: While receiving a unit of packed RBCs, the patient develops chills
and a temperature of 102.2° F (39° C). What is the priority action for the nurse to take?
a. Stop the transfusion and instill normal saline.
b. Notify the health care provider and the blood bank.
c. Add a leukocyte reduction filter to the blood administration set.
d. Recognize this as a mild allergic transfusion reaction and slow the
transfusion.
45. A patient with thrombocytopenia with active bleeding is to receive 2 units of platelets.
To administer the platelets, what should the nurse do?
a. Check for ABO compatibility.
b. Agitate the bag periodically during the transfusion.
c. Take vital signs every 15 minutes during the procedure.
d. Refrigerate the second unit until the first unit has transfused.
46. Which type of transfusion reaction occurs with leukocyte or plasma protein
incompatibility and may be avoided with leukocyte reduction filters?
a. Allergic reaction
b. Acute hemolytic reaction
c. Febrile, nonhemolytic reaction
d. Massive blood transfusion reaction
47. Which characteristics are related to an acute hemolytic transfusion reaction (select all
that apply)?
a. ABO incompatibility
b. Hypothermia common
c. Destruction of donor RBCs
d. Acute kidney injury occurs
e. Hypocalcemia and hyperkalemia
f. Epinephrine used for severe reaction
48. Priority Decision: The nurse is preparing to administer a blood transfusion. Number
the actions in order of priority (1 is first priority action; 10 is last priority action).

a. Verify the order for the transfusion.

b. Ensure that the patient has a patent 16- to 22-gauge IV.

C. Prime the transfusion tubing and filter with normal saline.

d. Verify that the physician has discussed risks, benefits, and
alternatives with the patient.

e. Obtain the blood product from the blood bank.

f. Ask another licensed person (nurse or MD) to assist in verifying

the product identification and the patient identification.
g. Document outcomes in the patient record. Document vital signs,



names of personnel, and starting and ending times.

h. Adjust the infusion rate and continue to monitor the patient
every 30 minutes for up to an hour after the product is infused.

i Infuse the first 50 mL over 15 minutes, staying with the patient.

j- Obtain the patient’s vital signs before starting the transfusion.

Case Studx

Disseminated Intravascular Coagulation (DIC)

Patient Profile

N.T., a 35-year-old mother of 2, is admitted in active labor to the labor and delivery
department for delivery of her third child. She delivers a 9-1b boy following an unusually
difficult and prolonged labor.

(Huntstock/ Thinkstock)

Objective Data

¢ During her recovery period, N.T. continues to have heavy uterine bleeding and a boggy
fundus

* Her skin is pale and diaphoretic
* BP: 70/40 mm Hg
¢ HR: 150 bpm

¢ Although the placenta appeared intact on examination, she is suspected of having
retained placental fragments, causing DIC.

Discussion Questions

Using a separate sheet of paper, answer the following questions:



a. What is the pathologic mechanism that triggered DIC in N.T.?

b. What additional subjective and objective clinical findings would indicate the presence
of DIC?

c. Describe the common laboratory findings that are indicative of DIC.

d. Collaboration: What therapeutic modalities are most appropriate for N.T. and why?

e. Priority Decision: Based on the assessment data presented, what are the priority
nursing diagnoses? Are there any collaborative problems?



SECTION 8

Problems of Oxygenation:
Perfusion
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Assessment: Cardiovascular System

1. Using the list of terms below, identify the structures in the following
illustration.

Terms

Chordae tendineae

Mitral valve

Pulmonic (semilunar) valve

Papillary muscle

Tricuspid valve

Interventricular septum

Aortic (semilunar) valve
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2. Identify the structures in the following illustrations by placing the
correct term from the list below in the corresponding answer blank at the
bottom of the page (some terms will be used more than once).

Terms

Left anterior descending artery

Aorta

Circumflex artery

Coronary sinus

Great cardiac vein

Left atrium

Left coronary artery

Left marginal artery

Left ventricle

Middle cardiac vein

Posterior descending artery

Posterior vein

Pulmonary trunk

Right atrium

Right coronary artery

Right marginal artery

Right ventricle

Small cardiac vein

Superior vena cava
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3. Which arteries are the major providers of coronary circulation (select
all that apply)?
a. Left marginal artery
b. Right marginal artery
c. Left circumflex artery
d. Right coronary artery
e. Posterior descending artery
f. Left anterior descending artery
4. Number in sequence the path of the action potential along the
conduction system of the heart.
a. Atrioventricular (AV) node
b. Purkinje fibers
c. Internodal pathways
d. Bundle of His
e. Ventricular cells
f. Sinoatrial (SA) node
g. Right and left atrial cells
h. Right and left bundle branches
5. On the following illustration, locate and letter the following normal
electrocardiographic (ECG) pattern deflections and indicate where to
locate and measure the intervals.
P
PR interval
Q
QRS interval
QT interval
R

S
T
U



<

FE®R e AN O

6. Match the cardiac activity and time frames characteristic of the
waveforms of the ECG (answers may be used more than once).

a. Measured from beginning of P wave to beginning of QRS complex
b. Repolarization of the ventricles
c.0.12 t0 0.20 sec

_d.0.16 sec

______ e. Time of depolarization and repolarization of ventricles
_f.<0.12sec

g. Depolarization from the AV node throughout ventricles
h. 0.06 to 0.12 sec

1.P wave
2.PRinterval
3. QRS interval
4.T wave
5.QT interval




7. Indicate what factor of stroke volume (i.e., preload, afterload, or
contractility) is primarily affected (i.e., increased or decreased) by the
following situations and whether cardiac output (CO) is increased or
decreased by the factor.

Stroke Volume Cardiac

Situation
Factor Output

Valsalva maneuver

Venous dilation

Hypertension

Administration of epinephrine

Obstruction of pulmonary
artery

Hemorrhage

8. Which effects result from sympathetic nervous system stimulation of 3-
adrenergic receptors (select all that apply)?

a. Vasoconstriction

b. Increased heart rate

c. Decreased heart rate

d. Increased rate of impulse conduction

e. Decreased rate of impulse conduction

f. Increased force of cardiac contraction
9. What are the age-related physiologic changes in the older adult that
result in the following cardiovascular problems?

Physiologic

Cardiovascular Problem
Change

Widened pulse pressure
Decreased cardiac reserve
Increased cardiac dysrhythmias

Decreased response to sympathetic
stimulation

Aortic or mitral valve murmurs

10. What is a significant finding in the health history of a patient during
an assessment of the cardiovascular system?
a. Metastatic cancer



b. Calcium supplementation

c. Frequent viral pharyngitis

d. Frequent use of recreational drugs
11. Identify 1 specific finding identified by the nurse during assessment
of each of the patient’s functional health patterns that indicates a risk
factor for cardiovascular disease or a patient response to an actual
cardiovascular problem.

Risk Factor for or Response to

Functional Health Pattern Cardiovascular Problem

Health perception—health
management

Nutritional-metabolic

Elimination

Activity-exercise

Sleep-rest

Cognitive-perceptual

Self-perception—self-
concept

Role-relationship

Sexuality-reproductive

Coping-stress tolerance

Value-belief

12. When palpating the patient’s popliteal pulse, the nurse feels a
vibration at the site. How should the nurse record this finding?

a. Thready, weak pulse

b. Bruit at the artery site

c. Bounding pulse volume

d. Thrill of the popliteal artery
13. Locate the following points or locations that are inspected and
palpated on the chest wall.

Angle of Louis

Aortic area

Erb’s point

Mitral area (apex) and point of maximal impulse (PMI)

Pulmonic area



Tricuspid area
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14. Indicate whether the following are characteristic of the first heart
sound (S;) or the second heart sound (S,).

a. Soft lub sound
b. Sharp dub sound
c. Indicates beginning of systole
d. Indicates the onset of diastole
e. Loudest at pulmonic and aortic areas
f. Loudest at tricuspid and mitral areas



15. What sounds can be auscultated in a patient with cardiac valve
problems (select all that apply)?

a. Arterial bruit

b. Heart murmurs

c. Pulsus alternans

d. Third heart sound (S5)

e. Pericardial friction rub
f. Fourth heart sound (S,)

16. The nursing student is seeking assistance in hearing the patient’s
abnormal heart sounds. What should the nurse tell the student to do for a
more effective assessment?

a. Use the diaphragm of the stethoscope with the patient prone.

b. Use the diaphragm of the stethoscope with the patient supine.

c. Use the bell of the stethoscope with the patient leaning forward.

d. Use the bell of the stethoscope with the patient on the right side.
17. Which finding is associated with a blue color around the lips and
conjunctiva?

a. Finger clubbing

b. Central cyanosis

c. Peripheral cyanosis

d. Delayed capillary filling time
18. A patient is scheduled for exercise nuclear imaging stress testing. The
nurse explains to the patient that this test involves

a. IV administration of a radioisotope at the maximum heart rate

during exercise to identify the heart’s response to physical stress.

b. placement of electrodes inside the right-sided heart chambers

through a vein to record the electrical activity of the heart directly.

c. exercising on a treadmill or stationary bicycle with continuous ECG

monitoring to detect ischemic changes in the heart during exercise.

d. placement of a small transducer in 4 positions on the chest to record

the direction and flow of blood through the heart by the reflection of

sound waves.
19. Priority Decision: The nurse caring for a patient immediately
following a transesophageal echocardiogram (TEE) should consider
which action to be the highest priority?

a. Monitor the ECG.

b. Monitor pulse oximetry.



c. Assess vital signs (BP, HR, RR, temperature).

d. Maintain NPO status until gag reflex has returned.
20. Which method is used to evaluate the ECG responses to normal
activity over a period of 1 or 2 days?

a. Serial ECGs

b. Holter monitoring

c. 6-minute walk test

d. Event monitor or loop recorder
21. When caring for a patient after a cardiac catheterization with coronary
angiography, which finding should be of most concern to the nurse?

a. Swelling at the catheter insertion site

b. Development of raised wheals on the patient’s trunk

c. Absence of pulses distal to the catheter insertion site

d. Patient pain at the insertion site at 4 on a scale of 0 to 10
22. A female patient has a total cholesterol level of 232 mg/dL
(6.0 mmol/L) and a high-density lipoprotein (HDL) of 65 mg/dL
(1.68 mmol/L). A male patient has a total cholesterol level of 200 mg/dL
(5.172 mmol/L) and an HDL of 32 mg/dL (0.83 mmol/L). Based on these
findings, which patient has the highest cardiac risk?

a. The man, because his HDL is lower

b. The woman, because her HDL is higher

c. The woman, because her cholesterol is higher

d. The man, because his cholesterol-to-HDL ratio is higher
23. Increases in which blood studies are diagnostic for acute coronary
syndrome (ACS) (select all that apply)?

a. Copeptin

b. Creatine kinase (CK-MM)

c. Cardiac troponin T (cTnT)

d. B-type natriuretic peptide (BNP)

e. High-sensitivity C-reactive protein (hs-CRP)

f. Lipoprotein-associated phospholipase A, (Lp-PLA,)
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Hypertension

1. In the regulation of normal blood pressure (BP), indicate whether the
following mechanisms elevate BP by increasing cardiac output (CO),
increasing systemic vascular resistance (SVR), or increasing both, and
identify how these mechanisms cause the increase.

Increasing Cardiac Output Increasing Systemic Vascular Resistance Mechanisms Causing Increases

{1-Adrenergic stimulation

aq-Adrenergic stimulation

ap-Adrenergic stimulation

Endothelin release

Angiotensin II

Aldosterone release

Antidiuretic hormone (ADH) release

2. A patient is given an a;-adrenergic agonist and experiences a reflex

bradycardia. What normal mechanism of BP control is stimulated in this
situation?
3. A patient uses a mixed (-adrenergic blocking drug for treatment of
migraine headaches. What effect may this drug have on BP and why?
4. What are nonmodifiable risk factors for primary hypertension (select
all that apply)?

a. Age

b. Obesity

c. Gender

d. Ethnicity

e. Genetic link
5. A patient diagnosed with secondary hypertension asks why it is called
secondary and not primary. What is the best explanation for the nurse to
provide?

a. Has a more gradual onset than primary hypertension

b. Does not cause the target organ damage that occurs with primary

hypertension

c. Has a specific cause, such as renal disease, that often can be treated

by medicine or surgery

d. Is caused by age-related changes in BP regulatory mechanisms in



people over 65 years of age
6. What early manifestation(s) is the patient with primary hypertension
likely to report?

a. No symptoms

b. Cardiac palpitations

c. Dyspnea on exertion

d. Dizziness and vertigo
7. What causes most organ damage in hypertension?

a. Increased fluid pressure exerted against organ tissue

b. Atherosclerotic changes in vessels that supply the organs

c. Erosion and thinning of blood vessels in organs from constant

pressure

d. Increased hydrostatic pressure causing leakage of plasma into organ

interstitial spaces
8. The patient who is being admitted has had a history of uncontrolled
hypertension. High SVR is most likely to cause damage to which organ?

a. Brain

b. Heart

c. Retina

d. Kidney
9. Identify the significance of the following laboratory study results when
found in patients with hypertension.

Laboratory Studies Significance

Blood urea nitrogen (BUN): 48 mg/dL (17.1 mmol/L)
Creatinine: 4.3 mg/dL (380 mmol/L)

Serum K™: 3.1 mEq/L (3.1 mmol/L)

Serum uric acid: 9.2 mg/dL (547 mmol/L)
Fasting blood glucose: 183 mg/dL (10.2 mmol/L)
Low-density lipoproteins (LDL): 154 mg/dL

(4.0 mmol/L)

10. A 42-year-old man has been diagnosed with primary hypertension
with an average BP of 162/92 mm Hg on 3 consecutive clinic visits. What
are 4 priority lifestyle modifications that should be explored in the initial
treatment of the patient?

a.



b.

C.

d.
11. What is the primary BP effect of $-adrenergic blockers, such as
atenolol (Tenormin)?

a. Vasodilation of arterioles by blocking movement of calcium into

cells

b. Decrease Na* and water reabsorption by blocking the effect of

aldosterone

c. Decrease CO by decreasing rate and strength of the heart and renin

secretion by the kidneys

d. Vasodilation caused by inhibiting sympathetic outflow from the

central nervous system (CNS)
12. The patient asks the nurse about valsartan (Diovan), the new
medication prescribed for blood pressure. What is the best explanation the
nurse can use to explain the action of this medication?

a. Prevents the conversion of angiotensin I to angiotensin II

b. Acts directly on smooth muscle of arterioles to cause vasodilation

c. Decreases extracellular fluid volume by increasing Na* and C1~

excretion with water

d. Vasodilation, prevents the action of angiotensin II, and promotes

increased salt and water excretion
13. Dietary teaching that includes eating dietary sources of potassium is
indicated for the hypertensive patient taking which drug?

a. Enalapril

b. Labetalol

c. Spironolactone

d. Hydrochlorothiazide
14. Priority Decision: A patient with stage 2 hypertension who is taking
chlorothiazide (Diuril) and lisinopril (Zestril) has prazosin (Minipress)
added to the medication regimen. What is most important for the nurse to
teach the patient to do?

a. Weigh every morning to monitor for fluid retention.

b. Change position slowly and avoid prolonged standing.

c. Use sugarless gum or candy to help relieve dry mouth.

d. Take the pulse daily to note any slowing of the heart rate.
15. A 38-year-old man is treated for hypertension with triamterene and



hydrochlorothiazide and metoprolol (Lopressor). Four months after his
last clinic visit, his BP returns to pretreatment levels, and he admits he has
not been taking his medication regularly. What is the nurse’s best
response to this patient?

a. “Try always to take your medication when you carry out another

daily routine so that you do not forget to take it.”

b. “You probably would not need to take medications for hypertension

if you would exercise more and stop smoking.”

c. “The drugs you are taking cause sexual dysfunction in many

patients. Are you experiencing any problems in this area?”

d. “You need to remember that hypertension can be only controlled

with medication, not cured, and you must always take your

medication.”
16. A 78-year-old patient is admitted with a BP of 180/98 mm Hg. Which
age-related physical changes may contribute to this patient’s hypertension
(select all that apply)?

a. Decreased renal function

b. Increased baroreceptor reflexes

c. Increased peripheral vascular resistance

d. Increased adrenergic receptor sensitivity

e. Increased collagen and stiffness of the myocardium

f. Loss of elasticity in large arteries from arteriosclerosis
17. What should the nurse emphasize when teaching a patient who is
newly prescribed clonidine (Catapres)?

a. The drug should never be stopped abruptly.

b. The drug should be taken early in the day to prevent nocturia.

c. The first dose should be taken when the patient is in bed for the

night.

d. Because aspirin will decrease the drug’s effectiveness, Tylenol

should be used instead.
18. What is included in the correct technique for BP measurements?

a. Always take the BP in both arms.

b. Position the patient supine for all readings.

c. Place the cuff loosely around the upper arm.

d. Take readings at least 2 times at least 1 minute apart.
19. Collaboration: The unit is very busy and short staffed. What could the
RN delegate to the unlicensed assistive personnel (UAP)?



a. Administer antihypertensive medications to stable patients.

b. Obtain orthostatic BP readings for older patients.

c. Check BP readings for the patient receiving IV sodium

nitroprusside.

d. Teach about home BP monitoring and use of automatic BP

monitoring equipment.

20. Which manifestation is an indication that a patient is having
hypertensive emergency?

a. Symptoms of a stroke with an elevated BP

b. A systolic BP (SBP) > 180 mm Hg and a diastolic BP (DBP) > 110

mm Hg

c. A sudden rise in BP accompanied by neurologic impairment

d. A severe elevation of BP that occurs over several days or weeks
21. Which drugs are most commonly used to treat hypertensive crises?

a. Labetalol and bumetanide (Bumex)

b. Esmolol (Brevibloc) and captopril (Captopril)

c. Enalaprilat (Vasotec) and minoxidil (Minoxidil)

d. Fenoldopam (Corlopam) and sodium nitroprusside (Nitropress)
22. A patient has a BP of 222/148 mm Hg and confusion, nausea, and
vomiting. Which goal should the nurse try to achieve by titrating
medications?

a. Decrease the mean arterial pressure (MAP) to 129 mm Hg

b. Lower the BP to the patient’s normal within the second to third

hour

c. Decrease the SBP to 160 mm Hg and the DBP to 100 mm Hg as

quickly as possible

d. Reduce the SBP to 158 mm Hg and the DBP to 90 mm Hg within

the first 2 hours
23. What does the nursing responsibility in the management of the patient
with hypertensive urgency include?

a. Monitoring hourly urine output for drug effectiveness

b. Titrating IV drug dosages based on BP and HR measurements

every 2 to 3 minutes

c. Providing continuous electrocardiographic (ECG) monitoring to

detect side effects of the drugs

d. Instructing the patient to follow up with a health care provider

within 24 hours after outpatient treatment



Case Study

Primary Hypertension

Patient Profile

K.J. is a 66-year-old black woman with no history of hypertension. She came
to the doctor’s office for a flu shot.

(jeffwqc/iStock/ Thinkstock)
Subjective Data

» Says she has gained 20 1b over the past year since her husband died
» Has never smoked and uses no alcohol

* Only medication is 1 multivitamin per day

* Eats a lot of canned food

* Does not exercise

Objective Data

* Height: 5 ft 4 in (162.6 cm)

* Weight: 180 1b (77.1 kg)

* BP: 170/86 mm Hg

* Physical examination shows no abnormalities
 Serum potassium: 3.3 mEq/L (3.3 mmol/L)



The health care provider diagnosed hypertension, stage 2 and prescribed
lifestyle modifications.

Discussion Questions
Using a separate sheet of paper, answer the following questions:

1. What contributing factors to the development of hypertension, stage 2
are present in K.J.?

2. What additional risk factors are present?

3. Patient-Centered Care: What specific dietary changes would the nurse
recommend for K.J.?

4. If drug therapy became necessary to treat K.J.’s hypertension, what
diuretic would be indicated based on her laboratory results?

5. Collaboration: What referrals may help K.J. with managing her
hypertension?

6. Priority Decision: What other priority teaching measures should be
instituted by the nurse?

7. Priority Decision: Based on the assessment data presented, what are the
priority nursing diagnoses? Are there any collaborative problems?
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Coronary Artery Disease and
Acute Coronary Syndrome

1. Which patient is most likely to be in the fibrous stage of development of coronary
artery disease (CAD)?
a. Age 40 years, thrombus adhered to the coronary artery wall
b. Age 50 years, rapid onset of disease with hypercholesterolemia
c. Age 32 years, thickened coronary arterial walls with narrowed vessel
lumen
d. Age 19 years, high low-density lipoprotein (LDL) cholesterol, lipid-filled
smooth muscle cells
2. What accurately describes the pathophysiology of CAD?
a. Partial or total occlusion of the coronary artery occurs during the stage of
raised fibrous plaque.
b. Endothelial changes may be caused by chemical irritants, such as
hyperlipidemia or by tobacco use.
c. Collateral circulation in the coronary circulation is more likely to be present
in the young patient with CAD.
d. The leading theory of atherogenesis proposes that infection and fatty
dietary intake are the basic underlying causes of atherosclerosis.
3. After obtaining patient histories, which patient does the nurse identify as having the
highest risk for CAD?
a. A white man, age 54 years, who is a smoker and has a stressful lifestyle
b. A white woman, age 75 years, with a BP of 172/100 mm Hg and who is
physically inactive
c. An Asian woman, age 45 years, with a cholesterol level of 240 mg/dL and a
BP of 130/74 mm Hg
d. An obese Hispanic man, age 65 years, with a cholesterol level of 195 mg/dL
and a BP of 128/76 mm Hg
4. Priority Decision: What should the nurse emphasize when teaching women about the
risks and incidence of CAD?
a. Smoking is not as significant a risk factor for CAD in women as it is in men.

b. Women seek treatment sooner than do men when they have symptoms of
CAD.



c. Estrogen replacement therapy in postmenopausal women decreases the
risk for CAD.

d. CAD is the leading cause of death in women, with a higher mortality rate
after myocardial infarction (MI) than in men.

5. Which characteristics are associated with LDLs (select all that apply)?

a. Increases with exercise

b. Contains the most cholesterol

c. Has an affinity for arterial walls

d. Carries lipids away from arteries to liver

e. High levels correlate most closely with CAD

f. The higher the level, the lower the risk for CAD
6. Which serum lipid elevation, along with high LDL, is strongly associated with CAD?

a. Apolipoproteins

b. Fasting triglycerides

c. Total serum cholesterol

d. High-density lipoprotein (HDL)

7. The laboratory tests for 4 patients show the following results. Which patient should the
nurse teach first about preventing CAD because the patient is at the greatest risk for
CAD even without other risk factors?

a. Total cholesterol: 152 mg/dL, triglycerides: 148 mg/dL, LDL: 148 mg/dL,
HDL: 52 mg/dL

b. Total cholesterol: 160 mg/dL, triglycerides: 102 mg/dL, LDL: 138 mg/dL,
HDL: 56 mg/dL

c. Total cholesterol: 200 mg/dL, triglycerides: 150 mg/dL, LDL: 160 mg/dL,
HDL: 48 mg/dL

d. Total cholesterol: 250 mg/dL, triglycerides: 164 mg/dL, LDL: 172 mg/dL,
HDL: 32 mg/dL

8. The nurse is encouraging a sedentary patient with major risks for CAD to perform
physical exercise on a regular basis. In addition to decreasing the risk factor of
physical inactivity, the nurse tells the patient that exercise will directly contribute to
reducing which risk factors?

a. Diabetes and hypertension

b. Hyperlipidemia and obesity

c. Increased serum lipids and stressful lifestyle

d. Hypertension and increased serum homocysteine

9. During a routine health examination, a 48-year-old patient is found to have a total
cholesterol level of 224 mg/dL (5.8 mmol/L) and an LDL level of 140 mg/dL (3.6
mmol/L). What does the nurse teach the patient based on the Therapeutic Lifestyle
Changes diet (select all that apply)?

a. Use fat-free milk.

b. Abstain from alcohol use.

c. Reduce red meat in the diet.

d. Eliminate intake of simple sugars.



e. Avoid foods prepared with egg yolks.
10. To which patients should the nurse teach the Therapeutic Lifestyle Changes diet to
reduce the risk of CAD?
a. Patients who have had an MI
b. All patients to reduce CAD risk
c. Those with 2 or more risk factors for CAD
d. Those with a cholesterol level > 200 mg/dL (5.2 mmol/L)

11. Patient-Centered Care: A 62-year-old woman smokes a pack of cigarettes per day and
has a BP 138/88 mm Hg. She has no symptoms of CAD, but a recent LDL level was
154 mg/dL (3.98 mmol/L). Based on these findings, the nurse would expect that which
treatment plan would be used first for this patient?

a. Diet and drug therapy
b. Exercise instruction only
c. Diet therapy and smoking cessation
d. Drug therapy and smoking cessation
12. What are manifestations of acute coronary syndrome (ACS) (select all that apply)?
a. Dysrhythmia
b. Stable angina
c. Unstable angina
d. ST-segment-elevation myocardial infarction (STEMI)
e. Non-ST-segment-elevation myocardial infarction (NSTEMI)

13. Myocardial ischemia occurs because of increased oxygen demand and decreased
oxygen supply. What factors and disorders result in increased oxygen demand (select
all that apply)?

a. Hypovolemia or anemia
b. Increased cardiac workload with aortic stenosis
c. Narrowed coronary arteries from atherosclerosis
d. Angina in the patient with atherosclerotic coronary arteries
e. Left ventricular hypertrophy caused by chronic hypertension
f. Sympathetic nervous system stimulation by drugs, emotions, or exertion
14. What causes the pain that occurs with myocardial ischemia?
a. Death of myocardial tissue
b. Dysrhythmias caused by cellular irritability
c. Lactic acid accumulation during anaerobic metabolism
d. Increased pressure in the ventricles and pulmonary vessels
15. What types of angina can occur in the absence of CAD (select all that apply)?
a. Silent ischemia
b. Nocturnal angina
c. Prinzmetal’s angina
d. Microvascular angina
e. Chronic stable angina
16. Which characteristics describe unstable angina (select all that apply)?
a. Usually precipitated by exertion



b. New-onset angina with minimal exertion
c. Occurs only when the person is recumbent
d. Characterized by increased duration or severity
e. Usually occurs in response to coronary artery spasm
17. Tachycardia that is a response of the sympathetic nervous system to the pain of
ischemia is detrimental because it increases oxygen demand and
a. increases cardiac output.
b. causes reflex hypotension.
c. may lead to atrial dysrhythmias.
d. impairs perfusion of the coronary arteries.
18. Which effects contribute to making nitrates the first-line therapy for the treatment of
angina (select all that apply)?
a. Decrease preload
b. Decrease afterload
c. Dilate coronary arteries
d. Decrease heart rate (HR)
e. Prevent thrombosis of plaques
f. Decrease myocardial contractility
19. The patient has used sublingual nitroglycerin (NTG) and various long-acting nitrates
but now has an ejection fraction of 38% and is considered at a high risk for a cardiac

event. Which medication would first be added for vasodilation and to reduce
ventricular remodeling?

a. Captopril
b. Clopidogrel (Plavix)
c. Diltiazem (Cardizem)
d. Metoprolol (Lopressor)
20. When teaching the patient with angina about taking sublingual NTG tablets, what
should the nurse teach the patient?
a. Lie or sit and place 1 tablet under the tongue when chest pain occurs.
b. Take the tablet with a large amount of water so that it will dissolve right
away.
c. If 1 tablet does not relieve the pain in 15 minutes, the patient should go to
the hospital.
d. If the tablet causes dizziness and a headache, stop the medication and call
the doctor or go to the hospital.
21. Which guidelines should the nurse use to teach an older adult with CAD how to
manage the treatment program for angina??
a. To sit for 2 to 5 minutes before standing when getting out of bed
b. To exercise only twice a week to avoid unnecessary strain on the heart
c. That lifestyle changes are not as necessary as they would be in a younger
person

d. That aspirin therapy is contraindicated in older adults because of the risk
for bleeding



22. When a patient reports chest pain, why must unstable angina be identified and rapidly
treated?

a. The pain may be severe and disabling.

b. Electrocardiogram (ECG) changes and dysrhythmias may occur during an
attack.

c. Rupture of unstable plaque may cause complete thrombosis of the vessel
lumen.

d. Spasm of a major coronary artery may cause total occlusion of the vessel
with progression to MI.

23. The nurse suspects stable angina rather than MI pain in the patient who reports that

his chest pain
a. is relieved by NTG.
b. is a sensation of tightness or squeezing.
c. does not radiate to the neck, back, or arms.
d. is precipitated by physical or emotional exertion.

24. A patient admitted to the hospital for evaluation of chest pain has no abnormal serum
cardiac biomarkers 4 hours after the onset of pain. What noninvasive diagnostic test
can be used to differentiate angina from other types of chest pain?

a. 12-lead ECG

b. Exercise stress test

c. Coronary angiogram

d. Transesophageal echocardiogram

25. A 52-year-old man is admitted to the emergency department with severe chest pain.

On what basis would the nurse suspect an MI?
a. He has pale, cool, clammy skin.
b. He reports nausea and vomited once at home.
c. He says he is anxious and has a feeling of impending doom.
d. He reports he has had no relief of the pain with rest or position change.

26. At what point in the healing process of the myocardium following an infarct does

early scar tissue result in an unstable heart wall?
a. 2 to 4 days after MI
b. 4 to 10 days after MI
c. 10 to 14 days after MI
d. 6 weeks after MI
27. To detect and treat the most common complication of MI, what should the nurse do?
a. Measure hourly urine output.
b. Auscultate the chest for crackles.
c. Use continuous cardiac monitoring.
d. Take vital signs every 2 hours for the first 8 hours.
28. During the assessment, the nurse identifies crackles in the lungs and an S; heart

sound. Which complication of MI should the nurse suspect and further investigate?
a. Pericarditis
b. Heart failure



29.

30.

31.

32.

33.

34.

c. Ventricular aneurysm
d. Papillary muscle dysfunction
In the patient with chest pain, which results can distinguish unstable angina from an
MI?
a. ECG changes present at the onset of the pain
b. A chest x-ray showing left ventricular hypertrophy
c. Serum troponin levels increased 4 to 6 hours after the onset
d. Creatine kinase MB (CK-MB) elevations that peak 6 hours after the infarct
A second 12-lead ECG performed on a patient 4 hours after the onset of chest pain
reveals ST segment elevation. What does the nurse recognize that this finding
indicates?
a. Transient ischemia typical of unstable angina
b. Lack of permanent damage to myocardial cells
c. Ml associated with prolonged and complete coronary thrombosis
d. MI associated with transient or incomplete coronary artery occlusion
What phrase describes transmyocardial laser revascularization (TMR)?
a. Structure applied to hold vessels open
b. Requires anticoagulation following the procedure
c. Laser-created channels in the heart muscle to allow blood flow to ischemic
areas
d. Surgical construction of new vessels to carry blood beyond obstructed
coronary artery
Which treatment is used first for the patient with a confirmed MI to open the blocked
artery within 90 minutes of arrival to a health care facility?
a. TMR
b. Stent placement
c. Coronary artery bypass graft (CABG)
d. Percutaneous coronary intervention (PCI)
Collaboration: In planning care for a patient who has just returned to the unit
following a PCI, the nurse may delegate which activity to unlicensed assistive
personnel (UAP)?
a. Monitor the IV fluids and measure urine output.
b. Check vital signs and report changes in HR, BP, or pulse oximetry.
c. Explain to the patient the need for frequent vital signs and pulse checks.
d. Assess circulation to the extremity used by checking pulses, skin
temperature, and color.
A patient is scheduled to have CABG surgery. What should the nurse explain is
involved with the procedure?
a. A synthetic graft will be used as a tube for blood flow from the aorta to a
coronary artery distal to an obstruction.
b. A stenosed coronary artery will be resected, and a synthetic arterial tube
graft will be inserted to replace the diseased artery.
c. The internal mammary artery will be detached from the chest wall and
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37.

38.

39.

40.

41.

attached to a coronary artery distal to the stenosis.
d. Reversed segments of a saphenous artery from the aorta will be
anastomosed to the coronary artery distal to an obstruction.
Interprofessional care of the patient with NSTEMI differs from that of a patient with
STEMI in that NSTEMI is more often initially treated with what?
a. PCI
b. CABG
c. Acute intensive drug therapy
d. Reperfusion therapy with thrombolytics
During treatment with reteplase (Retavase) for a patient with a STEMI, which finding
should most concern the nurse?
a. Oozing of blood from the IV site
b. BP of 102/60 mm Hg with an HR of 78 bpm
c. Decrease in the responsiveness of the patient
d. Intermittent accelerated idioventricular rhythms
The nurse recognizes that thrombolytic therapy for the treatment of an MI has not
been successful when the patient displays which manifestation?
a. Continues to have chest pain
b. Develops gastrointestinal (GI) bleeding
c. Has a marked increase in CK-MB levels within 3 hours of therapy
d. Develops premature ventricular contractions and ventricular tachycardia
during treatment
When the patient who is diagnosed with an MI is not relieved of chest pain with IV
NTG, which medication will the nurse expect to be used?
a. IV morphine sulfate
b. Calcium channel blockers
c. IV administration of amiodarone
d. Angiotensin-converting enzyme (ACE) inhibitors
What is the rationale for using docusate sodium (Colace) for a patient after an MI?
a. Relieves cardiac workload
b. Minimizes vagal stimulation
c. Controls ventricular dysrhythmias
d. Prevents the binding of fibrinogen to platelets
A patient who has hypertension just had an MI. Which type of medication should the
nurse expect to be added to decrease the cardiac workload?
a. ACE inhibitor
b. B-adrenergic blocker
c. Calcium channel blocker
d. Angiotensin II receptor blocker (ARB)
A patient with an MI is exhibiting anxiety while being taught about possible lifestyle
changes. Which patient statement indicates to the nurse that the anxiety is relieved?
a. “I'm going to take this recovery one step at a time.”
b. “I feel much better and am ready to get on with my life.”



c. “How soon do you think I will be able to go back to work?”
d. “I know you are doing everything possible to save my life.”

42. Priority Decision: A patient hospitalized for evaluation of unstable angina has severe
chest pain and calls the nurse. Prioritize the subsequent interventions from 1 (highest
priority) to 6 (lowest priority). The appropriate medical prescriptions and protocols
are available to the nurse.

a. Notify the provider.

b. Obtain a 12-lead ECG.

c. Check the patient’s vital signs.

d. Apply oxygen per nasal cannula.

e. Perform a focused assessment of the chest.

f. Assess pain (PQRST) and medicate as ordered.

43. Which statement indicates the patient is experiencing anger as the psychologic
response to his acute MI?

a. “Yes, I'm having a little chest pain. It’s no big deal.”

b. “I don’t think I can take care of myself at home yet.”

c. “What's going to happen if I have another heart attack?”

d. “I hope my wife is happy after harping about my eating habits.”

44. Which activity should the nurse and patient identify as a moderate-energy activity
during rehabilitation after an MI?

a. Golfing

b. Walking at 5 mph

c. Cycling at 13 mph

d. Mowing the lawn by hand

45. A 58-year-old patient is in a cardiac rehabilitation program. Which sign or symptom

should the nurse teach the patient is a reason to stop exercising?
a. Pain or dyspnea develop
b. The HR exceeds 150 bpm
c. The respiratory rate increases to 30
d. The HR is 30 bpm over the resting HR
46. When counseling the patient about sexual activity following an MI, what should the
nurse do?
a. Wait for the patient to ask about resuming sexual activity.
b. Discuss sexual activity while teaching about other physical activity.
c. Have the patient ask the health care provider when sexual activity can be
resumed.
d. Inform the patient that impotence is a common long-term complication
following MI.
47. What advice about sexual activity should the nurse give to a male patient who has had
an MI?
a. The patient should use the superior position.
b. Prophylactic NTG may be used if angina occurs.
c. Foreplay may cause too great an increase in HR.



d. Performance can be enhanced with the use of sildenafil (Viagra).

48. Priority Decision: A patient is hospitalized after a successful resuscitation of an
episode of sudden cardiac death (SCD). During the care of the patient, what nursing
intervention is most important?

a. Continuous ECG monitoring

b. Auscultation of the carotid arteries

c. Frequent assessment of heart sounds

d. Monitoring airway status and respirations

Case Studx

Coronary Artery Disease

Patient Profile

H.C,, a 67-year-old Navajo woman, comes to the emergency department with a burning
sensation in her epigastric area extending into her sternum.
(Katrina Brown/ Hemera/Thinkstock)

Subjective Data

* Has had unexplained fatigue

* Has had chest pain with activity that is relieved with rest for the past 3 months
* Has had type 2 diabetes since she was age 35 years

* Has a smoking history of 1 pack a day for 27 years

* Has no regular exercise program

* Expresses frustration with physical problems

¢ Is reluctant to get medical therapy because it will interfere with her life



e Has no health insurance

Objective Data

Physical Examination

* Anxious, clenching fists

¢ Appears overweight and withdrawn

Diagnostic Studies

e 12-lead ECG

¢ Cholesterol: 248 mg/dL (6.41 mmol/L)
e LDL: 160 mg/dL (4.14 mmol/L)

* Glucose: 210 mg/dL (11.7 mmol/L)

Interprofessional Care

* Metoprolol (Toprol) XL 100 mg PO daily

* Nifedipine (Procardia) 10 mg tid

* Nitroglycerin 0.4 mg sublingual PRN for chest pain
e Exercise stress test

Discussion Questions

Using a separate sheet of paper, answer the following questions:

1. What are H.C.’s risk factors for CAD?

2. What symptoms should lead the nurse to suspect the pain may be angina?

3. Patient-Centered Care: What nursing actions should be taken for H.C.'s discomfort?

4. What ECG changes would indicate myocardial ischemia?

5. What information should the nurse provide for H.C. before the exercise stress test?

6. Priority Decision: What are the priority nursing measures that should be instituted to
help H.C. decrease her risk factors?

7. Should H.C.'s angina become chronic stable angina, explain the treatment that would
be used using the mnemonic A, B, C, D, E, and F.

8. Priority Decision: Based on the assessment data presented, what are the priority
nursing diagnoses? Are there any collaborative problems?
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Heart Failure

1. Which statements accurately describe heart failure (HF) (select all that apply)?
a. A common cause of HF with preserved ejection fraction (HFpEF) is left
ventricular dysfunction.
b. A primary risk factor for HF is coronary artery disease (CAD).
c. Systolic failure results in a normal left ventricular ejection fraction.
d. HF with reduced ejection fraction (HFrEF) is characterized by abnormal
resistance to ventricular filling.
e. Hypervolemia precipitates HF by decreasing cardiac output and increasing
oxygen consumption.
2. Describe the primary ways in which each of the following compensatory mechanisms
of HF increases cardiac output and identify at least 1 effect of the mechanism that is
detrimental to cardiac function.

Compensatory Mechanism 1 Cardiac Output Detrimental Effect

Cardiac dilation

Cardiac hypertrophy

Neurohormonal response

Renin-angiotensin-aldosterone system

Antidiuretic hormone (ADH)

Sympathetic nervous system

3. What describes the action of the natriuretic peptides and nitric oxide in their
counterregulatory processes in response to HF?
a. Excretion of potassium
b. Increased release of ADH
c. Vasodilation and decreased BP
d. Decreased glomerular filtration rate and edema
4. The acronym FACES is used to help teach patients to identify early symptoms of HF.
What does this acronym mean?
a. Frequent activity leads to cough in the elderly and swelling
b. Factors of risk: activity, cough, emotional upsets, salt intake



c. Follow activity plan, continue exercise, and know signs of problems
d. Fatigue, limitation of activities, chest congestion/cough, edema, shortness
of breath

5. What is the pathophysiologic mechanism that results in the pulmonary edema of left-
sided HF?

a. Increased right ventricular preload

b. Increased pulmonary hydrostatic pressure

c. Impaired alveolar oxygen and carbon dioxide exchange

d. Increased lymphatic flow of pulmonary extravascular fluid

6. Which initial physical assessment finding would the nurse expect to be present in a

patient with acute left-sided HF?
a. Bubbling crackles and tachycardia
b. Hepatosplenomegaly and tachypnea
c. Peripheral edema and cool, diaphoretic skin
d. Frothy, blood-tinged sputum and distended jugular veins
7. The nurse assesses the patient with chronic biventricular HF for paroxysmal nocturnal
dyspnea (PND) by questioning the patient regarding
a. the presence of restlessness and confusion.
b. frequent awakening to void during the night.
c. the presence of swelling in dependent body areas.
d. waking in a panic with a feeling of suffocation.

8. Priority Decision: The nurse reviews the following vital signs recorded by an
unlicensed assistive personnel (UAP) on a patient with acute decompensated heart
failure (ADHF): BP 98/60 mm Hg, heart rate (HR) 102 bpm, respiratory rate (RR) 24,
temperature 98.2° F (36.7° C), arterial oxygen saturation by pulse oximetry (SpO,) 84%

on 2 L/min via nasal cannula.
a. Which of these findings is of highest priority?
b. What should the nurse do next?

9. A patient with chronic HF has atrial fibrillation and a left ventricular ejection fraction
(LVEF) of 18%. To decrease the risk of complications from these conditions, what drug
does the nurse anticipate giving?

a. Diuretic
b. Anticoagulant
c. B-Adrenergic blocker
d. Potassium supplement
10. Which diagnostic test is most useful in differentiating dyspnea related to pulmonary
effects of HF from dyspnea related to pulmonary disease?
a. Exercise stress testing
b. Cardiac catheterization
c. B-type natriuretic peptide (BNP) levels
d. Determination of blood urea nitrogen (BUN)
11. Which medication shows improvement for hypertension and angina in black patients
with HFrEF?



a. Captopril

b. Nitroglycerin

c. Spironolactone (Aldactone)

d. Isosorbide dinitrate and hydralazine (Bidil)

12. Priority Decision: A patient is admitted to the emergency department with ADHF.
Which IV medication would the nurse expect to administer first?

a. Digoxin (Lanoxin)
b. Morphine sulfate

c. Nesiritide (Natrecor)
d. Furosemide (Lasix)

13. The patient with chronic HF is being discharged with a diuretic, a renin-angiotensin-
aldosterone system (RAAS) inhibitor, and a B-adrenergic blocker. When received from
the pharmacy, which medication should not be included for this patient?

a. Dopamine

b. Losartan (Cozaar)

c. Carvedilol (Coreg)

d. Hydrochlorothiazide

14. In the patient with HF, which medications or treatments require careful monitoring of
the patient’s serum potassium level to prevent further cardiac dysfunction (select all
that apply)?

a. Enalapril (Vasotec)

b. Furosemide (Lasix)

c. Nesiritide (Natrecor)

d. Spironolactone (Aldactone)

e. Metoprolol CR/XL (Toprol XL)

15. Priority Decision: A patient with chronic HF is treated with hydrochlorothiazide,
digoxin, and lisinopril. To prevent the risk of digitalis toxicity with these drugs, what
is most important that the nurse monitor for this patient?

a. HR

b. Potassium levels

c. BP

d. Gastrointestinal function

16. The health care provider prescribes spironolactone (Aldactone) for the patient with
chronic HF. What diet modifications related to the use of this drug should the nurse
include in the patient teaching?

a. Decrease both sodium and potassium intake.

b. Increase calcium intake and decrease sodium intake.

c. Decrease sodium intake and increase potassium intake.

d. Decrease sodium intake by using salt substitutes for seasoning.

17. The nurse monitors the patient receiving treatment for ADHF with the knowledge that
marked hypotension is most likely to occur with the IV administration of which
medication?

a. Milrinone



b. Furosemide
c. Nitroglycerin

d. Nitroprusside
18. A 2400-mg sodium diet is prescribed for a patient with chronic HF. The nurse

recognizes that additional teaching is necessary when the patient makes which

statement?
a. “I should limit my milk intake to 2 cups a day.”

b. “I can eat fresh fruits and vegetables without worrying about sodium

content.”
c. “I can eat most foods as long as I do not add salt when cooking or at the

table.”
d. “I need to read the labels on prepared foods and medicines for their

sodium content.”
19. List 4 cardiovascular conditions that may lead to HF and what can be done to prevent

the development of HF in each condition.

Cardiovascular Condition Leading to HF Preventive Measures

20. The nurse determines that treatment of HF has been successful when the patient

experiences
a. weight loss and diuresis.
b. warm skin and less fatigue.
c. clear lung sounds and decreased HR.
d. absence of chest pain and improved level of consciousness (LOC).

21. Which statement by the patient with chronic HF should cause the nurse to determine

that additional discharge teaching is needed?
a. “I will call my health clinic if I wake up breathless at night.”
b. “I will look for sodium content on labels of foods and over-the-counter

medicines.”
c. “I plan to organize my household tasks so I don’t have to constantly go up

and down the stairs.”
d. “I should weigh myself every morning and go on a diet if I gain more than

2 or 3 pounds in 2 days.”
22. The evaluation team for cardiac transplantation is evaluating patients. Which patient

is most likely to receive the most benefit from a new heart?
a. A 24-year-old man with Down syndrome who has received excellent care

from parents in their 60s
b. A 46-year-old single woman with a limited support system who has



alcohol-induced cardiomyopathy
c. A 60-year-old man with inoperable CAD who has not been compliant with
lifestyle changes and rehabilitation programs
d. A 52-year-old woman with end-stage CAD who has limited financial
resources but is emotionally stable and has strong social support
23. The nurse plans long-term goals for the patient who has had a heart transplant with
the knowledge that what is the most common cause of death in heart transplant
patients during the first year?
a. Infection
b. HF
c. Embolization
d. Malignant conditions

Case Study
Acute Decompensated Heart Failure

Patient Profile

L.J. is a 63-year-old man who has a history of hypertension, chronic HF, and sleep apnea.
He has been smoking 2 packs of cigarettes a day for 40 years and has refused to quit. Three
days ago, he had an onset of flu with fever, pharyngitis, and malaise. He has not taken his
antihypertensive medications or his medications to control his HF for 4 days. Today he has
been admitted to the hospital intensive care unit with ADHF.

(Ljupco/iStock/ Thinkstock)

Subjective Data

¢ Is very anxious and asks, “Am I going to die?”



* Denies pain but says that he feels like he cannot get enough air
* Says that his heart feels like it is “running away”
* After being weighed, he reports, “That is more than I usually weigh.”

* Reports that he is so exhausted he can’t eat or drink by himself

Objective Data

* Height: 5 ft 10 in (175 cm)

* Weight: 210 Ib (95.5 kg)

e Vital signs: Temp 99.6° F (37.6° C), HR 118 bpm and irregular, RR 34, BP 90/58 mm Hg
¢ Cardiovascular: Distant S;, Sy; S3, S4 present; point of maximal impulse (PMI) at sixth

intercostal space (ICS) and faint; bilateral jugular vein distention; all peripheral pulses
are 1 + and there is peripheral edema; initial cardiac monitoring indicates atrial
fibrillation with a ventricular rate of 132 bpm

¢ Respiratory: Pulmonary crackles, decreased breath sounds right lower lobe, coughing
frothy, blood-tinged sputum; SpO, 82% on room air

* Gastrointestinal: Bowel sounds present; hepatomegaly 4 cm below costal margin

* Laboratory work and diagnostic testing are scheduled

Discussion Questions

Using a separate sheet of paper, answer the following questions:

1. What signs and symptoms of right-sided and left-sided HF is L.]J. experiencing?

2. Priority Decision: What priority nursing interventions are appropriate for L.J. at the
time of his admission?

3. What diagnostic procedures and findings would help establish a diagnosis of ADHF
with pulmonary edema?

4. What monitoring will be used to evaluate L.].’s condition?

5. Evidence-Based Practice: During L.]J.’s hospitalization, basic standards of evidence-
based care for patients with HF are set forth by the American College of Cardiology
Foundation/AHA. Which of these measures should be implemented by the nurse?

6. The health care provider mentions the possibility of inserting a pacemaker called
cardiac resynchronization therapy (CRT). L.]J. asks the nurse what CRT is. What response
would be appropriate from the nurse?

7. Patient-Centered Care: What information should be included in L.]J.’s discharge
teaching?

8. Priority Decision: Based on the assessment data presented, what are the priority
nursing diagnoses for L.J.? Are there any collaborative problems?



35

Dysrhythmias

1. What accurately describes electrocardiographic (ECG) monitoring?
a. Depolarization of the cells in the ventricles produces the T wave on the
ECG.
b. An abnormal cardiac impulse that arises in the atria, ventricles, or
atrioventricular (AV) junction can create a premature beat that is known as
“an artifact.”
c. Lead placement for V; includes 1 lead each for right arm, right leg, left arm,

and left leg with the fifth lead on the fourth intercostal space to the right of
the sternal border.

d. If the sinoatrial (SA) node fails to discharge an impulse or discharges very
slowly, a secondary pacemaker in the AV node is able to discharge at a rate
of 30 to 40 times per minute.

2. What accurately describes the PR interval (select all that apply)?

a. 0.16 seconds

b. <0.12 seconds

c. 0.06 to 0.12 seconds

d. 0.12 to 0.20 seconds

e. Time of depolarization and repolarization of ventricles

f. Measured from beginning of P wave to beginning of QRS complex

3. A patient with a regular heart rate (HR) has 4 QRS complexes between every 3-second
marker on the ECG paper. Calculate the patient’s HR.
bpm
4. The ECG pattern of a patient with a regular HR reveals 20 small squares between each
R-R interval. What is the patient’'s HR?
bpm
5. What describes the SA node’s ability to discharge an electrical impulse spontaneously?

a. Excitability

b. Contractility

c. Conductivity

d. Automaticity

6. What describes the refractory phase?
a. Abnormal electrical impulses
b. Period in which heart tissue cannot be stimulated




c. Areas of the heart do not repolarize at the same rate because of depressed
conduction

d. Sodium migrates rapidly into the cell, so it is positive compared to the
outside of the cell

7. The patient’s PR interval comprises 6 small boxes on the ECG graph. What does the
nurse determine that this indicates?
a. A normal finding
b. A problem with ventricular depolarization
c. A disturbance in the repolarization of the atria
d. A problem with conduction from the SA node to the ventricular cells

8. The nurse plans close monitoring for the patient during electrophysiologic study (EPS)
because this study

a. requires the use of dyes that irritate the myocardium.
b. causes myocardial ischemia, resulting in dysrhythmias.
c. involves the use of anticoagulants to prevent thrombus and embolism.

d. induces dysrhythmias that may require cardioversion or defibrillation to
correct.

9. What should the nurse reading the monitor strip call a rhythm with a regular PR
interval but a blocked QRS complex?
a. Asystole
b. Atrial fibrillation
c. First-degree AV block
d. Type II second-degree AV block
10. After defibrillation, the advanced cardiac life support (ACLS) nurse says that the

patient has pulseless electrical activity (PEA). What is most important for the nurse to
understand about this rhythm?

a. The HR is 40 to 60 bpm.

b. Hypoxemia and hypervolemia are common with PEA.
c. There is dissociated activity of the ventricle and atrium.
d. There is electrical activity with no mechanical response.

11. The nurse is evaluating the telemetry ECG rhythm strip. How should the nurse
document the distorted P wave causing an irregular rhythm?
a. Atrial flutter

b. Sinus bradycardia
c. Premature atrial contraction (PAC)
d. Paroxysmal supraventricular tachycardia (PSVT)
12. A patient with an acute myocardial infarction (MI) develops the following ECG
pattern: atrial rate of 82 bpm and regular; ventricular rate of 46 bpm and regular; P
wave and QRS complex are normal but there is no relationship between the P wave

and the QRS complex. What dysrhythmia does the nurse identify this as and what
treatment is expected?

a. Sinus bradycardia treated with atropine
b. Third-degree heart block treated with a pacemaker



13.

14.

15.

16.

17.

18.

19.

c. Atrial fibrillation treated with electrical cardioversion

d. Type I second-degree AV block treated with observation
Which rhythm abnormality has an increased risk of ventricular tachycardia and
ventricular fibrillation?

a. PAC

b. Premature ventricular contraction (PVC) on the T wave

c. Accelerated idioventricular rhythm

d. PVC couplet
A patient with an acute MI has sinus tachycardia of 126 bpm. The nurse recognizes
that if this dysrhythmia is not treated, what is the worst thing the patient is likely to
experience?

a. Hypertension

b. Escape rhythms

c. Ventricular tachycardia

d. An increase in infarct size
A patient with no history of heart disease has a rhythm strip that shows an occasional
distorted P wave followed by normal AV and ventricular conduction. About what
should the nurse question the patient?

a. The use of caffeine

b. The use of sedatives

c. Any aerobic training

d. Holding of breath during exertion
Priority Decision: A patient’s rhythm strip indicates a normal HR and rhythm with
normal P waves and QRS complexes, but the PR interval is 0.26 second. What is the
most appropriate action by the nurse?

a. Continue to assess the patient.

b. Administer atropine per protocol.

c. Prepare the patient for synchronized cardioversion.

d. Prepare the patient for placement of a temporary pacemaker.
In the patient with a dysrhythmia, which assessment indicates decreased cardiac
output (CO)?

a. Hypertension and bradycardia

b. Chest pain and decreased mentation

c. Abdominal distention and hepatomegaly

d. Bounding pulses and a ventricular heave
Priority Decision: A patient with an acute Ml is having multifocal PVCs and couplets.
He is alert and has a BP reading of 118/78 mm Hg with an irregular pulse of 86 bpm.
What is the priority nursing action at this time?

a. Continue to assess the patient.

b. Ask the patient to perform Valsalva maneuver.

c. Prepare to administer antidysrhythmic drugs per protocol.

d. Be prepared to administer cardiopulmonary resuscitation (CPR).
Which rhythm pattern finding is indicative of PVCs?



a. A QRS complex > 0.12 second followed by a P wave

b. Continuous wide QRS complexes with a ventricular rate of 160 bpm

c. P waves hidden in QRS complexes with a regular rhythm of 120 bpm

d. Saw-toothed P waves with no measurable PR interval and an irregular
rhythm

20. In the patient experiencing ventricular fibrillation (VF), what is the rationale for using

21.

22.

23.

24.

25.

defibrillation?
a. Enhance repolarization and relaxation of ventricular myocardial cells
b. Provide an electrical impulse that stimulates normal myocardial
contractions
c. Depolarize the cells of the myocardium to allow the SA node to resume
pacemaker function
d. Deliver an electrical impulse to the heart at the time of ventricular
contraction to convert the heart to a sinus rhythm
What action is included in the nurse’s responsibilities in preparing to administer
defibrillation?
a. Applying gel pads to the patient’s chest
b. Setting the defibrillator to deliver 50 joules
c. Setting the defibrillator to a synchronized mode
d. Sedating the patient with midazolam before defibrillation
While providing discharge instructions to the patient who has had an implantable
cardioverter-defibrillator (ICD) inserted, the nurse teaches the patient that if the ICD
tires, it is important that he or she should do what?
a. Lie down.
b. Call the cardiologist.
c. Push the reset button on the pulse generator.
d. Immediately take his or her antidysrhythmic medication.
A patient with a sinus node dysfunction has a permanent pacemaker inserted. Before
discharge, what should the nurse include when teaching the patient?
a. Avoid cooking with microwave ovens.
b. Avoid standing near antitheft devices in doorways.
c. Use mild analgesics to control the chest spasms caused by the pacing
current.
d. Start lifting the arm above the shoulder right away to prevent a “frozen
shoulder.”
Priority Decision: A patient on the telemetry unit goes into VF and is unresponsive.
Following initiation of the emergency call system (Code Blue), what is the next priority
for the nurse in caring for this patient?
a. Begin CPR.
b. Get the crash cart.
c. Administer amiodarone IV.
d. Defibrillate with 360 joules.
The use of radiofrequency catheter ablation therapy to “burn” areas of the cardiac



conduction system is indicated for the treatment of
a. sinus arrest.
b. heart blocks.
c. tachydysrhythmias.
d. premature ventricular beats.

26. A patient with chest pain that is unrelieved by nitroglycerin is admitted to the
coronary care unit for observation and diagnosis. While the patient has continuous
ECG monitoring, what finding would most concern the nurse?

a. Occasional PVCs

b. QRS complex change

c. ST segment elevation

d. A PR interval of 0.18 second

27. A 54-year-old patient who has no structural heart disease has an episode of syncope. A
head-up tilt-test is performed to rule out cardioneurogenic syncope. The nurse
explains to the patient that if cardioneurogenic syncope is the problem, the patient
will experience what?

a. No change in HR or BP

b. Palpitations and dizziness

c. Tachydysrhythmias and chest pain

d. Marked bradycardia and hypotension

28. The patient is brought to the emergency department with acute coronary syndrome
(ACS). What changes should the nurse expect to see on the ECG if only myocardial
injury has occurred?

a. Absent P wave

b. A wide QT interval

c. Tall, peaked T wave
d. ST-segment elevation

29. Identify the following cardiac rhythms using the systematic approach to assessing
cardiac rhythms found in Table 35.5 and information in Table 35.7 in the textbook. All
rhythm strips are 6 seconds.

a.
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Case Studx
Dysrhythmia




Patient Profile

R.S. is a 78-year-old woman who is admitted to the telemetry unit with a diagnosis of new-
onset atrial fibrillation.
(Dmitry Berkut/ iStock/Thinkstock)

Subjective Data

* Has a history of hypothyroidism and hypertension
* Has no history of atrial fibrillation

¢ Is taking levothyroxine (Synthroid) 0.125 mg PO daily and enalapril (Vasotec) 5 mg PO
twice daily

* Experiences palpitations, dizziness, shortness of breath, and mild chest pressure

* Has been drinking more coffee since her husband died last month

Objective Data

Physical Examination

e Alert, anxious, older woman
e Vital signs: BP 100/70 mm Hg, HR 150 bpm, RR 32 breaths/min
* Lungs: bibasilar crackles

* Heart: S; and S,, irregular

Diagnostic Study
¢ 12-lead ECG: atrial fibrillation with an uncontrolled ventricular response
Interprofessional Care

¢ Continuous ECG monitoring



¢ Discontinue enalapril (Vasotec)

¢ IV diltiazem (Cardizem) bolus and then IV drip

¢ Digoxin 0.25 mg PO daily

* Enoxaparin (Lovenox) subcutaneous every 12 hours
¢ Warfarin (Coumadin) 5 mg PO daily

Discussion Questions

Using a separate sheet of paper, answer the following questions:

1. What risk factors for atrial fibrillation does R.S. have?

2. What nursing interventions should be included in the initial emergency management
of R.S.?

3. Explain the pathophysiology of R.S.”s symptoms on admission to the telemetry unit.

4. Describe the characteristics of R.S.”s ECG waveform.

5. Priority Decision: What is the immediate goal of antidysrhythmic drug therapy for
R.S.?

6. Explain the rationale for use of the medications ordered for R.S.

7. What nondrug therapy may be used to treat the dysrhythmia?

8. Priority Decision: Based on the assessment data presented, what are the priority
nursing diagnoses? Are there any collaborative problems?
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Inflammatory and Structural
Heart Disorders

1. A 20-year-old patient has acute infective endocarditis. What topics should the nurse
ask the patient about during the health history (select all that apply)?
a. Renal dialysis
b. IV drug abuse
c. Recent dental work
d. Cardiac catheterization
e. Recent urinary tract infection
2. A patient has an admitting diagnosis of acute left-sided infective endocarditis. What is
the best test to confirm this diagnosis?
a. Three blood cultures
b. Complete blood count
c. Cardiac catheterization
d. Transesophageal echocardiogram
3. Which manifestation of infective endocarditis is a result of fragmentation and
microembolization of vegetative lesions?
a. Petechiae
b. Roth’s spots
c. Osler’s nodes
d. Splinter hemorrhages
4. Which statement describes Janeway’s lesions as manifestations of infective
endocarditis?
a. Hemorrhagic retinal lesions
b. Black longitudinal streaks in nail beds
c. Painful red or purple lesions on fingers or toes
d. Flat, red, painless spots on the palm of hands and soles of feet
5. A patient with infective endocarditis of a prosthetic mitral valve develops a left
hemiparesis and visual changes. What should the nurse expect to be included in
interprofessional care of the patient?
a. Embolectomy
b. Surgical valve replacement
c. Administration of anticoagulants



d. Higher-than-usual antibiotic dosages
6. A patient with aortic valve endocarditis develops dyspnea, crackles in the lungs, and
restlessness. What should the nurse suspect that the patient is experiencing?
a. Pulmonary embolization from valve vegetations
b. Vegetative embolization to the coronary arteries
c. Valvular incompetence with resulting heart failure
d. Nonspecific manifestations that accompany infectious diseases

7. Priority Decision: A patient hospitalized for 1 week with subacute infective
endocarditis is afebrile and has no signs of heart damage. Discharge with outpatient
antibiotic therapy is planned. During discharge planning with the patient, what is it
most important for the nurse to do?

a. Plan how his needs will be met while he continues on bed rest.

b. Encourage the use of diversional activities to relieve boredom and
restlessness.

c. Teach the patient to avoid crowds and exposure to upper respiratory
infections.

d. Assess the patient’s home environment in terms of family assistance and
hospital access.

8. What should the nurse teach the patient who has endocarditis about preventing
recurrence of the infection?

a. Start on antibiotic therapy when exposed to persons with infections.

b. Take one aspirin a day to prevent vegetative lesions from forming around
the valves.

c. Always maintain continuous antibiotic therapy to prevent the development
of any systemic infection.

d. Obtain prophylactic antibiotic therapy before certain invasive medical or
dental procedures (e.g., dental cleaning).

9. A patient is admitted to the hospital with a suspected acute pericarditis. What is the
best method for the nurse to use in assessing for the presence of a pericardial friction
rub?

a. Timing the sounds with the respiratory pattern

b. Place the bell of the stethoscope at the apical area of the heart

c. Use the diaphragm of the stethoscope to auscultate for a high-pitched
continuous rumbling sound

d. Place the stethoscope at the lower left sternal border, patient leaning
forward and holding breath

10. A patient with acute pericarditis has markedly distended jugular veins, decreased BP,
tachycardia, tachypnea, and muffled heart sounds. What does the nurse recognize as
the cause of these findings?

a. The pericardial space is obliterated with scar tissue and thickened
pericardium.

b. Excess pericardial fluid compresses the heart and prevents adequate
diastolic filling.



c. The parietal and visceral pericardial membranes adhere to each other,
preventing normal myocardial contraction
d. Fibrin accumulation on the visceral pericardium infiltrates the
myocardium, creating myocardial dysfunction.
11. Which statements explain the measurement of pulsus paradoxus with cardiac
tamponade (select all that apply)?
a. A difference of <10 mm Hg occurs.
b. A difference of > 10 mm Hg occurs.
c. It is measured with an automatic sphygmomanometer.
d. Rapidly inflate the cuff until you hear sounds throughout the respiratory
cycle.
e. Subtract the number when sounds are heard in the respiratory cycle from
the number when the first Korotkoff sound during expiration is heard.
12. The patient with acute pericarditis is having a pericardiocentesis. What complication
should the nurse monitor the patient for after surgery?
a. Pneumonia
b. Pneumothorax
c. Myocardial infarction (MI)
d. Cerebrovascular accident (CVA)
13. Priority Decision: A patient with acute pericarditis has pain from pericardial
inflammation. What is the best nursing intervention for the patient?
a. Administer opioids as prescribed on a round-the-clock schedule.
b. Promote progressive relaxation exercises with the use of deep, slow
breathing.
c. Position the patient on the right side with the head of the bed elevated 15
degrees.
d. Position the patient in Fowler’s position with a padded table for the patient
to lean on.
14. When obtaining a nursing history for a patient with myocarditis, what should the
nurse specifically question the patient about?
a. Prior use of digoxin for treatment of cardiac problems
b. Recent symptoms of a viral illness, such as fever and malaise
c. A history of coronary artery disease (CAD) with or without an MI
d. A recent streptococcal infection requiring treatment with penicillin
15. Priority Decision: What is the most important role of the nurse in preventing
rheumatic fever?
a. Teach patients with infective endocarditis to adhere to antibiotic
prophylaxis.
b. Identify patients with valvular heart disease who are at risk for rheumatic
fever.
c. Encourage the use of antibiotics for treatment of all infections involving a
sore throat.
d. Promote the early diagnosis and immediate treatment of group A



streptococcal pharyngitis.
16. What manifestations most strongly support a diagnosis of acute rheumatic fever?
a. Carditis, polyarthritis, and erythema marginatum
b. Polyarthritis, chorea, and decreased antistreptolysin-O titer
c. Organic heart murmurs, fever, and elevated erythrocyte sedimentation rate
(ESR)
d. Positive C-reactive protein, elevated white blood cells (WBCs), and
subcutaneous nodules
17. When teaching the patient with acute rheumatic fever, identify the rationale for the
use of each of the following drugs in the patient’s treatment plan.

Drug Rationale for Use
Antibiotics

Aspirin

Corticosteroids

Nonsteroidal antiinflammatory drugs (NSAIDs)

18. A patient with rheumatic heart disease with carditis asks the nurse how long his
activity will be restricted. What is the best answer by the nurse?

a. “Full activity will be allowed as soon as acute symptoms have subsided.”

b. “Bed rest will be continued until symptoms of heart failure are controlled.”

c. “Nonstrenuous activities can be performed as soon as antibiotics are
started.”

d. “Bed rest must be maintained until antiinflammatory therapy has been
discontinued.”

19. What effect does valvular regurgitation have on a patient?

a. It causes a pressure gradient difference across an open valve.

b. A pericardial friction rub is heard on the right sternal border of the chest.

c. It leads to decreased flow of blood and hypertrophy of the preceding
chamber.

d. There is a backward flow of blood and volume overload in the preceding
chamber.

20. Collaboration: A registered nurse (RN) is working with a licensed practical
nurse/licensed vocational nurse (LPN/VN) in caring for a group of patients on a
cardiac telemetry unit. Which nursing activity could be delegated to the LPN?

a. Explain the reason for planning frequent periods of rest.

b. Evaluate the patient’s understanding of his disease process.

c. Monitor BP, heart rate (HR), respiratory rate (RR), and arterial oxygen
saturation by pulse oximetry (SpO,) before, during, and after ambulation.

d. Teach the patient which activities to choose that will gradually increase
endurance.



21. Which statement accurately describes mitral valve prolapse?
a. Rapid onset prevents left chamber dilation
b. May be caused by pulmonary hypertension
c. Buckling of valve into left atrium during ventricular systole
d. Rapid development of pulmonary edema and cardiogenic shock
22. Which cardiac valve disorder causes a sudden onset of cardiovascular collapse?
a. Mitral valve stenosis
b. Tricuspid valve disease
c. Pulmonic valve stenosis
d. Acute aortic regurgitation
23. The patient is admitted with angina, syncope, and dyspnea on exertion. In the
assessment, the nurse notes a systolic murmur with a prominent S;. What will the

nurse suspect is occurring with this patient?
a. Mitral valve stenosis
b. Aortic valve stenosis
c. Acute mitral valve regurgitation
d. Chronic mitral valve regurgitation
24. Which drugs would the nurse expect to be prescribed for patients with a mechanical
valve replacement?
a. Oral nitrates
b. Anticoagulants
c. Atrial antidysrhythmics
d. B-adrenergic blocking agents
25. Priority Decision: A patient with symptomatic mitral valve prolapse has atrial and
ventricular dysrhythmias. In addition to monitoring for decreased cardiac output
related to the dysrhythmias, what is an important nursing intervention related to the
dysrhythmias?
a. Monitor breathing pattern related to hypervolemia.
b. Encourage calling for assistance when getting out of bed.
c. Give sleeping pills to decrease paroxysmal nocturnal dyspnea.
d. Teach the patient exercises to prevent recurrence of dysrhythmias.
26. Which patients should the nurse expect to be scheduled for percutaneous transluminal
balloon valvuloplasty?
a. Any patient with aortic regurgitation
b. Older patients with aortic regurgitation
c. Older patients with stenosis of any valve
d. Young adult patients with mild mitral valve stenosis
27. A patient is scheduled for an open surgical valvuloplasty of the mitral valve. What
information about this surgery should the nurse use to plan care?
a. Cardiopulmonary bypass is not required with this procedure.
b. Valve repair is a palliative measure, while valve replacement is curative.
c. The operative mortality rate is lower in valve repair than in valve
replacement.



d. Patients with valve repair do not need postoperative anticoagulation as do
those who have valve replacement.
28. In which patient would a mechanical prosthetic valve be preferred over a biologic
valve for valve replacement?
a. 41-year-old man with peptic ulcer disease
b. 22-year-old woman who wants to have children
c. 35-year-old man with a history of seasonal asthma
d. 62-year-old woman with early Alzheimer’s disease
29. Which statement by a patient after mechanical valve replacement indicates to the
nurse that further instruction is needed?
a. “ may begin an exercise program to gradually increase my cardiac
tolerance.”
b. “I will always need to have my blood checked once a month for its clotting
function.”
c. “I should take prophylactic antibiotics before I have dental or invasive
medical procedures.”
d. “The biggest risk I have during invasive health procedures is bleeding
because of my anticoagulants.”
30. The patient is admitted postradiation therapy with symptoms of cardiomyopathy
(CMP). Which type of CMP should the nurse suspect that the patient is experiencing?
a. Dilated
b. Restrictive
c. Takotsubo
d. Hypertrophic
31. Which statements accurately describe dilated CMP (select all that apply)?
a. Characterized by ventricular stiffness
b. The least common type of CMP
c. The hyperdynamic systolic function creates a diastolic failure
d. Echocardiogram reveals cardiomegaly with thin ventricular walls
e. Often follows an infective myocarditis or exposure to toxins or drugs
f. Differs from chronic heart failure in that there is no ventricular
hypertrophy
32. When planning care for the patient with hypertrophic CMP, what should the nurse
include?
a. Ventricular pacing
b. Administration of vasodilators
c. Teach the patient to avoid strenuous activity and dehydration
d. Surgery for cardiac transplantation will have to be done soon
33. When performing discharge teaching, what should the nurse teach the patient with
any type of CMP to do (select all that apply)?
a. Eat a low-sodium diet.
b. Go to the gym every day.
c. Engage in stress reduction activities.



d. Abstain from alcohol and caffeine intake.
e. Avoid strenuous activity and allow for periods of rest.
f. Suggest that caregivers learn cardiopulmonary resuscitation (CPR).

Case Studx

Infective Endocarditis

Patient Profile

N.B. is a 60-year-old man who is hospitalized with a suspected stroke.
(Michael Blann/ Photodisc/ Thinkstock)

Subjective Data

¢ Laparoscopic cholecystectomy a few weeks ago

Objective Data

* Neurologic signs typical of a stroke (paralysis on right side involving right arm and leg,
slurred speech)

* Petechiae over the chest
¢ Crescendo-decrescendo murmur present
* Rectal temp: 103° F (39.4° C)

Discussion Questions

Using a separate sheet of paper, answer the following questions:

1. Why is N.B. at risk for infective endocarditis (IE)?



2. What asymptomatic underlying cardiac conditions may have contributed to his IE?

3. Explain the causes of N.B.’s assessment findings.

4. What is the relevance of the endoscopic surgery that N.B. had a few weeks before this
hospital admission?

5. What diagnostic tests should the nurse expect to be ordered and what will the results
show for IE?

6. Patient-Centered Care: What will be included in the treatment plan for N.B.?

7. Discuss how N.B.’s IE could have been prevented.

8. Priority Decision: Based on the assessment data presented, what are the priority
nursing diagnoses? Are there any collaborative problems?
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Vascular Disorders

1. When obtaining a health history from a 72-year-old man with peripheral arterial
disease (PAD) of the lower extremities, the nurse asks about a history of related
conditions, including

a. venous thrombosis.

b. venous stasis ulcers.

c. pulmonary embolism.

d. coronary artery disease (CAD).

2. A 45-year-old patient with chronic arterial disease has a brachial systolic blood
pressure (SBP) of 132 mm Hg and an ankle SBP of 102 mm Hg. The ankle-brachial
index is and indicates

(mild/moderate/severe) arterial disease.

3. Priority Decision: Following teaching about medications for PAD, the nurse
determines that more instruction is needed when the patient makes which statement?

a. “I should take 1 aspirin a day to prevent clotting in my legs.”

b. “The lisinopril I use for my blood pressure may help me walk further
without pain.”

c. “I will need to have frequent blood tests to evaluate the effect of the
pentoxifylline I will be taking.”

d. “Cilostazol should help me increase my walking distance and speed and
help prevent pain in my legs.”

4. A patient with PAD has a nursing diagnosis of ineffective tissue perfusion. What
should be included in the teaching plan for this patient (select all that apply)?

a. Apply cold compresses when the legs become swollen.

b. Wear protective footwear and avoid hot or cold extremes.

c. Walk at least 30 minutes per day, at least 3 times per week.

d. Use nicotine replacement therapy as a substitute for smoking.

e. Inspect lower extremities for pulses, temperature, and any injury.

5. When teaching the patient with PAD about modifying risk factors associated with the
condition, what should the nurse emphasize?

a. Amputation is the ultimate outcome if the patient does not alter lifestyle
behaviors.

b. Modifications will reduce the risk of other atherosclerotic conditions, such
as stroke.




c. Risk-reducing behaviors started after angioplasty can stop the progression
of the disease.
d. Maintenance of normal body weight is the most important factor in
controlling arterial disease.
6. Priority Decision: During care of the patient following femoral bypass graft surgery,
the nurse immediately notifies the health care provider (HCP) if the patient has
a. fever and redness at the incision site.
b. 2 + edema of the extremity and pain at the incision site.
c. a loss of palpable pulses and numbness and tingling of the feet.
d. increasing ankle-brachial indices and serous drainage from the incision.
7. Priority Decision: A patient has atrial fibrillation and develops an acute arterial
occlusion at the iliac artery bifurcation. What are the 6 Ps of acute arterial occlusion
the nurse may assess in this patient that require immediate notification of the HCP?
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8. Which conditions characterize critical limb ischemia (select all that apply)?
a. Cold feet
b. Arterial leg ulcers
c. Venous leg ulcers
d. Gangrene of the leg
e. No palpable peripheral pulses
f. Rest pain lasting more than 2 weeks
9. What are characteristics of vasospastic disease (Raynaud’s phenomenon) (select all that
apply)?
a. Predominant in young females
b. May be associated with autoimmune disorders
c. Precipitated by exposure to cold, caffeine, and tobacco
d. Involves small cutaneous arteries of the fingers and toes
e. Inflammation of small and medium-sized arteries and veins
f. Episodes involve white, blue, and red color changes of fingertips
10. Which aneurysm is uniform in shape and a circumferential dilation of the artery?
a. False aneurysm
b. Pseudoaneurysm
c. Saccular aneurysm
d. Fusiform aneurysm
11. A surgical repair is planned for a patient who has a 5.5-cm abdominal aortic aneurysm
(AAA). On physical assessment of the patient, what should the nurse expect to find?
a. Hoarseness and dysphagia
b. Severe back pain with flank ecchymosis



12.

13.

14.

15.

16.

c. Presence of a bruit in the periumbilical area
d. Weakness in the lower extremities progressing to paraplegia
A thoracic aortic aneurysm is found when a patient has a routine chest x-ray. The
nurse anticipates that additional diagnostic testing to determine the size and structure
of the aneurysm will include which test?
a. Angiography
b. Ultrasonography
c. Echocardiography
d. CT scan
A patient with a small AAA is not a good surgical candidate. What should the nurse
teach the patient is the best way to prevent expansion of the lesion?
a. Avoid strenuous physical exertion.
b. Control hypertension with prescribed therapy.
c. Comply with prescribed anticoagulant therapy.
d. Maintain a low-calcium diet to prevent calcification of the vessel.
During preoperative preparation of the patient scheduled for an AAA, why should the
nurse establish baseline data for the patient?
a. All physiologic processes will be changed postoperatively.
b. The cause of the aneurysm is a systemic vascular disease.
c. Surgery will be canceled if any physiologic function is not normal.
d. BP and heart rate (HR) will be maintained well below baseline levels
during the postoperative period.
Which surgical therapy for an AAA is most likely to have the postoperative
complication of renal injury?
a. Open aneurysm repair (OAR) above the level of the renal arteries
b. Excising only the weakened area of the artery and suturing the artery
closed
c. Bifurcated graft used in aneurysm repair when the AAA extends into the
iliac arteries
d. Endovascular graft procedure with an aortic graft inside the aneurysm via
the femoral artery
In preparation for an AAA repair surgery, what should the nurse include in patient
teaching?
a. Prepare the bowel on the night before surgery with laxatives or an enema.
b. Use moisturizing soap to clean the skin three times the day before surgery.
c. Eat a high-protein and high-carbohydrate breakfast to help with healing
postoperatively.
d. Take the prescribed oral antibiotic the morning of surgery before going to
the operating room.

17. During the patient’s acute postoperative period following repair of an AAA, the nurse

should ensure that which goal is achieved?
a. Hypothermia is maintained to decrease oxygen need.
b. IV fluids are given to maintain urine output of 100 mL/hr.



c. BP and all peripheral pulses are assessed at least every hour.
d. The patient’s BP is kept lower than baseline to prevent leaking at the
incision line.
18. Priority Decision: Following an ascending aortic aneurysm repair, what is an
important finding that the nurse should report immediately to the HCP?
a. Shallow respirations and poor coughing
b. Decreased drainage from the chest tubes
c. A change in level of consciousness and inability to speak
d. Lower extremity pulses that are decreased from the preoperative baseline

19. Which observation should indicate to the nurse the presence of the complication of
graft thrombosis after an AAA repair?

a. Cardiac dysrhythmias or chest pain
b. Absent bowel sounds, abdominal distention, or diarrhea
c. Increased temperature and increased white blood cell count
d. Decreased pulses and cool, painful extremities below the level of repair
20. Priority Decision: A patient who is postoperative following repair of an AAA has
been receiving IV fluids at 125 mL/hr continuously for the last 12 hours. Urine output

for the last 4 hours has been 60 mL, 42 mL, 28 mL, and 20 mL, respectively. What is
the priority action that the nurse should take?

a. Monitor for a couple more hours.

b. Contact the HCP and report the decrease in urine output.

c. Send blood for electrolytes, blood urea nitrogen (BUN), and creatinine.

d. Decrease the rate of infusion to prevent blood leakage at the suture line.
21. Following discharge teaching with a male patient with an AAA repair, the nurse

determines that further instruction is needed when the patient makes which
statement?

a. “I should avoid heavy lifting for 6 weeks.”

b. “I may have some sexual dysfunction because of the surgery.”

c. “I should maintain a low-fat and low-cholesterol diet to help keep the new
graft open.”

d. “I will take the pulses in my legs and let the doctor know if they get too
fast or too slow.”

22. During the nursing assessment of the patient with a type B aortic dissection, what
should the nurse expect the patient to manifest?

a. Altered level of consciousness (LOC) with dizziness and weak carotid
pulses

b. A cardiac murmur characteristic of aortic valve insufficiency
c. Severe “ripping” back or abdominal pain with decreased urine output

d. Severe hypertension and orthopnea and dyspnea of pulmonary edema
23. A patient with a type A dissection of the arch of the aorta has a decreased LOC and
weak carotid pulses. What should the nurse anticipate that initial treatment of the
patient will include?

a. Immediate surgery to replace the torn area with a graft



b. Administration of anticoagulants to prevent embolization

c. Administration of packed red blood cells (RBCs) to replace blood loss

d. Giving antihypertensives to maintain a mean arterial pressure of 70 to 80
mm Hg

24. The nurse evaluates that treatment for the patient with an uncomplicated aortic

dissection is successful when what happens?
a. Pain is relieved.
b. Surgical repair is completed.
c. BP is increased to normal range.
d. Renal output is maintained at 30 mL/hr.

25. What are characteristics of PAD (select all that apply)?

a. Pruritus

b. Thickened, brittle nails

c. Dull ache in calf or thigh

d. Decreased peripheral pulses

e. Pallor on elevation of the legs

f. Ulcers over bony prominences on toes and feet

26. The patient is diagnosed with a superficial vein thrombosis (SVT). Which

characteristic should the nurse know about SVI?
a. Embolization to lungs may result in death.
b. Clot may extend to deeper veins if untreated.
c. Vein is tender to pressure and there is edema.
d. Typically found in the iliac, inferior, or superior vena cava.

27. Patient-Centered Care: The surgery area calls the transfer report for a 68-year-old,
postmenopausal, female patient who smokes and takes hormone therapy. She is
returning to the clinical unit after a lengthy hip replacement surgery. Which factors
present in this patient increase her risk for developing venous thromboembolism
(VTE) related to Virchow’s triad (select all that apply)?

a. Smoking

b. IV therapy

c. Dehydration

d. Estrogen therapy

e. Orthopedic surgery

f. Prolonged immobilization

28. The patient comes to the HCP office with pain, edema, and warm skin on her lower

left leg. What test should the nurse expect to be ordered first?
a. Duplex ultrasound
b. Complete blood count (CBC)
c. Magnetic resonance angiography
d. Computed venography (phlebogram)

29. Collaboration: The nursing care area is very busy with new surgical patients. Which
care could the registered nurse (RN) delegate to the unlicensed assistive personnel
(UAP) for a patient with VTE?



a. Assess the patient’s use of herbs.
b. Measure the patient for elastic compression stockings.
c. Remind the patient to flex and extend the legs and feet every 2 hours.
d. Teach the patient to call emergency response system with signs of
pulmonary embolus.
30. To help prevent embolization of a thrombus in a patient with acute VIE and severe
edema and limb pain, what should the nurse teach the patient to do first?
a. Dangle on the edge of the bed q2-3hr.
b. Ambulate around the bed 3 to 4 times a day.
c. Keep the affected leg elevated above the level of the heart.
d. Maintain bed rest until edema is relieved and anticoagulation is
established.
31. Which indirect thrombin inhibitor is only given subcutaneously and does not need
routine coagulation tests?
a. Warfarin (Coumadin)
b. Unfractionated heparin
c. Hirudin derivatives (bivalirudin [Angiomax])
d. Low-molecular-weight heparin (enoxaparin [Lovenox])
32. Which characteristics describe the anticoagulant warfarin (Coumadin) (select all that
apply)?
a. Vitamin K is the antidote
b. Protamine sulfate is the antidote
c. May be given orally or subcutaneously
d. May be given intravenously or subcutaneously
e. Monitor dosage using international normalized ratio (INR)
f. Monitor dosage using activated partial thromboplastin time (aPTT)
33. The patient with VTE is receiving therapy with heparin and asks the nurse whether
the drug will dissolve the clot in her leg. What is the best response by the nurse?
a. “This drug will break up and dissolve the clot so that circulation in the vein
can be restored.”
b. “The purpose of the heparin is to prevent growth of the clot or formation
of new clots where the circulation is slowed.”
c. “Heparin won’t dissolve the clot, but it will inhibit