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Two Easy Ways to Register
 Register online (www.excelsior.edu/exams/register-
for-exams). Follow the instructions and pay by Visa, 
MasterCard, American Express, or Discover Card.

 Register by phone—(only if you are unable to register 
online)

Call toll free 888-647-2388 to register.

International callers: Dial your international access 
code, then 518-464-6959.

Use your Visa, MasterCard, American Express, or 
Discover Card to pay the exam registration fees.

Excelsior College Library

Access millions of authoritative resources online 
through the Excelsior College Library. Created through 
our partnership with the Sheridan Libraries of The 
Johns Hopkins University, the library provides access 
to journal articles, books, websites, databases, 
reference services, and many other resources.

Special library pages relate to the nursing degree 
exams and other selected exams. The library is 
available to enrolled students only.

To access it, visit www.excelsior.edu/library (login is 
required).

Excelsior College Bookstore
The Excelsior College Bookstore offers recommended 
textbooks, and other resources to help you prepare for 
Excelsior College® exams and courses.

bookstore.excelsior.edu

MyExcelsior Community
MyExcelsior Community enables Excelsior College 
students and alumni to interact with their peers online. 
As members, students can participate in chat groups, 
join online study groups, buy and sell used textbooks, 
and share internet resources. Enrolled students have 
automatic access from their MyExcelsior page.

Online Practice Exams

When you register for your test, why not purchase 
the corresponding practice exam as well? 
Official practice exams give you a “sneak preview” of 
the credit- bearing exam and types of questions you 
may encounter. You take your practice exams using any 
computer with a supported Web browser. Each practice 
exam purchased includes two forms or exams, that you 
may take within a 180-day period. After each practice 
exam, you can check your performance on each 
question and find out why your answer was right or 
wrong online. Feedback is not intended to predict your 
performance on the actual exam; rather, it will help 
you improve your knowledge of the subject and identify 
areas of weakness that you should address before 
taking the exam. We highly recommend that you take 
the first form of the practice exam before you begin 
studying—to see how much you already know—and 
the second form after you have finished studying to 
determine your degree of readiness.

Copyright © 2019 Excelsior College. All rights reserved. “Excelsior College” is a registered servicemark of Excelsior College. All rights reserved.ii 

Put It All Together with  
Excelsior College Resources and Services

http://www.excelsior.edu/exams/register-for-exams
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http://www.excelsior.edu/library
http://bookstore.excelsior.edu
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Studying Independently for this  
Excelsior College® Examination

General Description of the Examination
The Excelsior College Examination, Essentials of Nursing Care: Health Differences, measures knowledge and understanding of material 
typically taught in a one semester, three credit, lower-level undergraduate course in nursing. The content of the examination corresponds 
with course offerings such as Foundations of Nursing or Fundamentals of Nursing.

The content of the examination focuses on the application of the nursing process to support nursing judgment for the provision of 
evidence-based, patient-centered care. Patient-centered care addressing the promotion of health and achievement of optimal outcomes 
for patients experiencing common health problems related to nutrition, elimination, oxygenation, fluid and electrolyte balance, mobility, 
activity, sleep and rest is presented in this content. Knowledge of anatomy and physiology and the nursing process is used to support 
nursing judgment. Ethical and legal implications along with evidence-based standards of nursing practice are presented in relation to 
safe, quality nursing care for patients and families across the lifespan.

End of Program Student Learning Outcomes (EPSLO)
EPSLO1.  Use a caring holistic approach to provide and advocate for safe quality care for patients and families in an environment that 

values the uniqueness, dignity, and diversity of patients. (Patient-Centered Care)

EPSLO2.  Apply the nursing process to make nursing judgments, substantiated with evidence to provide safe, quality patient care 
across the lifespan. (Nursing Judgment)

EPSLO3.   Use principles of management and delegation to implement plans of care with members of the intra-professional team to 
achieve safe, quality patient outcomes. (Nursing Judgment)

EPSLO4.  Demonstrate the standards of professional nursing practice and core values within an ethical and legal framework. 
(Professional Identity)

EPSLO5.    Apply principles of leadership and inter-professional collaboration to improve patient outcomes. (Professional Identity)

EPSLO6.  Use evidence-based findings and information technology to improve the quality of care for patients. (Spirit of Inquiry) 

Course Level Student Learning Outcomes (SLO)
Upon successful completion, you will be expected to demonstrate the ability to:

SLO1.  Apply knowledge of the patient’s values, culture, and personal preferences when providing nursing care for individuals with 
common health problems in nutrition, elimination, oxygenation, fluid and electrolyte balance, mobility, activity, sleep, and 
rest. (Patient-Centered Care)

SLO2.  Apply the nursing process to meet the basic physiologic needs of nutrition, elimination, oxygenation, fluid and electrolyte 
balance, mobility, activity, sleep, and rest while providing patient-centered care.  
(Nursing Judgment) 

SLO3.  Use principles of management and delegation to improve patient outcomes for patients with health problems in nutrition, 
elimination, oxygenation, fluid and electrolyte balance, mobility, activity, sleep, and rest. (Nursing Judgment)

SLO4.  Describe the ethical and legal implications of professional nursing practice when caring for patients with basic physiologic 
needs. (Professional Identity)

SLO5.  Identify circumstances that support collaboration between the Registered Professional Nurse and other members of the 
interprofessional team to meet the physiologic needs of patients. (Professional Identity)

SLO6.  Identify evidence-based findings and technology used to provide nursing care for patients with health care needs related to 
nutrition, elimination, oxygenation, fluid and electrolyte balance, mobility, activity, sleep, and rest. (Spirit of Inquiry)
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Concepts Associated With  
The EPSLO and SLO
As you think about the specific Student Learning 
Outcomes (SLO) while preparing for this particular 
examination, also be mindful of how you can 
incorporate the following End-of-Program Student 
Learning Outcomes (EPSLO) to the care of clients by 
using these questions:

Patient-Centered Care: In what ways does the RN 
individualize nursing communication and care in a 
manner that respects each patient’s cultural and family 
beliefs, and that incorporates preferences to meet 
each patient’s individual needs?

Nursing Judgment: What are common problems 
faced by patients presenting with the specified health 
disorder or circumstances you are studying? As the 
RN, in what ways will you apply the nursing process 
to meet their needs? How will you consider the team 
members’ scopes of practice, in order to decide which 
nursing tasks you can safely delegate, and to whom 
you will delegate, to meet the patient’s needs?

Professional Identity: What legal and ethical 
implications arise in the care of patients with the 
specified health disorder or circumstances you are 
studying? What does the RN need to consider to 
address these implications, in a way that maintains 
the core values of the RN? With which member(s) of 
the interdisciplinary health team will you collaborate, 
and on what areas, so the patient achieves their 
individual outcome(s)?

Spirit of Inquiry: What aspects of the specified health 
disorder or circumstances you are studying will help 
you determine which evidence-based data to use, in a 
way that will support nursing care and assist patients 
in achieving their outcomes?  What professionally-
accepted standards of care apply to these patients? 
What technology will help you and the patient improve 
the quality of their care?

Examination Length and Scoring
The exam consists of approximately 130 multiple- 
choice questions, some of which are unscored, pretest 
questions. The pretest questions are embedded 
throughout the exam, and they are indistinguishable 

from the scored questions. It is to your advantage 
to do your best on all of the questions. You will have 
three (3) hours to complete the exam. Your score will 
be reported as a letter grade.

The ECE exams do not have a fixed grading scale 
such as A= 90-100%, B=80-90%, and so forth, as you 
might have seen on some exams in college courses. 
Each of the ECE exams has a scale that is set by a 
faculty committee and is different for each exam. The 
process is called standard setting and is described in 
more detail in the Technical Handbook. The reason we 
do this is that different test questions have different 
levels of difficulty. Getting 70% of questions correct 
when the questions are easy does not show the same 
level of proficiency as getting 70% of questions correct 
when the questions are hard. Every form of a test 
(that’s the collection of test questions that you see), 
therefore, has its own specific grading scale tailored to 
the particular questions on the form. 

Please note also that on each form, some of the 
questions count toward the score and some do not; 
the grading scale applies only to those questions 
that count toward the score. Therefore, there is no 
specific number of questions on the overall form that 
you need to answer correctly in order to achieve a 
particular grade. 

The area with percentage ratings on the second 
page of your score report is intended to help identify 
relative strengths and weaknesses and which content 
areas to emphasize, should you decide to take the 
examination again. It is based on both scored and 
pretest questions (which are not scored), so it will not 
necessarily reflect the total percentage that counted 
toward your grade.

Examination Administration
Pearson Testing Centers serve as the administrator 
for all Excelsior College computer-delivered exams. If 
you have a question about the administration of your 
exam, or wish to register for an exam, please contact 
the Registration Team at excelsior at: testadmin@
excelsior.edu, Toll free phone: 888-647-2388, 
ext. 221, Fax: 518-464-8777 
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The Accessibility Office at Excelsior College considers 
requests for reasonable accommodations for exam 
administration. For example, if you have a documented 
special need or disability, you may put in a request 
to receive assistive study aids, an amanuensis, 
or modification of an exam time to allow for the 
greatest access possible to taking an exam. Visit the 
Accessibility Office at Excelsior at www.excelsior.edu/
support-resources/accessibility-services, messaging 
acs@excelsior.edu or calling 1-844-427-4356 to learn 
more and request accommodations. 

Please note: The accessibility services contact 
information is not the same as the information to 
register or schedule an exam. For registering or 
scheduling an exam, please contact Pearson VUE 
Candidate Services toll free at 888-926-9488.

Computer-Delivered Testing
You will take the exam by computer, entering your 
answers using either the keyboard or the mouse. The 
system is designed to be as user-friendly as possible, 
even for those with little or no computer experience. 
On-screen instructions are similar to those you would 
see in a paper examination booklet.

We strongly encourage you to use the online tutorial 
before taking your exam at Pearson Testing Centers. To 
access the tutorial, go to www.pearsonvue.com/uexcel 
and click on the “Pearson VUE testing tutorial and 
practice exam” link on the right-hand side of  
the page.

About Test Preparation Services

Preparation for UExcel® exams and Excelsior College® 
Examinations, though based on independent study, is 
supported by Excelsior College with a comprehensive 
set of exams learning resources and services 
designed to help you succeed. These learning 
resources are prepared by Excelsior College so you can 
be assured that they are current and cover the content 
you are expected to master for the exams. These 
resources, and your desire to learn, are usually all that 
you will need to succeed.

There are test-preparation companies that will offer to 
help you study for our examinations. Some may imply a 
relationship with Excelsior College and/or make claims 
that their products and services are all that you need 
to prepare for our examinations.

Excelsior College is not affiliated with any test 
preparation firm and does not endorse the products 
or services of these companies. No test preparation 
vendor is authorized to provide admissions counseling 
or academic advising services, or to collect any 
payments, on behalf of Excelsior College. Excelsior 
College does not send authorized representatives 
to a student’s home nor does it review the materials 
provided by test preparation companies for content or 
compatibility with Excelsior College examinations.

To help you become a well-informed consumer, we 
suggest before you make any purchase decision 
regarding study materials provided by organizations 
other than Excelsior College, that you consider the 
points outlined on our website at www.excelsior.edu/
exams/advisory.

http://www.excelsior.edu/support-resources/accessibility-services
http://www.excelsior.edu/support-resources/accessibility-services
http://www.pearsonvue.com/uexcel
http://www.excelsior.edu/exams/advisory
http://www.excelsior.edu/exams/advisory
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The Content Outline
The content outline describes the various areas of 
the test. To fully prepare requires self-direction and 
discipline. Study involves careful reading, reflection, 
systematic review, and applying the concepts. For 
the seven clinically focused exams in Essentials 
in Nursing Care and Health Differences Across the 
Life Span series, each content area description has 
two sections:

Section A, Basic Concepts, includes scientific principles 
underlying the condition being studied, developmental 
or cultural aspects of care, and clinical manifestations 
encountered. You might think of this as the Who, What, 
When, and Where. This section might be considered 
the facts.

Section B, Nursing Process, details how each step of 
the nursing process is used, with examples that are 
specific to the content area being studied. You might 
think of this as the How of nursing care. This section 
is how to apply the facts with the nursing process.

For the one non-clinically focused exam, Transition 
to the Professional Nurse Role, the section A and B 
format is not used, but the content is listed according 
to topics and how it impacts the RN and how the RN 
uses or applies the concepts.

NOTE: The examples are used to help clarify the 
content topic. However, the content of the exam is not 
limited to the specific examples given.

The Nursing Process is Key
While the nursing process is explicitly studied 
at the beginning of the Essentials in Nursing 
Care: Health Safety outline, it is also used as 
a structure for the “Nursing Process” section 
in each content guide. The nursing process 
must be applied, not just memorized, and 
will form the basis of many test questions 
in the exam series. To encourage a more 
comprehensive understanding of the Nursing 
Process, the nursing faculty strongly advise you 
to review the unit on the Nursing Process in 
your Fundamentals textbook and to complete 
the online tutorial titled Critical Thinking and 
the Nursing Process, NUR3014 listed in your 
available courses. This tutorial is free of charge 
and is located on your MyExcelsior page under 
My Online Courses, Exams & Learning Aids. It
will be available throughout your course of study.

Required Resources
A list of required textbooks and other resources are 
included in each content guide. The nursing faculty 
have selected textbooks that are used in all phases 
of the nursing theory series. Creating a library of 
these textbooks will provide you with the resources to 
support your success. The textbooks include online 
resources such as videos, podcasts, case studies, 
and NCLEX-style practice questions to enhance 
your learning.

In order to use the online textbook resources, an 
access code is required. If you purchase a textbook 
with an access code that has already been redeemed, 
you may be able to purchase an “access code only” 
from the bookstore. Refer to the information inside the 
front cover of the textbook to use the access code to 
access the online resources.

It is also recommended that you obtain a current 
medical or nursing dictionary/encyclopedia such as 
Stedman’s Medical Dictionary for the Health Professions 
and Nursing. You should also have access to 

Preparing with the Content Guides  
and Related Materials
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textbooks in anatomy and physiology, microbiology, and 
laboratory and diagnostic procedures to enhance your 
learning resources

Reading Assignments
To ensure your success, you must complete the 
required readings listed under each content area in the 
content guide. Chapter numbers and titles may differ 
in subsequent editions of a given textbook. If your 
edition is different, use the Table of Contents in the 
textbook to locate the appropriate chapters to read. It 
is also helpful to review basic anatomy, physiology, and 
microbiology principles as they apply to each content 
area.

Web-Based and Professional Journal 
Resources
These resources include professional standards of 
nursing practice, evidence-based findings, and practice 
guidelines and protocols to support the development 
of your nursing knowledge. You are expected to 
access these resources as you study to gain a full 
understanding of what the professional nurse needs to 
know in order to provide safe, quality patient care. The 
Excelsior College Library provides access to the full 
text of each article listed in the content guide. Several 
professional recommended web site resources are 
also linked in the resource list of the library. Simply 
log in to www.excelsior.edu/library and look for the 
Nursing Research guides, then Exam Resource Pages, 
then the specific exam you are seeking.

Academic Integrity 
Nondisclosure Statement
All test takers must agree to the terms of the Excelsior 
College Academic Integrity Policy before taking an 
exam. The agreement will be presented on screen at 
the Pearson Testing Center before the start of your 
exam. Once you accept the terms of the agreement, 
you can proceed with your exam. If you choose not to 
accept the terms of the agreement, your exam will be 
terminated and you will be required to leave the testing 
center. You will not be eligible for a refund. For more 
information, review the policy at www.excelsior.edu/
studentpolicyhandbook.

Student behavior will be monitored during and after 
the exam. Electronic measures are used to monitor 
the security of test items and scan for illegal use 

of intellectual property. This monitoring includes 
surveillance of internet chat rooms, websites, and 
other public forums.

Suggestions for Success on the 
Nursing Theory Examinations
1)  Allow yourself enough time to study. Each nursing 

theory exam you successfully complete earns 
three (3) semester hours of credit. To earn these 
credits for an on-campus course, you would be 
expected to spend at least 135 hours attending 
classes and doing out-of-class assignments. 
Plan on spending a comparable amount of time 
preparing for each nursing exam. The percentage 
of the examination associated with each content 
area has been calculated for you and listed 
under the title for each content area. Set aside 
a specific time for studying, and ask others to 
respect your need for no interruptions. Make a 
calendar and plan for your anticipated test date, 
working backward to include study time and 
preparation routinely.

2) Make sure you have the most current content 
guide available. Each content guide has a “validity 
date” on the cover page. Study and prepare from 
the most recent content guide. After studying for 
a while, when you start thinking about scheduling 
your test appointment, again check for the latest 
content guide for your exam on the College’s 
website (www.excelsior.edu/contentguides, login 
is required), and make you still have the most 
current content guide to assist your preparation.

3)  Organize your study according to the content 
outline in the content guide, rather than working 
your way systematically through any one textbook. 
The Reading Assignments will help you to locate 
the material for each content area.

4)  Complete the required readings for each content 
area; this includes web-based and professional 
journal resources. Reading only one textbook is 
insufficient preparation for the exams. In order to 
completely understand the material tested on the 
examination, it is important to remember that the 
content covers health issues from birth to death.

5)  Aim for understanding rather than memorization. 
Since the exam assesses a student’s ability to 
provide nursing care, the exam questions are 
written at the application level. While you are 

http://www.excelsior.edu/library
http://www.excelsior.edu/studentpolicyhandbook
http://www.excelsior.edu/studentpolicyhandbook
https://www.excelsior.edu/contentguides
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required to know facts, such as lab values and 
medication doses, the exam assesses your ability 
to apply this information.

6)  Study all relevant age ranges. Consider how the 
patient’s developmental stage may affect the 
response to the health issue, as well as the 
nursing care that is provided.

7) Use active learning techniques. It helps to take 
notes, rephrase what you have read into your 
own words, or quiz yourself as you study. Some 
students create flashcards showing important 
concepts. Others read aloud, recording as they 
go, so that they can listen to the material as they 
commute, exercise, etc. Think how will I apply 
this information or concept as a RN? Consider 
the Student Learning Program concepts: patient-
centered care, nursing judgment, professional 
identity, and spirit of inquiry. What is the 
connection between what you are learning and 
these concepts? Consider if you feel able to 
demonstrate the associated course level student 
learning course outcome (SLO) that matches this 
content and concept.

8)  Use the practice exams appropriately (see inside 
covers of this guide for more information). Take 
the first form of the practice exam early in your 
study period and use the results to identify areas 
for further study; create a study plan and follow 
it; then take the second form and see how much 
you have improved. If you have done well on the 
practice exams and are feeling confident, go ahead 
and schedule your appointment to test. If your 
score on the second form indicates that you still 
have some studying to do, check your registration 
information to confirm how much eligibility time 
you have remaining, and revise your study plan to 
complete your learning before your eligibility period 
expires. You should feel competent to demonstrate 
the course level Student Learning Outcomes (SLO) 
to succeed with the exam.

9) Use the review questions, patient situation 
scenarios, and recommended web resources in 
the textbooks to help you assess your strengths 
and weaknesses. Review books and workbooks 
summarize important points but do not provide 
the depth that is required to learn new content. 
They are helpful to use as a review after you have 
studied. Similarly, NCLEX review books that include 

question-and-answer areas can help you to assess 
your test-taking ability but they should not be used 
as your primary method of study.

10) Use the “Test Your Knowledge” box after each 
content area to evaluate how well you have learned 
and are able to apply the concepts. You should be 
able to answer these questions and discuss the 
issues to be successful.

11)  Practice with alternative item formats. The sample 
questions in this content guide provide some 
examples of these item types that may appear 
on your nursing theory exam or your licensure 
exam. These sample questions also show the 
connection with the course level student learning 
outcomes(SLO) you are to be achieving. You 
will find more examples in NCLEX review books, 
at www.ncsbn.org and in the online textbook 
resources. Probably the most difficult of these 
types is the multiple-response (select all that 
apply) question. To receive credit, you must 
choose all of the correct answers and none of 
the incorrect ones. When you encounter one of 
these questions on your exam, focus on what is 
being asked.

 You may find it helpful to use the noteboard 
provided at the test center to write down what 
you can remember about the question topic. Then 
eliminate any options that are clearly incorrect, 
and carefully re-read all the remaining options to 
be sure they are correct. Take advantage of the 
opportunity to mark this question type for review at 
the end of the exam.

12)  Don’t overschedule yourself. Remember that 
taking an exam can be tiring and stressful. Don’t 
overextend yourself by registering for too many 
exams at once. Students who try to take more 
than one exam at a time or don’t allow enough 
time between exam appointments often fail at 
least one of the exams they attempt.

13)  Review computer-based testing procedures. If 
you’re concerned about taking your exam by 
computer, look over the Pearson tutorial to get an 
idea of the exam process.

14) Assess, refresh, and improve your study skills, 
as needed. If you need additional assistance 
with study strategies and/or test taking skills, 
the Excelsior College Bookstore carries several 
workbooks in these areas. You can find them in 
the Nursing Study Aids section.

http://www.ncsbn.org
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15) Make sure you are rested and comfortably dressed 
the day of the examination. Anything you can do 
to increase your ability to concentrate during the 
exam will help.

16) If you don’t pass, don’t despair. Instead, try to 
determine why you had difficulty with the exam and 
take steps to correct the problem. Ask yourself, 
“Did I use the current content guide and the 
required text books? “Did I know the content well 
enough?” “Did I study long enough (135 or more 
hours)?” “Are there particular content areas that 
I omitted or didn’t really understand?” “Did my 
test-taking skills or stress level interfere with my 
ability to document my knowledge?” and above 
all, “What can I do differently next time to help 
myself succeed?”

 Use the Detailed Score Report you received at 
the testing center to identify your weaker content 
areas for more detailed study. Review the scoring 
data information under Examination Length 
and Scoring section in this guide to be clear on 
percentage ratings per content area. Contact the 
College to set up an appointment to speak with 
a nurse faculty member about your preparation 
methods and plans to succeed, learning/applying 
the information and concepts. You can also 
join MyExcelsior Community to gain additional 
information and support.

Nursing Terms in Excelsior College 
Examinations
The language used in Excelsior College Examinations 
(ECEs) represents a range of terms used in nursing 
practice. Depending upon the term being used, 
the context of a question, and the nature of the 
exam, many terms may be used interchangeably 
and synonymously. There is often more than one 
appropriate term, and students should expect 
to see different terms throughout the materials 
they will use to prepare for the exams, and on the 
exams, themselves.

For example, the abbreviation RN is the standard 
term used in ECEs for someone fulfilling the role of a 
professional, registered nurse. However, a question in 
an exam on the professional development of nursing 
may show registered nurse (RN) spelled out because 
the context requires that usage. Similarly, a question 

on another exam may include reference to a nurse 
manager or a nurse colleague instead of RN, depending 
upon the situation.

Similarly, ECEs use the term diagnosis vs. diagnostic 
to refer to nursing diagnoses, although the terms are 
interchangeable. An example of a nursing diagnosis 
label (nursing diagnosis) would be Acute Pain. Nursing 
diagnosis labels are not to be confused with nursing 
diagnosis statements, which include the etiology of the 
nursing diagnosis label and the features that define 
that label for a particular patient. For example, Acute 
Pain related to tissue trauma as evidenced by patient 
report of pain level of 5 on a 0—10 numeric rating 
scale would be the entire nursing diagnosis statement. 
Nursing diagnosis labels appearing either alone or 
as part of an entire nursing diagnosis statement will 
always be capitalized.

Other examples of interchangeability include patient, 
the ECE term of choice for denoting the person who 
receives health care. However, in some questions, 
it may be appropriate to use client or resident if 
the situation takes place in a setting other than an 
acute care health facility. In still another example 
from the Reproductive Health ECE, woman may be 
used interchangeably with the term patient, even 
within the same item. Using terms interchangeably 
depends on the context of an item and whether the 
intent is to capture written or spoken language. An 
illustration of this could address a question on a 
nursing intervention for a 2-hour-old patient who is in 
distress in the NICU. The more clinical term neonate 
might appear in the question. However, if the answer 
choices to that question represent responses the 
parents might verbalize, then the term newborn might 
be used instead.

The broader term health care provider is used 
instead of MD or physician and includes practitioners 
who diagnose medical conditions, write medical 
prescriptions, and order diagnostic tests. Such 
practitioners can include physicians, nurse 
practitioners, or physician assistants. 

Most ECEs will use the term unlicensed assistive 
personnel (UAP). However, others will use nursing 
assistive personnel (NAP) or assistive personnel (AP) 
to reflect the language in the textbook used for that 
particular exam, such as in Essentials of Nursing Care: 
Health Safety.
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Emergency department (ED) is used interchangeably 
with emergency room (ER). Again, it is assumed the 
student will identify such terms as interchangeable.

Our goal is to ensure an exam is understandable, 
fair, and concise, as well as correct. General 
language is used so as not to represent any one 
region or geographical location in the United States. 
Furthermore, each ECE undergoes a review for 
sensitivity and fairness. This review ensures our 
exams are bias-free and accessible to our diverse 
test-takers. In this review process, item content is 
“neutralized,” meaning factors such as gender, age, 
race, religion, ethnicity, and/or class are not included, 
unless they are relevant to the question.

Nursing faculty develop our exam content. Testing 
professionals then standardize style and usage and, in 
collaboration with faculty, revise and edit the content. 
This process ensures a coherent testing experience 
that measures students’ competency and reflects 
contemporary nursing practice.
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Learning Resources for this Exam

Recommended Resources

Nursing Theory Conference Exams (NTCX)
The NTCXs combine an online conference and nursing theory examination so you can retain the flexibility of an 
independent learner while benefitting from an organized approach to examination preparation. The 8-week, term 
based experience provides the opportunity for students to become engaged, and stay engaged with the subject 
matter covered in the nursing curriculum. This option will only be available to students through Spring I/II term 
2020. The NTCX will be discontinued after Spring I/II 2020 term.

Activities include assigned readings, participation in weekly discussion questions, weekly quizzes, and feedback 
from faculty. The NTCXs are delivered asynchronously. Students who meet the Course or Nursing Theory Conference 
Examination Student Participation Policy will receive an Authorization to Test during the seventh week of the term. 
You will need to scheduled and take your examination prior to the end of the eighth and final week of the term. For 
a list of dates and fees, please visit www.excelsior.edu/nursing. 

Required Resources

Textbooks
Burchum, J. R., & Rosenthal, L.D. (2019). Lehne’s pharmacology for nursing care (10th ed.). St Louis, MO: 

Elsevier.

Ladwig, G., Ackley, B., & Makic, M. B. F. (2020). Mosby’s guide to nursing diagnosis (6th ed.). St. Louis, MO: 
Elsevier.

Silber-Flagg, J. & Pillitteri, A. (2018). Maternal & child health nursing: care of the childbearing & childrearing 
family (8th ed.). Philadelphia, PA: Wolters Kluwer Health. 

Treas, L., Wilkinson, J., Barnett, K. & Smith, M. (2018). Basic nursing: Thinking, doing, and caring (2nd ed.). 
Philadelphia, PA: F.A. Davis. 

Web-Based and Professional Journal Resources
For this examination, click the provided link to the web-based and professional journal resources for each content 
area of this content outline.  Articles found in the Excelsior College Library will require you to sign in to your 
MyExcelsior account.  

All web-based and professional journal resources are listed on the Library’s page for Essentials of Nursing Care: 
Health Differences exam.

https://www.excelsior.edu/policy/student-participation-policy-for-online-courses/
https://www.excelsior.edu/policy/student-participation-policy-for-online-courses/
http://www.excelsior.edu/nursing
http://libguides.excelsior.edu.vlib.excelsior.edu/health-differences
http://libguides.excelsior.edu.vlib.excelsior.edu/health-differences
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Additional Resources
Students have access to eBooks through the Excelsior College Library.

Harvey, M. (Ed). (2016). Dosage calculations made incredibly easy (5th ed.).

 This e-book has unlimited user access. Accurate dosage calculations are crucial in nursing. This book provides 
valuable information, tips and illustrations to assist nursing students become proficient with medication dosage 
calculations. It covers fundamental math, measurement systems, including conversions, documentation and 
safety, and dosage calculation guidance for all medication administration routes. Follow the permalink above to 
begin developing your dosage calculation competence.

Nugent, P., & Vitale, B. (2018). Test success: Test-taking techniques for beginning nursing students (8th ed.). 
Retrieved from https://ebookcentral.proquest.com

 This e-book has unlimited user access. Nugent and Vitale have written an excellent resource for beginning 
nursing students, which provides information to assist with critical thinking, time management, effective study 
tips and test-taking techniques. Students will find this book helpful to prepare for NCLEX-RN style questions. 
Follow the permalink above to explore this resource and develop effective study and test taking strategies.

https://ebookcentral.proquest.com/lib/excelsior-ebooks/detail.action?docID=4786242&query=Dosage+calculations+made+incredibly+easy
https://ebookcentral.proquest.com/lib/excelsior-ebooks/detail.action?docID=5217522
https://ebookcentral.proquest.com
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 I. Nutrition 

15 percent of exam

In this content area you are responsible for 
studying:

• Energy nutrients, micronutrients, and water 

• Factors that may interfere with nutritional 
intake

• Complications and collaborative problems in 
nutrition

• Treatment modalities utilized to promote 
optimal nutrition

REQUIRED READINGS 

Burchum, J. R., & Rosenthal, L.D. (2019). Lehne’s 
pharmacology for nursing care (10th ed.)

Chapter 55: Drugs for Deficiency Anemias

Chapter 81: Vitamins

Ladwig, G., Ackley, B., & Makic, M. B. F. (2020). Mosby’s 
guide to nursing diagnosis (6th ed.)

Use Mosby’s Guide to Nursing Diagnosis 6th edition 
to review the nursing diagnoses specific to the content 
covered in this content area.

Silber-Flagg, J. & Pillitteri, A. (2018). Maternal & 
child health nursing: Care of the childbearing & 
childrearing family (8th ed.)

Chapter 29: Nursing Care of a Family With an Infant 
(Section on “Promoting Nutritional Health of an 
infant”)

Chapter 30: Nursing Care of a Family With a Toddler 
(Section on “Promoting Nutritional Health in 
Toddlers”)

Chapter 31: Nursing Care of a Family With a Preschool 
Child (Section on “Promoting the Nutritional 
Health of a Preschooler,” and “Concerns of the 
Family With a Preschooler with Unique Needs”)

Content Outline

The major content areas on the Essentials of Nursing Care: Health Differences examination and 
the percent of the examination devoted to each content area are listed below.

Content Area
Percent of the 
Examination

 I Nutrition 15%

 II Elimination 15%

 III Oxygenation 20%

 IV Fluid and Electrolytes 30%

 V Mobility, Activity, Rest and Sleep 20%

Total 100%

Cognitive Activity
Percent of the 
Examination

 I. Knowledge and Comprehension 30–40%

 II.  Application and Higher-Level 
Abilities

60–70%

Total 100%

The examples provided in the content outline are 

not intended to be comprehensive. Use the required 

readings for wide-ranging, current information.



14 589/AB

Chapter 32: Nursing Care of a Family With a School-
Age Child (Section on “Promoting Nutritional 
Health of a School-Age Child”)

Chapter 33: Nursing Care of a Family With an 
Adolescent (Section on “Promoting Nutritional 
Health for an Adolescent”)

Chapter 54: Nursing Care of a Family When a Child 
Has an Intellectual or Mental Health Disorder 
(section on “Eating Disorders”)

Treas, L., Wilkinson, J., Barnett, K. & Smith, M. (2018). 
Basic nursing: Thinking, doing, and caring (2nd ed.)

Chapter 16: Spirituality (Section on “Major Religions: 
What should I know?”, read the “Dietary 
Practices” for each religion)

Chapter 28: Nutrition

Chapter 29: Bowel Elimination (Section on “What are 
the Anatomical Structures of the Gastrointestinal 
Tract?”)

WEB-BASED AND PROFESSIONAL JOURNAL 
RESOURCES

Click this link to access web-based and professional 
journal resources through the Excelsior College Library.  

Articles found in the Excelsior College Library will require 
you to sign in to your MyExcelsior account.

A. Concepts related to nutrition 

1. Energy nutrients (for example: 
carbohydrates, proteins, fats)

2. Micronutrients (for example: vitamins 
[water and fat soluble], minerals)

3. Water

4. Factors that may interfere with 
nutritional intake (for example: facial 
paralysis, stroke, altered ingestion 
[mechanical blockage])

5. Complications/collaborative problems 
(for example: malnutrition, underweight, 
obesity)

6. Treatment modalities (for example: 
special diets; tube feedings, parenteral 
nutrition) 

B. Management of patient care: apply the 
nursing process to make nursing judgments, 
substantiated with evidence, to provide safe, 
quality patient care across the life span 

1. Assessment: collection of patient-
centered data to be used as the basis 
for identifying patient needs 

a. Conduct a patient-centered 
health history. Conduct a patient-
centered health history including 
patient’s reaction to nutritional 
concerns (for example: consider 
age; developmental level [diet 
choices made by parents for 
toddlers]; life-style choices [intake 
of large quantities of soda]; high-
risk behaviors [over eating, high 
trans-fat diet choices]; patient 
preferences; values; personal 
needs [cultural and religious 
requirements]; ask about 
subjective symptoms [likes and 
dislikes of food types or textures]; 
nutritional status [current 
anthropometric measurements]; 
past or present illnesses [reflux, 
Irritable bowel syndrome (IBS), 
Crohns]; history of food allergies) 

b. Conduct focused assessment 
related to nutritional status. 
Obtain objective data (for example: 
anthropometric measures [body 
mass index, waist circumference]; 
weight changes; condition of 
hair and nails; triceps skin fold 
thickness; obtain the patient’s 
history related to nutritional status 
[daily nutritional intake, dietary 
history]; food preferences; food 
allergies; pattern of intake [24-
hour food diary]; identify data 
from health history that could 
impact nutrition [dental status, 
level of physical activity]; identify 
cultural and spiritual/religious 
considerations that could impact 
nutrition [religious practices and 
restrictions, traditional ethnic 
foods, cultural preferences/
taboos]; identify individual 
food preferences and patterns 
[vegetarian diet, health habits, 
use of vitamin supplements]; 
identify environmental factors 
considerations that could impact 
nutrition [means of procuring food, 
food storage, eating and cooking 
facilities, and finances])

http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456120&p=4022270
http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456120&p=4022270
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c. Assess for presence of potential 
complications. Consider the effect 
of age on metabolic requirements 
(for example: irregular eating 
patterns in toddlers and 
adolescents; decreased gastric 
juice secretion in older adults; 
frequency of feeding in infants; 
effect of gender on metabolic 
requirements; barriers to eating 
[dysphasia, dental problems, 
and inadequate finances]; 
complications around the 
administration of tube feedings 
and parenteral nutrition)

d. Assess the patient's and 
significant other’s readiness 
for teaching and learning. 
Determine if time is right for 
teaching (for example: no noxious 
odors present; no medications 
that would affect cognition; no 
planned interruptions [scheduled 
tests]; in a quiet and private 
space; barriers to learning [need 
for a medical interpreter, age-
appropriate language information, 
sensory deficits of hearing 
or vision, deficits in reading, 
health literacy deficits]; identify 
learning preferences [pamphlets 
with nutritional labeling for the 
visual learner]; identify learning 
preferences of patient [audio, 
visual, kinesthetic]; verify patient’s 
understanding of the disease 
[malnutrition])

e. Review laboratory and other 
diagnostic data. Recognize critical 
laboratory values and when to 
collaborate with appropriate 
members of the health care team. 
(for example: serum albumin; 
pre-albumin; transferrin; complete 
blood count [CBC]; blood urea 
nitrogen; creatinine and urine 
testing to measure protein 
wasting)

2. Diagnosis: Identification and 
prioritization of patient problems, 
labeled as nursing diagnoses, based on 
analysis of comprehensive assessment 

a. Nursing diagnoses are derived 
from the nursing assessment data, 
nursing diagnoses are revised as 
new and/or additional assessment 
data becomes available, nursing 
diagnoses are prioritized based on 
assessment data

b. Analyze and synthesize data to 
recognize significant data and 
group into patterns and clusters. 
Filter important from unimportant 
data for patterns and cues to 
identify nursing diagnoses using 
NANDA-I classification. Cluster 
significant cues (for example: 
loss of appetite; consuming less 
than 25% of meal; dry, brittle 
hair; triceps skin fold greater 
than 15mm in men; weight 20% 
over ideal for height and frame); 
group together data to indicate 
patient problem regarding nutrition. 
Identify NANDA-I nursing diagnoses 
(for example: Imbalanced Nutrition: 
less than body requirements; 
Obesity; Overweight; Risk for 
Overweight; Ineffective Health 
Maintenance; Deficient Knowledge)

c. Set priorities based on the 
assessment of patient needs (for 
example: Maslow’s hierarchy of 
needs and Erickson’s psychosocial 
stages of development); apply 
critical thinking skills to develop a 
plan of care

3. Outcome Identification and Planning: 
identification of expected outcomes 
and development of a patient-centered 
plan of care reflecting nursing 
interventions that integrate standards 
of care, protocols, ethics, laws, and 
regulations 
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a. Create a patient-centered plan to 
address patient problems. Use 
technology when available and 
appropriate. Include interventions 
related to restoration of health, 
health promotion and maintenance 
as well as those directed at 
palliative care and end of life 
(for example: plan a nutritionally 
adequate diet based on patient’s 
religious preferences [kosher 
or halal meal]; a nutritionally 
adequate diet)

b. Establish expected outcomes 
and include a time frame for 
achievement of the outcome for 
care related to health promotion, 
health maintenance, and health 
restoration (for example: the 
patient will: identify 5 healthy 
foods from the Choose My 
Plate resources to prepare this 
week; record pertinent factors 
contributing to weight gain in 
this week’s food diary; establish 
reasonable expectations with the 
patient [one pound loss per week]; 
select low-calorie foods from fast-
food menus; select a balanced 
daily diet following a vegetarian 
religious requirement by the end of 
the month; consume three ounces 
of formula at each feeding; identify 
two nutritional supplements that 
will increase protein content of diet 
by end of learning session)

c. Use established nursing 
standards and protocols (for 
example: Department of Health 
and Human Services Dietary 
guidelines; Healthy People 2020) 
to plan nursing measures to help 
the patient to move toward the 
expected outcomes (for example: 
review nutritional requirements 
based on the Choose My Plate 
resources. Follow the American 
Society for Parenteral and Enteral 
Nutrition [ASPEN] guidelines 
for safe administration of tube 
feedings and parenteral nutrition. 
Follow the Dietary Guidelines for 
Americans. 

d. Integrate ethical and legal 
implications (for example: practice 
in accordance with ANA Code of 
Ethics; maintain confidentiality; 
recognize ethical dilemmas and 
advocate for patient wishes; [for 
example: withholding artificially 
provided nutrition from a patient 
with a terminal illness]) 

4. Implementation: implementation of 
the patient plan of care by performing 
or delegating the interventions 
that were previously planned. This 
includes providing care, directing care, 
collaborating with other members of the 
health-care team, and patient teaching 

a. Establish a collaborative 
relationship with the patient 
and assist the patient and/or 
the patient’s significant others 
to cope with the health problem 
(for example: use therapeutic 
communication skills; assess 
the patient’s use of coping 
mechanisms [reasons for no 
exercise in daily plan]; provide 
culturally competent care 
[incorporating religious food 
requirements into diet orders]; 
advocating support for patient and 
family when referring to community 
health agencies [financial 
assistance in acquiring nutrients 
such as Special Supplemental 
Nutrition Program for Women, 
Infants, and Children [WIC]; identify 
external factors interfering with 
the patient’s recovery-stressors 
[inability to work, ability to afford 
and access adequate nutritious 
food])
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b. Promote, maintain, or restore 
the patient’s physiological and 
psychosocial functioning (for 
example: provide thickened 
feedings for a patient with altered 
swallowing ability; administer 
enteral feedings via nasogastric 
or gastrostomy; administer 
parenteral nutrition via central 
[PICC] or peripheral catheter; 
remove noxious stimuli from 
the environment; provide mouth 
care; administer small, frequent 
feedings; provide assistive feeding 
devices such as a large-handled 
spoon; weigh patient daily for 
objective data on weight gain or 
loss; provide nutritional counseling 
referral for weight gain or loss)

c. Administer prescribed medications 
and intravenous therapy (for 
example: identify contraindications 
for medication administration; lab 
values [elevated blood glucose 
levels in patients receiving 
parenteral nutrition (PN)]; assess 
for allergies; assess pertinent data 
prior to administration such as 
lab results [blood baseline levels 
of hemoglobin and hematocrit 
prior to iron administration; 
glucose and pre-albumin prior to 
PN]; modifications related to the 
patient’s age and body weight [iron 
supplements for infants, children, 
and elderly]; calculate dosage 
for medication administration for 
oral drugs [vitamins & minerals]; 
assess and monitor insertion 
site for peripheral and central 
lines, and use an infusion pump 
to administer and calculate 
drip rates for PN delivered by 
pumps; document administered 
medications in the Electronic 
Medical Record [EMR])

d. Educate patient about disease 
management including personal 
factors contributing to the health 
problem. Consider health literacy 
of patient/family when providing 
education including educational 
materials. Incorporate medication 
regimens, procedures, treatments, 
and diagnostic tests (for example: 
explain the concepts of nutritional 
status including optimal nutrition; 
under nutrition; malnutrition and 
over nutrition; use Choose My 
Plate or exchange lists to estimate 
caloric needs; instruct the patient; 
family and/or significant other 
regarding food preservation and 
preparation; discuss additives 
and food allergens; teach patient 
how to read nutritional content on 
food labels, instruct the patient 
with lactose intolerance about 
alternative food sources. Provide 
a clear liquid diet for a patient 
following surgery; advance diet 
from clear liquid to full liquid to a 
soft diet as tolerated; maintain an 
upright position and swallowing 
precautions for patients with 
dysphagia; instruct parents about 
developmental modifications and 
differing nutritional requirements 
for each age group; instruct family 
members on administration of 
tube feedings; teach parents/older 
adults how to measure dosages of 
supplements; instruct the patient 
on the online location and use 
of various sources of nutritional 
information for ongoing education 
and support [USDA dietary 
guidelines [MyPlate, American 
Diabetes Association, Weight 
Watchers, USDA Nutrient Label 
Fact sheet]) 
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e. Promote continuity of care (for 
example: act as a patient advocate 
with interdisciplinary consults 
[sleep apnea for obesity, exercise 
therapy consult for weight loss]; 
recognize RN leadership role; 
identify the need for referrals 
and follow through with obtaining 
required orders: [social worker 
consult, sleep apnea clinic, 
weight loss clinic appointment for 
obese 12-year-old, Home Health 
Agency consult for failure-to-thrive 
infant, school nurse consult for 
child/parents/caregivers when 
child requires weight monitoring 
for home PN; collaborate with 
members of the inter-professional 
health-care team [working with 
case manager to identify home-
care needs for patient on enteral 
feedings, PN]; identify community 
resources that will promote 
adequate nutrition [WIC, support 
groups for weight loss; counseling 
with a dietitian])

f. Assign, supervise, delegate and 
communicate patient care needs 
to members of the nursing care 
team: RN, LPN/LVN, unlicensed 
assistive personnel [UAP] (for 
example: Use the principles of 
delegation to make decisions 
regarding assignments for a 
patient or for a group of patients 
[assign UAP to obtain patient 
height and weight, feed patient, 
record patient intake, blood 
glucose level, RN to assess central 
venous access device (CVAD) 
dressing site]; instruct personnel 
to communicate changes in patient 
condition without delay [absence 
of bowel sounds prior to initiating 
enteral tube feeding, loss of weight 
for an infant with failure-to-thrive]; 
evaluate effectiveness of patient 
care provided by other members of 
the health-care team [consistent 
weight gain on patients that need 
feeding, no skin breakdown on 
patients who are malnourished and 
are on PN]; determine whether the 
UAP reported patient’s condition 
as instructed [recorded intake and 
output correctly entered in the 
EMR]; use standardized tools for 
hand-off communication [SBAR]) 

5. Evaluation: evaluation of the plan of 
care. Determine whether the expected 
patient outcomes were achieved.

a. Evaluate patient response to 
attainment of the expected 
outcomes (for example: did weight 
changes reflect expected patient 
goal? Did the lab values return to 
acceptable range? Did the patient 
state knowledge level increased 
regarding reading food labels? Was 
the patient able to demonstrate 
sustained behaviors that resulted 
in weight loss over two weeks? Did 
the LPN/LVN monitoring the blood 
glucose level supply sufficient 
explanations for patient/family?)
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b. Revise the patient’s plan of care 
based on new or additional patient 
data (for example: increase 
the frequency of assessment 
for the patient who develops a 
swallowing deficit; alter the feeding 
schedule for patient who needs 
small, frequent feeds due to poor 
appetite; revise teaching plan 
based on feedback from patient: 
family or inter-professional team 
member; reassign members of the 
health-care team based on scope 
of practice and skills needed when 
there is a change in the patient’s 
condition [patients who are being 
placed on PN are reassigned from 
LPN/LVN to RN]) 

c. Consider areas for quality 
improvement. Use evidence-based 
findings to improve performance 
such as QSEN competencies. 
Evaluate the process for 
addressing errors, actions taken to 
prevent future errors, adequacy of 
policies and procedures (for 
example: does the use of a 
nutritional assessment improve 
wound healing?)

 II. Elimination  

15 percent of exam

In this section, you are responsible for studying: 

• Principles and factors related to normal 
bowel elimination

• Principles and factors related to formation 
and elimination of urine

• Common complications or collaborative 
problems of elimination

• Treatment modalities utilized to promote 
optimal elimination 

REQUIRED READINGS

Burchum, J. R., & Rosenthal, L.D. (2019). Lehne’s 
pharmacology for nursing care (10th ed.)

Chapter 14: Muscarinic Agonists and Antagonists 
(section on “Muscarinic Antagonists for Overactive 
Bladder” only)

Chapter 79: Laxatives

Chapter 80: Other Gastrointestinal Drugs (section on 
“Antidiarrheal Agents” only)

Chapter 85: Drugs That Weaken the Cell Wall 
II (section on “Other Inhibitors of Cell Wall 
Synthesis” [“Aztreonam”])

Chapter 89: Drug Therapy of Urinary Tract Infections

Chapter 91: Miscellaneous Antibacterial Drugs, 
Fluoroquinolones, Metronidazole, Daptomycin, 
Rifampin, Rifaximin, Bacitracin, and Polymyxins 
(section on “Fluoroquinolones” [“Ciprofloxacin”])

Ladwig, G., Ackley, B., & Makic, M. B. F. (2020). Mosby’s 
guide to nursing diagnosis (6th ed.)

Use Mosby’s Guide to Nursing Diagnosis 6th edition 
to review the nursing diagnoses specific to the content 
covered in this content area.

Silber-Flagg, J. & Pillitteri, A. (2018). Maternal & 
child health nursing: Care of the childbearing & 
childrearing family (8th ed.)

Chapter 29: Nursing Care of a Family With an Infant 
(sections “Constipation” and “Loose Stools”)

Chapter 30: Nursing Care of a Family With a Toddler 
(section on “Toilet Training”)

Chapter 46: Nursing Care of A Family When A Child 
Has A Renal or Urinary Tract Disorder (section on 
“Enuresis”)

TEST YOUR KNOWLEDGE 

Nutrition can be heavily influenced by culture, religion 
and tradition, as well as personal ethics and lifestyle.  
Consider how you would care for patients given their 
specific dietary requirements.  

This relates to Student Learning Outcome 1; Patient 
centered care

Consider which other members of the inter-professional 
team you might collaborate with for patients that have 
specific dietary requirements. 

This relates to Student Learning Outcome 5; 
Professional identity
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Chapter 54: Nursing Care of a Family When a Child 
Has a Cognitive or Mental Health Disorder 
(section on “Encopresis”)

Treas, L., Wilkinson, J., Barnett, K. & Smith, M. (2018). 
Basic nursing: Thinking, doing, and caring (2nd ed.)

Chapter 29: Bowel Elimination

Chapter 30: Urinary Elimination

WEB-BASED AND PROFESSIONAL JOURNAL 
RESOURCES

Click this link to access web-based and professional 
journal resources through the Excelsior College Library. 

Articles found in the Excelsior College Library will require 
you to sign in to your MyExcelsior account.

A. Concepts related to Elimination

1. Normal bowel elimination (for example: 
without excessive urgency; minimal 
effort; no straining; without blood loss; 
without use of laxatives)

2. Formation and elimination of urine (for 
example: absence of infection; control 
of urination; without pain) 

3. Common complications or collaborative 
problems of: 

a. Intestinal elimination (for example: 
constipation; diarrhea; impaction; 
flatulence; incontinence; 
encopresis; bowel diversions) 

b. Urinary elimination (for example: 
incontinence; frequency; urgency; 
retention; dysuria; urinary tract 
infections; enuresis and urinary 
diversions) 

4. Treatment modalities (for example: 
promotion of regular bowel/bladder 
habits such as diet; hydration; exercise; 
enema; catheterization; medication 
[urinary anti-infective, laxatives, and 
anti-motility drugs]) 

B. Management of patient care: apply the 
nursing process to make nursing judgments, 
substantiated with evidence, to provide safe, 
quality patient care across the life span

1. Assessment: collection of patient-
centered data to be used as the basis 
for identifying patient needs 

a. Conduct a patient-centered 
health history including patient’s 
reaction to illness (for example: 
consider gender [risk for urinary 
tract infection in females, BPH 
in males]; age/developmental 
level [neural and muscular 
control, changes in peristalsis, 
decreased bladder contractility]; 
environmental factors/personal 
needs [access to sanitary 
facilities, privacy, time schedule 
demands]; cultural and spiritual/
religious considerations [cleansing, 
modesty]; patient preferences 
[use of laxatives, health habits, 
fluid intake, dietary habits, 
activity level]; socioeconomic 
factors [sufficient finances to 
obtain adequate diet with intake 
of fiber]; psychological factors 
[hospitalization, loneliness, anxiety, 
depression, stress])

b. Conduct focused assessment 
related to signs and symptoms of 
problems in:

1) Bowel elimination (for 
example: pattern of bowel 
elimination; time of day; 
frequency; stool color [red, 
black, or tarry stools]; 
consistency; odor; amount of 
fluid consumed per day; foods 
used or avoided in maintaining 
regular bowel elimination 
pattern; formula or breast 
feeding for infant; patterns 
of toilet training; words used 
for bowel toileting; use of 
laxatives and cathartics; 
surgery or illness that may 
result in immobility; decreased 
sphincter tone; decreased 
abdominal and pelvic muscle 
tone or bowel diversion; 
appearance of stoma and 
appliance)

http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456120&p=4022273
http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456120&p=4022273
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2) Urinary elimination (for 
example: patterns of urinary 
elimination; frequency; 
nocturnal urination; dysuria 
or stress incontinence; 
history of and frequency of 
urinary tract infection (UTI); 
urine characteristics [color, 
sediment, odor, and specific 
gravity]; pattern of toilet 
training; words for urinary 
toileting; medications used 
and effect on urination 
[nitrofurantoin (Macrodantin), 
phenazopyridine (Pyridium), 
tolterodine (Detrol), 
ciprofloxacin (Cipro), 
aztreonam (Azactam)]; number 
of pregnancies; surgery or 
illness that may result in 
decreased sphincter tone; 
decreased abdominal and 
pelvic muscle tone or urinary 
diversion; appearance of 
stoma or appliance) 

c. Assess for presence of potential 
complications (for example: altered 
bowel sounds; bladder distention; 
encopresis [involuntary release 
of stool] in children; constipation; 
urine or fecal incontinence) 

d. Assess the patient's and 
significant other’s readiness for 
teaching and learning. Determine 
if patient demonstrates behaviors 
that indicate motivation and the 
ability to learn at a specific time. 
Apply the principles of teaching 
and learning (for example: 
determine if this is the right time 
[is the client without GI/bladder 
distress]; determine if there are 
barriers to learning [is a medical 
interpreter needed?, does the 
patient need to be wearing hearing 
aids, glasses?]; use patient-
specific learning preferences [can 
the patient read the directions for 
self-catheterization or giving an 
enema or do you need to provide 
pictures and then demonstration?; 
consider cultural needs and 
current health care beliefs [taboos 
that may require the same-gender 
nurse to teach content involving 
perineal area])

e. Review laboratory and other 
diagnostic data (for example: 
results of barium enema; 
colonoscopy; stool for occult blood; 
cystoscopy; intravenous pyelogram; 
urinalysis; culture and sensitivity; 
BUN; creatinine; collect specimens 
[from a retention catheter, stool 
for occult blood, clean catch/
midstream urine specimen, results 
of stool smear])

2. Diagnosis: Identification and 
prioritization of patient problems, 
labeled as nursing diagnoses, based on 
analysis of comprehensive assessment 

a. Nursing diagnoses are derived 
from the nursing assessment data, 
nursing diagnoses are revised as 
new and/or additional assessment 
data becomes available, nursing 
diagnoses are prioritized based on 
assessment data
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b. Analyze and synthesize data for 
patterns and cues to identify 
NANDA-I nursing diagnoses (for 
example: Constipation; Diarrhea; 
Dysfunctional Gastrointestinal 
Motility; Toileting Self-Care Deficit; 
Urinary Incontinence [specify 
type]; Risk for Urinary Tract Injury; 
Urinary Retention; Impaired 
Urinary Elimination; Risk For 
Infection; Deficient Knowledge; 
Social Isolation [related to 
embarrassment of urine or stool 
incontinence])

c. Set priorities based on the 
assessment of patient needs (for 
example: based on a scientific 
principle such as Maslow’s 
hierarchy of needs [physiologic] 
and Erickson’s [psychosocial] 
principles; apply critical thinking 
skills to develop a plan of care 
for promoting normal bowel 
elimination and urination in the 
child) 

3. Outcome Identification and Planning: 
identification of expected outcomes 
and development of a patient-centered 
plan of care reflecting nursing 
interventions that integrate standards 
of care, protocols, ethics, laws, and 
regulations

a. Create a patient-centered plan 
to address patient problems, 
use technology when available 
and appropriate. Include 
interventions related to restoration 
of health, health promotion, and 
maintenance, as well as those 
directed at palliative care and 
end of life (for example: promote 
healthy bowel/urinary elimination 
patterns; include cultural/personal 
preference; consideration of how 
co-morbidities or patient’s medical 
history influence risk for urinary 
and bowel complications; include 
patient teaching) 

b. Establish expected outcomes 
and include a time frame for 
achievement of the outcome (for 
example: the patient will: pass 
a soft, formed stool at regular 
intervals this week; report doing 
perineal floor exercises twice a 
day by the next clinic visit; have 
a reduction in number of stools 
by end of day; have improved 
consistency of stool by end 
of day; verbalize absence of 
excessive urgency with urination 
after interventions; practice a 
self-catheterization schedule by 
discharge; have residual urine less 
than 100mL after bladder training; 
report a reduction in UTI after 
implementing correct perineum 
hygiene with each urination) 

c. Use established nursing 
standards, protocols, and 
evidence-based findings to move 
the patient towards the expected 
outcomes (for example: adhere 
to CDC hand hygiene guideline for 
healthcare providers and educate 
patients in hand hygiene to 
prevent diarrhea; follow ANA-CAUTI 
prevention guidelines for catheter 
placement and care)

d. Integrate ethical and legal 
standards (for example: practice 
in accordance with ANA Code of 
Ethics; respecting patient privacy 
needs while providing care related 
to elimination; using appropriate 
interpreters to enhance patient 
communication) 

4. Implementation: implementation of 
the patient plan of care by performing 
or delegating the interventions 
that were previously planned. This 
includes providing care, directing care, 
collaborating with other members of the 
health care team, and patient teaching 
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a. Establish a collaborative 
relationship with the patient 
and assist the patient and/or 
the patient’s significant others 
to cope with the health problem 
(for example: use therapeutic 
communication skills and 
interpretation services as needed 
in all patient encounters; assess 
the patient’s use of coping 
mechanisms for a new urinary or 
bowel diversion; provide culturally 
competent care to patients that 
require same-gender toileting 
assistance; support patient and 
family when referring to school and 
community health agencies for 
children with enuresis; establish 
reasonable expectations with the 
parent and toddler who is bowel 
training; identify external factor 
interfering with the patient’s 
recovery-stressors; for example 
the inability to work due to 
incontinence; inability to afford 
medications or health care to 
maintain the therapeutic regime)

b. Promote, maintain, or restore 
the patient’s physiological and 
psychosocial functioning (for 
example: ensure appropriate daily 
intake of fiber and fluids; establish 
an environment conducive to 
elimination [decrease stress, 
provide proper positioning, 
and ensure privacy]; modify 
environment to promote regular 
elimination patterns [commode for 
those with ambulatory issues, step 
stool for child]) 

c. Administer prescribed medications 
and intravenous therapy (for 
example: stool softeners; 
antidiarrheal agents; urinary 
stimulants; antibiotics; identify 
contraindications for medication 
administration including allergies 
and medication interaction 
[patients taking urinary anti-
infective should avoid antacids, 
patients taking opium-based 
antidiarrheals should not take 
any other CNS depressing 
drugs]; assess pertinent lab 
data prior to administration of 
nephrotoxic medication [BUN 
and creatinine, electrolytes]; 
make modifications related to 
the patient’s age and calculate 
safe dosage for medication 
administration of oral and IV 
medication [oxybutynin chloride 
(Ditropan)]; calculate drug dosages 
for children according to body 
weight [loperamide HCl (Imodium)]; 
monitor patient’s response to 
administration of medications 
[reduction of bladder spasms with 
IM onabotulinumtoxinA (Botox)]; 
adverse [diarrhea] and side 
effects [constipation]; assess 
and monitor intravenous therapy 
and maintenance of insertion 
site for peripheral and central 
lines; document administered 
medications in the electronic 
medical record [EMR])
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d. Educate patient about disease 
management including personal 
factors contributing to the health 
problem. Consider health literacy 
of patient/family when providing 
education, including educational 
materials. Incorporate medication 
regimens, procedures, treatments, 
and diagnostic tests (for example: 
assist an older adult to plan a high-
fiber diet; instruct patient how to 
correctly obtain specimens [clean-
catch urine, 24-hr. stool]; [educate 
parents about the physiological 
and developmental milestones 
needed to successfully toilet train 
their child]; educate patient on the 
relationship between incontinence 
and increased BMI; teach patient 
how to perform Kegel exercises; 
educate parents/patient in the 
correct use of laxatives; educate 
adult females and parents of 
female children in hygiene process 
for prevention of UTI; instruct 
patients/parents in the standards 
of hand hygiene for prevention of 
diarrhea; encourage patient to 
contact the health care provider 
when changes in bowel or bladder 
habits last longer than 3 weeks or 
are disabling; instruct patient in 
bladder and bowel retraining; teach 
the patient with an ostomy about 
diet modification; instruct patient 
in bladder and bowel retraining; 
discuss the incontinence aids 
appropriate to use at the patient’s 
work environment; encourage the 
client/family to verbalize their 
concerns regarding incontinence 
[bowel or urine]; perform bladder 
catheterizations; irrigations; 
and scans; insert rectal tube; 
administer enema])

e. Promote continuity of care. Act 
as a patient advocate, recognize 
RN leadership role, identify the 
need for referrals (for example: 
consult with an ostomy/wound 
specialist for patients with urinary/
bowel diversions; refer parents 
to counselors/school nurses 
for children with encopresis; 
follow through with obtaining 
required orders for referrals; 
collaborate with members of the 
inter-professional health care 
team; participate in discharge 
planning [working with case 
manager to identify home care 
needs of patients who are going 
to be attempting bladder or bowel 
training, self-catheterization; 
identify community resources 
with patient such as support 
groups [National Association 
for Continence, visiting nurse 
home care for patients with 
incontinence]; assess whether 
parents/caregivers require follow 
up care from home care for child 
with a urinary diversion or bowel/
bladder training program)

f. Assign, supervise, delegate and 
communicate patient care needs to 
members of the nursing care team: 
RN, LPN/LVN, unlicensed assistive 
personnel [UAP] (for example: 
use the principles of delegation 
to make decisions regarding 
assignments for a patient or for 
a group of patients; [assign UAP 
to collect urine specimen, RN, 
LPN/LVN to insert an indwelling 
catheter]; communicate changes 
in condition without delay [amount 
of urine obtained after straight 
catheter procedure, decrease in 
number of stools after loperamide 
(Imodium) administration]; 
evaluate effectiveness of patient 
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care provided by other members 
of the health care team [was the 
toilet schedule maintained?]; 
determine whether the unlicensed 
assistive personnel recorded 
patient’s information as instructed 
[intake and output on the hour 
consistently recorded]; use 
standardized tools for hand-off 
communication [SBAR])

5. Evaluation: evaluation of the plan of 
care. Determine whether the expected 
patient outcomes were achieved

a. Evaluate patient response to 
attainment of the expected 
outcomes (for example were 
there: soft stools as a result 
of increased fluid intake?; a 
decrease in the number of stools 
after diphenoxylate with atropine 
(Lomotil) was administered?; 
patient able to maintain continence 
using current urinary training 
procedure; adverse reactions to 
treatments and/or medications 
[controlled spasms of over-active 
bladder following botulism toxin 
injection]; no occurrence of UTI 
after patient teaching on correct 
hygiene process after voiding)

b. Revise the patient’s plan of care 
based on new or additional patient 
data (for example: increase the 
frequency of assessment for the 
patient who has not responded 
to antidiarrheal medication and 
is incontinent; collaborate with 
medical team for medication 
changes with lab results that are 
outside expected ranges such as 
elevated BUN or creatinine) 

c. Consider areas for quality 
improvement (for example: use 
evidence-based findings to improve 
performance such as QSEN 
competencies of patient-centered 
care by researching a community 
support group for women with 
stress incontinence using the 
latest literature review of current 
best practice. Evaluate the process 
for addressing errors and actions 
taken to prevent future errors [use 
of standard tools such as root 
cause analysis to lower the 
incidence of skin breakdown in 
patients with bowel/bladder 
incontinence]. Evaluate adequacy 
of policies and procedures 
[examining if the use of an 
educational program for clean 
intermittent self-catheterization 
(CISC) would be a better approach 
for preventing CAUTI in patients 
with voiding dysfunction])

TEST YOUR KNOWLEDGE
Thinking about nursing tasks associated with both 
urinary and bowel elimination, what interventions 
can the RN delegate to other members of the team.  
What must the RN consider when delegating tasks?  

This relates to Student Learning Outcome 3; Nursing 
judgment
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 III. Oxygenation

20 percent of hours

In this section you are responsible for studying: 

• Principles and factors related to normal 
oxygenation 

• Diagnostic testing to assess common 
disturbances of gas exchange 

• Treatment modalities utilized to promote 
optimal oxygenation

REQUIRED READINGS

Ladwig, G., Ackley, B., & Makic, M. B. F. (2020). Mosby’s 
guide to nursing diagnosis (6th ed.)

Use Mosby’s Guide to Nursing Diagnosis 6th edition 
to review the nursing diagnoses specific to the content 
covered in this content area.

Silber-Flagg, J. & Pillitteri, A. (2018). Maternal & 
child health nursing: Care of the childbearing & 
childrearing family (8th ed.)

Chapter 40: Nursing Care of a Family When a Child 
Has a Respiratory Disorder (introduction and 
section on “Respiratory Tract Differences in 
Children”)

Treas, L., Wilkinson, J., Barnett, K. & Smith, M. (2018). 
Basic nursing: Thinking, doing, and caring (2nd ed.)

Chapter 19: Vital signs (Table 19-2, “Comparison of 
Normal Vital Signs for Various Ages,” and section 
on “Respiration”)

Chapter 21: Physical Assessment (section on 
“The Chest and Lungs,” and Procedure 21-12 
“Assessing the Chest and Lungs”)

Chapter 37: Oxygenation

Chapter 39: Fluid, Electrolytes & Acid-Base Balance 
(section on “Replacement of Blood & Blood 
Products,” and Procedure 39-8 “Administering a 
Blood Transfusion”)

WEB-BASED AND PROFESSIONAL JOURNAL 
RESOURCES

Click this link to access web-based and professional 
journal resources through the Excelsior College Library. 

Articles found in the Excelsior College Library will require 
you to sign in to your MyExcelsior account. 

A. Concepts related to Oxygenation:

1. Respiration and ventilation (for 
example: oxygenation of the blood; gas 
exchange; supply of oxygen to the body)

2. Blood Transfusions (for example: 
infusion of plasma products [red blood 
cells, fresh frozen plasma, platelets])

3. Complications (for example: respiratory 
failure; transfusion reactions [allergies, 
incompatible blood, contaminated 
blood])

4. Treatment modalities (for example: 
supplemental oxygen [cannula, mask, 
ventilator])

B. Management of patient care: applying the 
nursing process to make nursing judgments, 
substantiated with evidence, to provide safe, 
quality patient care across the life span

1. Assessment: collection of 
comprehensive patient-centered data 
to be used as the basis for identifying 
oxygenation needs

a. Conduct a patient-centered health 
history (for example: consider age; 
developmental level [diminished 
ventilation with aging, increased 
risk for respiratory infection in 
infants and toddlers related 
to anatomy and physiology 
differences]; allergies; asthma; 
life style choices [physical 
activity, household pets]; high-risk 
behaviors [smoking, sedentary 
life style]; patient preferences 
and values; personal needs; 
medications [some medications 
may suppress the respiratory 
system]; ask about subjective 
symptoms [activities that trigger 
shortness of breath]; obesity; past 
respiratory illnesses; family history 
of respiratory illnesses)

http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456120&p=4022277
http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456120&p=4022277
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b. Conduct focused assessment 
related to oxygenation status 
(for example: breathing patterns 
[tachypnea, bradypnea, Kussmaul’s 
respirations, Cheyne-Stokes 
respirations]; breath sounds 
[bronchial, bronchovesicular, and 
vesicular]; abnormal findings 
[diminished breath sounds; 
adventitious breath sounds such 
as rhonchi, wheezes, crackles; 
misplaced breath sounds]; 
dyspnea or use of accessory 
muscles; cough; sputum [little 
production of mucus in newborns, 
airway obstruction related to 
excessive mucus build up in 
children up to age 2]; body 
positioning [orthopnea]; physical 
symptoms [clubbing of fingers, 
cyanosis, enlarged anterior-
posterior chest]; blood typing and 
cross-matching) 

c. Assess for presence of potential 
complications (for example: 
changes in breathing pattern; 
changes in oxygenation; use of 
oxygen in patients with chronic 
respiratory diseases; changes 
in respiratory effort [dyspnea]; 
transfusion reactions [fever, chills, 
urticaria, dyspnea, crackles, 
tachycardia, chest pain]) 

d. Assess the patient’s and 
significant other’s readiness for 
teaching and learning. Determine 
if patient demonstrates behaviors 
that indicate they are motivated 
and able to learn at a specific 
time. Apply the principles of 
teaching and learning (for example: 
determine if this is the right time 
[is the client free of oxygenation 
issues]; determine if there are 
barriers to learning [is a medical 
interpreter needed, does the 
patient need to be wearing hearing 
aids and/or glasses]; use patient-
specific learning preferences [can 
the patient read the directions for 
home oxygen safety or are pictures 
and/or demonstration required]; 
consider cultural needs and 
current health care beliefs [correct 
family decision maker or a healer 
may need to be included in the 
conversation])

e. Review laboratory and other 
diagnostic data. Recognize critical 
values and when to collaborate 
with appropriate members of the 
health care team (for example: 
pulse oximetry; complete blood 
count [CBC]; arterial blood gases 
[ABG]; sputum samples; peak flow; 
capnography; air flow [spirometry]; 
blood typing and crossmatching)

2. Diagnosis: Identification and 
prioritization of patient problems, 
labeled as nursing diagnoses, based on 
analysis of comprehensive assessment

a. Nursing diagnoses are derived 
from the nursing assessment data; 
nursing diagnoses are revised as 
new and/or additional assessment 
data becomes available; nursing 
diagnoses are prioritized based on 
assessment data
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b. Analyze and synthesize data for 
patterns and cues to identify 
NANDA-I nursing diagnoses 
(for example: Ineffective Airway 
Clearance; Ineffective Breathing 
Pattern; Impaired Gas Exchange; 
Activity Intolerance; Sleep 
Deprivation; Anxiety; Fear; 
Deficient Knowledge)

c. Set priorities based on the 
assessment of patient needs using 
theories and/or guidelines (for 
example: Maslow’s Hierarchy of 
Needs; basic physiological needs 
[ability to breathe adequately takes 
priority]) 

3. Outcome Identification and Planning: 
identification of expected outcomes 
and development of a patient-centered 
plan of care reflecting nursing 
interventions that integrate standards 
of care, protocols, ethics, laws, and 
regulations

a. In collaboration with the patient 
and/or the patient’s family, create 
a patient-centered plan to address 
patient problems. Use technology 
when available and appropriate. 
Include interventions related 
to restoration of health, health 
promotion and maintenance, 
physiologic adaptation, risk 
reduction, and pharmacologic 
therapies (for example: administer 
oxygen therapy; modify therapy 
based on patient’s age and 
disease state; administer and 
monitor blood transfusions 
as ordered; honor a patient’s 
religious and belief system while 
providing care; maintain patients 
in an upright position to facilitate 
breathing and oxygenation)

b. Establish patient-centered 
expected outcomes and include 
a time frame for achievement of 
the outcome (for example: patient 
will have clear lung fields after 
interventions; patient will have 
regular breathing pattern by end 
of shift; patient will have oxygen 
saturation level of 95% or greater 
after respiratory exercises; patient 
will report no dyspnea on exertion 
after interventions; patient will 
demonstrate pursed-lip breathing 
when experiencing breathlessness 
by the end of the teaching session; 
patient will complete a smoking-
cessation program before the next 
office visit)

c. Use established nursing 
standards, protocols, and 
evidence-based findings to move 
the patient towards the expected 
outcomes (for example: basic life 
support [BLS]; ANA Standards 
of Professional Nursing Practice; 
Transfusion Administration 
Safety–NPSG–Goal 1–01.03.01; 
American Heart Association [AHA])

d. Integrate ethical and legal 
standards (for example: practice 
in accordance with ANA Code of 
Ethics, maintain confidentiality, 
recognizing ethical dilemmas 
and advocate for patient wishes 
(for example: National Institutes 
of Health policy and procedure 
related to patients with a belief 
system that does not allow blood 
transfusions), using appropriate 
interpreters to enhance patient 
communication (for example: 
ensure patient’s understanding 
and informed consent related to 
desire not to be resuscitated; 
refusal of basic life support; 
refusal of intubation)
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4. Implementation: implementation of 
the patient plan of care by performing 
or delegating the interventions 
that were previously planned. This 
includes providing care, directing care, 
collaborating with other members of the 
health care team, and patient teaching. 

a. Establish a collaborative 
relationship with the patient and 
assist the patient and/or the 
patient’s significant others to cope 
with alterations in oxygenation 
(for example: use therapeutic 
communication skills; assess 
the patient’s use of coping 
mechanisms; provide culturally 
competent care [patients may 
refuse blood products based on 
cultural, spiritual, or other beliefs]; 
support patient and family when 
referring to community health 
agencies [smoking cessation 
programs, home health agencies], 
establish reasonable expectations 
with the patient, identify external 
factors interfering with the 
patient’s recovery-stressors (for 
example: the ability to work, ability 
to afford medications and maintain 
the therapeutic regime)

b. Promote, maintain, or restore 
the patient’s physiological and 
psychosocial functioning (for 
example: provide humidified 
oxygen as ordered; monitor 
patient reaction to prescribed 
supplemental oxygen; 
modifications related to the 
patient’s age and physiologic 
status [patient with chronic 
obstructive pulmonary disease 
(COPD)]; encourage deep breathing 
and coughing; encourage oral 
fluid intake to enhance sputum 
expectoration; perform chest 
physiotherapy; provide postural 
drainage; utilize two qualified staff 
members to verify the patient 
and blood product identification; 
monitor for blood transfusion 
reaction; initiate basic life support 
as appropriate) 

c. Administer prescribed medications 
and intravenous therapy (for 
example: calculate flow rates 
for intravenous administration of 
blood products; assess pertinent 
data prior to administration such 
as lab results; monitor patient’s 
response to administration of 
medications and blood products 
such as therapeutic; adverse; 
side effects; assess and monitor 
intravenous insertion site for 
peripheral and central lines; 
use gravity flow or an approved 
infusion pump to administer blood 
products; document administered 
medications in the Electronic 
Medical Record [EMR])

d. Educate patient about disease 
prevention and management 
including personal factors 
contributing to the health 
problem (for example: life 
style modifications [nutrition, 
occupational hazards, exercise]; 
obesity; changing high-risk 
behaviors [smoking cessation]; 
environment [stress, allergic 
reactions, air quality, altitude]; 
consider health literacy of patient/
family when providing education 
including educational materials; 
incorporate medication regimens, 
procedures, treatments, and 
diagnostic tests; discuss fear and 
anxiety related to airway clearance 
and oxygenation, support groups) 
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e. Promote continuity of care (for 
example: conduct patient/family 
education; act as a patient 
advocate; recognize RN leadership 
role; identify the need for referrals 
[smoking cessation programs, 
home health care agencies, 
durable medical equipment 
agencies for home oxygen]; follow 
through with obtaining required 
orders; collaborate with members 
of the inter-professional health 
care team; discharge planning 
[collaborating with the respiratory 
therapist in managing a patient’s 
airway, working with a case 
manager to identify home-care 
oxygenation needs and potential 
safety hazards]; identify community 
resources with patient such as 
support groups; clinics; assess 
whether parents/caregivers require 
follow up care for a child at home)

f. Assign, supervise, delegate and 
communicate patient care needs 
to members of the nursing care 
team: RN, LPN/LVN, unlicensed 
assistive personnel [UAP] (for 
example: use the principles of 
delegation to make decisions 
regarding assignments for a 
patient or for a group of patients; 
communicate changes in patient 
condition without delay [oxygen 
saturation level, dyspnea, signs 
and symptoms of an adverse 
reaction to blood products]; 
evaluate effectiveness of patient 
care provided by other members 
of the health care team [UAP 
obtaining vital signs]; determine 
whether the UAP reported patient’s 
condition as instructed; use 
standardized tools for hand-off 
communication [SBAR])

5. Evaluation: evaluation of the plan of 
care. Determine whether the expected 
patient outcomes were achieved.

a. Evaluate patient response to 
attainment of the expected 
outcomes (for example: Was the 
patient’s oxygen saturation level at 
95% or greater? Was the patient 
able to complete the activities 
without dyspnea? Was there 
decreased labored breathing? Did 
the patient’s pulse rate return to 
baseline after the transfusion?)

b. Revise the patient’s plan of care 
based on new or additional patient 
data (for example: increase the 
frequency of assessment for the 
patient who is exhibiting signs 
and symptoms of respiratory 
compromise [impaired gas 
exchange, increased respiratory 
effort/dyspnea, persistent 
cough]; receiving blood products; 
discontinue blood product 
transfusion for a patient who 
displays an adverse transfusion 
reaction [initiate 0.9% sodium 
chloride infusion, notify the health 
care provider, treat symptoms] as 
appropriate; reassign members of 
the health care team when there is 
a change in the patient’s condition)

c. Consider areas for quality 
improvement (for example: use 
evidence-based findings to improve 
performance such as Transfusion 
Administration Safety–NPSG–Goal 
1–01.03.01, QSEN competencies; 
evaluate the process for 
addressing errors and actions 
taken to prevent future errors; 
determine adequacy of policies 
and procedures for educating 
patients on the proper use of 
inhaled medications; oxygenation; 
administering blood products)

TEST YOUR KNOWLEDGE
Reflect upon the RN's role in oxygen and consider what 
interventions the RN can implement independently and 
which ones require a provider order, or collaboration with 
other members of the inter-professional team. 

This relates to Student Learning Outcome 2 and 3; Nursing 
judgment

How can the RN provide safe and effective care related to 
oxygenation, while considering evidence based practice and 
technology? 

This relates to Student Learning Outcome 6; Spirit of inquiry



 31589/AB

5. Evaluation: evaluation of the plan of 
care. Determine whether the expected 
patient outcomes were achieved.

a. Evaluate patient response to 
attainment of the expected 
outcomes (for example: Was the 
patient’s oxygen saturation level at 
95% or greater? Was the patient 
able to complete the activities 
without dyspnea? Was there 
decreased labored breathing? Did 
the patient’s pulse rate return to 
baseline after the transfusion?)

b. Revise the patient’s plan of care 
based on new or additional patient 
data (for example: increase the 
frequency of assessment for the 
patient who is exhibiting signs 
and symptoms of respiratory 
compromise [impaired gas 
exchange, increased respiratory 
effort/dyspnea, persistent 
cough]; receiving blood products; 
discontinue blood product 
transfusion for a patient who 
displays an adverse transfusion 
reaction [initiate 0.9% sodium 
chloride infusion, notify the health 
care provider, treat symptoms] as 
appropriate; reassign members of 
the health care team when there is 
a change in the patient’s condition)

c. Consider areas for quality 
improvement (for example: use 
evidence-based findings to improve 
performance such as Transfusion 
Administration Safety–NPSG–Goal 
1–01.03.01, QSEN competencies; 
evaluate the process for 
addressing errors and actions 
taken to prevent future errors; 
determine adequacy of policies 
and procedures for educating 
patients on the proper use of 
inhaled medications; oxygenation; 
administering blood products)

TEST YOUR KNOWLEDGE
Reflect upon the RN's role in oxygen and consider what 
interventions the RN can implement independently and 
which ones require a provider order, or collaboration with 
other members of the inter-professional team. 

This relates to Student Learning Outcome 2 and 3; Nursing 
judgment

How can the RN provide safe and effective care related to 
oxygenation, while considering evidence based practice and 
technology? 

This relates to Student Learning Outcome 6; Spirit of inquiry

 

 IV. Fluid and Electrolytes

30 percent of exam

In this section you are responsible for studying: 

• Principles and factors related to normal 
fluid and electrolyte balance 

• Diagnostic testing to assess common 
disturbances of fluid and electrolytes 

• Treatment modalities utilized to promote 
optimal fluid and electrolyte balance

Burchum, J. R., & Rosenthal, L.D. (2019). Lehne’s 
pharmacology for nursing care (10th ed.)

Chapter 4: Pharmacokinetics, section on 
Characteristics of commonly used routes of 
administration: Intravenous

Chapter 42: Agents Affecting the Volume and Ion 
Content of Body Fluids

Ladwig, G., Ackley, B., & Makic, M. B. F. (2020). Mosby’s 
guide to nursing diagnosis (6th ed.)

Use Mosby’s Guide to Nursing Diagnosis 6th edition 
to review the nursing diagnoses specific to the content 
covered in this content area.

Silber-Flagg, J. & Pillitteri, A. (2018). Maternal & 
child health nursing: Care of the childbearing & 
childrearing family (8th ed.)

Chapter 38: Nursing Care of a Family When a Child 
Needs Medication Administration or Intravenous 
Therapy (section on “Intravenous Therapy”)

Chapter 45: Nursing Care of a Family When a Child 
Has a Gastrointestinal Disorder (section on “Fluid, 
Electrolyte, and Acid-Base Imbalances”)

Treas, L., Wilkinson, J., Barnett, K. & Smith, M. (2018). 
Basic nursing: Thinking, doing, and caring (2nd ed.)

Chapter 39: Fluid, Electrolytes & Acid-Base Balance

WEB-BASED AND PROFESSIONAL JOURNAL 
RESOURCES

Click this link to access web-based and professional 
journal resources through the Excelsior College Library. 

Articles found in the Excelsior College Library will require 
you to sign in to your MyExcelsior account.

A. Concepts related to fluid and electrolytes 

1. Fluid balance (for example: fluid 
compartments [intravascular, 
extravascular, interstitial]; fluid 
movement [osmosis, diffusion, 
filtration, active transport])

a. Complications or collaborative 
problems (for example: deficient 
fluid volume; dehydration; excess 
fluid volume; retention of sodium 
and water; compromised central 
venous access device (CVAD) 
catheter integrity [excessive 
bleeding at the insertion site, 
symptoms of infection, catheter 
migration]; peripheral vascular 
access device complications 
[hematoma, infiltration, 
extravasation, phlebitis, 
thrombophlebitis, local infection]; 
systemic intravenous therapy 
complications [septicemia, fluid 
overload, air embolus, catheter 
embolus])

b. Treatment modalities (for example: 
oral fluid intake; insertion of an IV 
catheter, initiation of intravenous 
(IV) therapy through a peripheral or 
central venous access device)  

2. Electrolyte Balance

a. Electrolyte imbalances (for 
example: increased or decreased 
electrolyte concentration [sodium 
(Na+), potassium (K+), calcium 
(Ca2+), magnesium (Mg2+), chloride 
(Cl−), phosphate (PO4

−), bicarbonate 
(HCO3)]

http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456120&p=4022279
http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456120&p=4022279
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b. Treatment modalities (for example: 
medications: oral or parenteral 
electrolyte replacement; diuretics, 
antiemetics, antidiarrheals) 

3. Acid-base Balance

a. Acid-base imbalances (for 
example: respiratory acidosis; 
respiratory alkalosis, metabolic 
acidosis, metabolic alkalosis) 

b. Treatment modalities (for example: 
treat underlying conditions, 
signs and symptoms, administer 
intravenous therapy, provide 
supplemental oxygen, administer 
bicarbonate as ordered, provide 
appropriate foods)

B. Management of patient care: apply the 
nursing process to make nursing judgments, 
substantiated with evidence, to provide safe, 
quality patient care across the life span 

1. Assessment: collection of 
comprehensive patient-centered data 
to be used as the basis for identifying 
patient fluid and electrolyte needs

a. Conduct a patient-centered 
health history including 
patient’s reaction to imbalances 
(for example: consider age; 
developmental level [anatomy 
and physiology differences]; high-
risk behaviors [alcohol intake]; 
patient preferences; values; 
personal needs; medications; 
ask about subjective symptoms 
[weakness, confusion, muscle 
cramping, lethargy, intestinal 
pain, constipation]; nutritional 
status [diet and fluid intake]; 
past illnesses [vomiting]; family 
history; allergies; fluid and bowel 
elimination patterns) 

b. Conduct focused assessment 
related to signs and symptoms of:

1) Fluids: Dehydration [skin 
turgor tenting, dry skin and 
mucous membranes, sunken 
anterior fontanel for infant 
under 1 year old]; overload 
[hypertension, bounding pulse, 
distended neck veins, edema]

2) Electrolytes 

a) Sodium (Na+) 
hyponatremia [anorexia, 
weakness, confusion]; 
hypernatremia [thirst, dry 
mucous membranes]

b) Potassium (K+) 
hypokalemia [fatigue, 
weakness]; hyperkalemia 
[weakness, dysrhythmias]

c) Calcium (Ca2+) 
hypocalcemia 
[tetany, convulsions]; 
hypercalcemia [renal 
stones, abdominal pain]

d) Magnesium (Mg2+) 
hypomagnesemia 
[neuromuscular 
irritability, disorientation]; 
hypermagnesemia 
[hypoactive reflexes, 
depressed respiration]

e) Phosphate (PO4
−) 

hypophosphatemia 
[paresthesia, 
joint stiffness]; 
hyperphosphatemia 
[tetany]

3) Acid-base Balance 

a) respiratory acidosis 
[tachycardia; increased 
respiratory rate; 
confusion]

b) respiratory alkalosis 
[confusion; headache; 
palpations] 

c) metabolic acidosis 
[confusion; drowsiness; 
Kussmaul’s breathing]

d) metabolic alkalosis 
[dizziness; tingling of 
extremities; hypertonic 
muscles]
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c. Assess for presence of potential 
complications (for example: 
excessive thirst; nausea; vomiting; 
diarrhea; dark and concentrated 
urine; an infant with a sunken 
or bulging fontanel; swelling of 
extremities; sudden decrease or 
increase in daily weight; signs of 
bleeding; increase or decrease in 
heart rate; increase or decrease in 
respirations; confusion; headache; 
muscle twitching; weakness)

d. Assess the patient’s and 
significant other’s readiness for 
teaching and learning (for example: 
determine barriers to learning 
[physiological, psychological]; 
learning preferences [language, 
cognitive ability, education 
level, demonstration]; verify 
patient’s understanding of 
the fluid; electrolyte and acid-
base imbalances along with 
the procedures [such as oral or 
parenteral replacement of fluid 
and electrolytes, providing oxygen, 
fluid intake monitoring] used in 
conjunction with the disease)

e. Review laboratory and other 
diagnostic data. Recognize critical 
values and when to collaborate 
with appropriate members of the 
health care team (for example: 
complete blood count [CBC]; 
serum electrolytes; serum 
osmolality; urine osmolality; 
specific gravity; arterial blood 
gases [ABGs])

2. Diagnosis: Identification and 
prioritization of patient problems, 
labeled as nursing diagnoses, based on 
analysis of comprehensive assessment

a. Nursing diagnoses are derived 
from the nursing assessment data, 
nursing diagnoses are revised as 
new and/or additional assessment 
data becomes available, nursing 
diagnoses are prioritized-based 
assessment data

b. Analyze and synthesize data for 
patterns and cues to identify 
NANDA-I nursing diagnoses (for 
example: Deficient Fluid Volume; 
Excess Fluid Volume; Impaired 
Gas Exchange; Decreased Cardiac 
Output; Impaired Oral Mucous 
Membrane; Risk for Electrolyte 
Imbalance; Acute Confusion; 
Deficient Knowledge)

c. Set priorities based on the 
assessment of patient needs 
using theories and/or guidelines 
(for example: Maslow’s Hierarchy 
of Needs) 

3. Outcome Identification and Planning: 
identification of expected outcomes 
and development of a patient-centered 
plan of care reflecting nursing 
interventions that integrate standards 
of care, protocols, ethics, laws, and 
regulations

a. Create a patient-centered plan 
to address patient problems. 
Use technology when available 
and appropriate. Include 
interventions related to restoration 
of health, health promotion 
and maintenance, physiologic 
adaptation, risk reduction, and 
pharmacologic therapies (for 
example: maintain adequate 
fluid intake; provide diet with 
appropriate electrolytes [daily 
sodium, calcium intake]; modify 
therapy based on patient’s age 
and disease state; use a qualified 
medical interpreter to gather 
data for development of plan 
with the patient; consider cultural 
preferences and values)

b. Establish expected outcomes 
and include a time frame for 
achievement of the outcome 
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1) Fluids (for example: the 
patient will have moist 
mucous membranes by the 
end of shift; the infant will 
have a flat fontanel after 
8 hours of IV therapy; the 
patient will maintain elastic 
skin turgor after interventions; 
the patient will maintain 
optimal weight for 6 months)

2) Electrolytes (for example: 
the patient will maintain 
electrolyte balance throughout 
hospitalization; the patient 
will state which foods to avoid 
to reduce intake of sodium 
by the end of the teaching 
session)

3) Acid-base Balance (for 
example: the patient will be 
oriented to person, place 
and time by the end of the 
shift; the patient’s pulse and 
respiratory rate will return to 
patient’s baseline within 12 
hours; the patient will state 
absence of a headache after 
interventions)

c. Use established nursing 
standards, protocols, and 
evidence-based findings to move 
the patient towards the expected 
outcomes (for example: ANA 
Standards of Professional Nursing 
Practice)

d. Integrate ethical and legal 
implications (for example: practice 
in accordance with ANA Code of 
Ethics; maintain confidentiality; 
recognizing ethical dilemmas and 
advocating for patient wishes 
related to parenteral hydration; 
using appropriate interpreters to 
enhance patient communication)

4. Implementation: implementation of 
the patient plan of care by performing 
or delegating the interventions 
that were previously planned. This 
includes providing care, directing care, 
collaborating with other members of the 
health care team, and patient teaching. 

a. Establish a collaborative 
relationship with the patient 
and assist the patient and/or 
the patient’s significant others 
to cope with the health problem 
(for example: use therapeutic 
communication skills; assess 
the patient’s use of coping 
mechanisms; provide culturally 
competent care; support patient 
and family when referring to 
community health agencies 
[home health agencies]; establish 
reasonable expectations with the 
patient; identify external factors 
interfering with the patient’s 
recovery-stressors [access to 
adequate fluid and appropriate 
foods])

b. Promote, maintain, or restore the 
patient’s physiological functioning

1) Fluids (for example: 
administer intravenous fluids 
as ordered; offer oral fluid 
intake hourly; modify fluid 
intake to correct fluid loss 
[bleeding, vomiting, diarrhea, 
nasogastric suctioning]; 
adhere to fluid restriction)

2) Electrolytes (for example: 
encourage proper diet 
[sufficient electrolytes to 
replace normal daily losses]; 
administer parenteral 
electrolyte replacement)

3) Acid-Base Balance (for 
example: provide pulmonary 
hygiene; administer 
supplemental oxygen; 
encourage patient to relax 
and breathe deep and slow; 
administer bicarbonate, as 
ordered; administer potassium 
as ordered)
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c. Administer prescribed medications 
and intravenous therapy (for 
example: monitor patient response 
to IV fluid replacement [assess IV 
catheter for patency; correction 
of deficit or excess fluid status; 
administer isotonic IV fluids to 
children and infants]; identify 
contraindications for medication 
administration including allergies; 
assess pertinent data prior 
to administration such as lab 
results [appropriate electrolyte(s); 
arterial blood gases (ABGs)]; 
modifications related to the 
patient’s age; calculate dosage 
for medication administration; 
calculate drip rates for intravenous 
fluid replacement; calculate drug 
dosages for children according 
to body weight; monitor patient’s 
response to administration of 
medications, such as therapeutic, 
adverse, and side effects; 
implement intravenous therapy 
including assessment and 
maintenance of insertion sites 
for peripheral and central access 
devices; use an infusion pump to 
administer electrolyte replacement 
and bicarbonate; document 
administered medications in the 
Electronic Medical Record [EMR])

d. Educate patient about disease 
management including personal 
factors contributing to the 
health problem (for example: 
maintain proper hydration; 
dietary modification to prevent 
electrolyte imbalance [daily banana 
when taking diuretics]; diluting 
potassium chloride (KCl) elixir in 
orange juice prior to consumption; 
follow up with periodic lab tests)

e. Promote continuity of care (for 
example: conduct patient/family 
education [nutrition and fluid 
intake]; act as a patient advocate; 
recognize RN leadership role; 
identify the need for referrals 
[registered dietitian, respiratory 
therapist]; follow through with 
obtaining required orders; 
collaborate with members of the 
interprofessional health care team; 
discharge planning [working with 
Case Manager to identify home 
care needs]; identify community 
resources with patient such as 
support groups, shelters, and 
clinics; assess whether parents/
caregivers require follow up care 
for child at home)

f. Assign, supervise, delegate and 
communicate patient care needs 
to members of the nursing care 
team: RN, LPN/LVN, unlicensed 
assistive personnel [UAP] (for 
example: use the principles of 
delegation to make decisions 
regarding assignments for a 
patient or for a group of patients 
[instruct UAP to offer patients 
experiencing dehydration oral 
fluids hourly]; communicate 
changes in patient condition 
without delay [dyspnea, new 
onset of tachycardia, reports 
of muscle weakness]; evaluate 
effectiveness of patient care 
provided by other members of the 
health care team [were sufficient 
oral fluids consumed to reverse 
dehydration?]; determine whether 
the unlicensed assistive personnel 
reported patient’s condition as 
instructed; use standardized 
tools for hand-off communication 
[SBAR])
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5. Evaluation: evaluation of the plan of 
care. Determine whether the expected 
patient outcomes were achieved.

a. Evaluate patient response to 
attainment of the expected 
outcomes (for example: are the 
patient’s mucous membranes 
moist? Does the patient continue 
to report nausea? What is 
the quality and amount of the 
patient’s bowel movement? Has 
the patient’s concentrated urine 
become clear yellow? Does the 
patient’s daily weight reflect fluid 
retention? Does the patient report 
muscle weakness or twitching?)

b. Revise the patient’s plan of care 
based on new or additional patient 
data (for example: increase the 
frequency of assessment for 
the patient who is exhibiting 
changes in fluid, electrolyte and/
or acid-base imbalance; reassign 
members of the health care team 
when there is a change in the 
patient’s condition)

c. Consider areas for quality 
improvement (for example: use 
evidence-based findings to improve 
performance such as QSEN 
competencies; evaluate the 
process for addressing errors and 
actions taken to prevent future 
errors; adequacy of policies and 
procedures) 

 V. Mobility, Activity, Sleep, and Rest 

20 percent of exam

In this section you are responsible for studying:

• Principles and factors related to:
 � Mobility and Activity
 � Sleep and Rest
 �  Body Mechanics and safe patient 

handling

• Hazards of Immobility

• Sleep/rest disorders

• Treatment modalities for disorders of 
mobility, activity, sleep, and rest 

REQUIRED READINGS

Burchum, J. R., & Rosenthal, L.D. (2019). Lehne’s 
pharmacology for nursing care (10th ed.)

Chapter 34: Sedative-Hypnotic Drugs

Ladwig, G., Ackley, B., & Makic, M. B. F. (2020). Mosby’s 
guide to nursing diagnosis (6th ed.)

Use Mosby’s Guide to Nursing Diagnosis 6th edition 
to review the nursing diagnoses specific to the content 
covered in this content area.

Silber-Flagg, J. & Pillitteri, A. (2018). Maternal & 
child health nursing: Care of the childbearing & 
childrearing family (8th ed.)

Chapter 29: Nursing Care of a Family With an Infant 
(Section on “Promoting Infant Development in 
Daily Activities”)

Chapter 30: Nursing Care of a Family With a Toddler 
(Section on “Promoting Toddler Development in 
Daily Activities”)

Chapter 31: Nursing Care of a Family With a Pre-
School Child (Section on “Promoting the 
Development of the Preschooler in Daily 
Activities”)

Chapter 32: Nursing Care of a Family With a School-
Age Child (Section on “Promoting Development of 
a School-Age Child in Daily Activities”)

Chapter 33: Nursing Care of a Family With an 
Adolescent (Section on “Promoting Development 
of an Adolescent in Daily Activities”)

Chapter 36: Nursing Care Of A Family With An Ill Child 
(section on “Promoting Adequate Sleep For The Ill 
Child”)

TEST YOUR KNOWLEDGE
Thinking about the role of the RN in fluid balance, 
what are some independent interventions the RN can 
implement? What interventions require collaboration 
with the provider? 

This relates to Student Learning Outcome 2; 
Nursing judgment and Student Learning Outcome 5; 
Professional identity
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Chapter 51: Nursing Care of a Family When a Child 
Has a Musculoskeletal Disorder

Treas, L., Wilkinson, J., Barnett, K. & Smith, M. (2018). 
Basic nursing: Thinking, doing, and caring (2nd ed.)

Chapter 9: Development: Infancy Through Middle 
Age (sections on “Physical Development” for the 
Neonatal Period, Infancy, Toddlerhood, Preschool 
Stage, School-Age, Adolescence, Young Adulthood, 
and Middle Adulthood)

Chapter 10: Development: Older Adulthood (Table 
10-1)

Chapter 21: Physical Assessment (section on “The 
Musculoskeletal System” and Procedure 21-15)

Chapter 33: Activity & Exercise

Chapter 35: Sleep & Rest

WEB-BASED AND PROFESSIONAL JOURNAL 
RESOURCES

Click this link to access web-based and professional 
journal resources through the Excelsior College Library. 

Articles found in the Excelsior College Library will require 
you to sign in to your MyExcelsior account.

A. Concepts related to Mobility, Activity, Sleep, 
and Rest

1. Principles

a. Mobility/Activity (for example: 
physical activity; ability to perform 
ADLs; fitness and exercise level of 
patient and caregiver)

b. Sleep/Rest (for example: stages of 
sleep cycles; sleep requirements 
and patterns; circadian rhythms) 

c. Body Mechanics and safe patient 
handling

2. Effects of Immobility 

a. Physiological responses (for 
example: decreased lung 
expansion; decreased metabolic 
rate; constipation; contractures; 
renal calculi; thrombophlebitis)

b. Psychological responses 
(for example: hopelessness; 
sensory deprivation; changes 
in sleep patterns; attention-
seeking behaviors; feelings of 
powerlessness)

c. Developmental responses (for 
example: developmental delay/
regression in children; increased 
dependence in the older adult)

3. Sleep Disorders 

a. Dyssomnias (for example: 
sleep deprivation; sleep apnea; 
narcolepsy)

b. Parasomnias (for example: sleep 
walking; night terrors)

4. Treatment Modalities:

a. Immobility (for example: range 
of motion; strength conditioning; 
mechanical transfer; positional 
and ambulatory aids [walker, 
cane]; patient position change; 
assistance with ambulation; 
maintenance of alignment; control 
of pain with medications)

b. Sleep disturbances (for example: 
behavioral [establish sleep 
hygiene habits, promotion of 
rituals and routines]; prescribed 
aids [continuous positive airway 
pressure CPAP]; medications 
[benzodiazepine-like drugs, 
benzodiazepines, barbiturates, 
melatonin agonist]; over the 
counter agents [melatonin, 
Benadryl (diphenhydramine)]) 

B. Management of patient care: applying the 
nursing process to make nursing judgments; 
substantiated with evidence; to provide safe; 
quality patient care across the life span 

1. Assessment: collection of 
comprehensive patient-centered data 
to be used as the basis for identifying 
patient needs

a. Conduct a patient-centered 
health history including patient’s 
reaction to illness. Consider age; 
developmental level; life style 
choices; high-risk behaviors; 
patient preferences; values; 
personal needs; ask about 
subjective symptoms; nutritional 
status; past illnesses; family 
history

http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456120&p=4022285
http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456120&p=4022285
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1) Mobility/Activity: (for 
example: consider age 
and developmental level 
milestones of movement; 
patient’s life style choices in 
patterns of regular exercise 
vs. sedentary lifestyle; ability 
to perform ADLs; endurance; 
obesity) 

2) Sleep/Rest (for example: 
effect of altered sleep 
patterns on growth in children 
and adolescents; use of 
nicotine; alcohol; medications 
that interfere with sleep 
rhythms [beta-blockers]; 
chronic illness; sleep apnea; 
fear/anxiety; environmental 
factors [too hot; too noisy])

b. Conduct focused assessment 
related to:

1) Mobility/Activity: obtain 
patient assessment data (for 
example: typical daily range 
of activity; type of work/
occupation; restrictions for 
movement; exercise program 
followed; mobility concerns; 
range of motion; gait; body 
alignment; muscle strength 
and symmetry; ambulation; 
joint movement and simple 
heart rate function for activity 
tolerance and endurance)

2) Sleep/Rest: obtain patient 
assessment data (collect data 
on patient [adult/child] sleep 
and wake patterns; sleeping 
rituals; aids [special pillow; 
oxygen; CPAP]; environmental 
needs [need for night light]; 
inquire about sleep patterns 
for parents of newborn) 

c. Assess for presence of potential 
complications of:

1) Mobility/Activity (for example: 
failure to achieve gross or 
fine movement developmental 
milestones; limited range of 
motion; gait disturbances; 
non-symmetry [uneven hips/
shoulders in scoliosis])

2) Sleep/Rest (for example: 
environmental factors that will 
reduce rest [noise]; reports of 
falling asleep inappropriately 
[narcolepsy]; partner reports 
of snoring throughout the 
night; reports of memory loss)

d. Assess the patient's and 
significant other’s readiness for 
teaching and learning. Determine 
if patient demonstrates behaviors 
that indicate motivation and ability 
to learn at a specific time. Apply 
the principles of teaching and 
learning (for example: determine 
if this is the right time [is the 
client with mobility impairment 
free of pain?; the client with sleep 
disorders recovered from sleep 
medications or insomnia issues?]; 
determine if there are barriers to 
learning [is a medical interpreter 
needed; does the patient need to 
be wearing hearing aids; glasses?]; 
use patient specific learning 
preferences [can the patient read 
the directions for crutch walking 
or are pictures and demonstration 
necessary; does the patient 
need a visual medication chart 
to ensure sleep aids are taken 
correctly]; consider cultural needs 
and current health care beliefs 
[family decision maker or a healer 
may need to be included in the 
conversation])

e. Diagnostic tests that may 
influence sleep/rest: recognize 
diagnostic and lab values 
associated with sleep and rest. 
(for example: results of sleep 
diary; polysomnogram [sleep 
apnea study]). Identify when 
to collaborate with appropriate 
members of the health care team 
for referral

2. Diagnosis: Identification and 
prioritization of patient problems; 
labeled as nursing diagnoses; based on 
analysis of comprehensive assessment
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a. Nursing diagnoses are derived 
from the nursing assessment data; 
nursing diagnoses are revised as 
new and/or additional assessment 
data becomes available; nursing 
diagnoses are prioritized based on 
assessment data

b. Analyze and synthesize data for 
patterns and cues to identify 
NANDA-I nursing diagnoses, for 
example:

1) Impaired Physical Mobility; 
Impaired Sitting, Impaired 
Standing, Impaired Walking, 
Impaired Transfer Ability, 
Impaired Bed Mobility 
Impaired Skin Integrity; 
Deficient Knowledge

2) Sleep Deprivation; Fatigue; 
Disturbed Sleep Pattern 
[with specific modifiers as to 
the type such as: Disturbed 
sleep pattern; difficulty 
staying asleep RT sleep 
aid dependence]; Deficient 
Knowledge

c. Set priorities based on the 
assessment of patient needs  
(for example: need for mobility 
assistance; ADL assistance; 
mechanical or environmental 
control for sleep). Based on a 
scientific principle (for example: 
Maslow’s hierarchy of needs and 
Erickson's psychosocial stages 
of development); apply critical 
thinking skills to develop a plan of 
care

3. Outcome Identification and Planning: 
identification of expected outcomes 
and development of a patient-centered 
plan of care reflecting nursing 
interventions that integrate standards 
of care, protocols, ethics, laws, and 
regulations

a. Create a patient-centered plan to 
address patient problems; use 
technology when available and 
appropriate. Include interventions 
related to restoration of health; 
health promotion and maintenance 
as well as those directed at 
palliative care and end of life 

1) Mobility/Activity: incorporate 
factors influencing the 
patient’s activity/mobility 
into the patient’s care (for 
example: establish an age-
appropriate exercise program; 
plan activities based on the 
patient’s age and activity 
tolerance; administer pain 
medication prior to exercise or 
range of motion activities)

2) Sleep/Rest: incorporate 
appropriate developmental 
activities in sleep hygiene 
routine (for example: stories; 
decrease TV time; eliminate 
caffeine); awareness of 
cultural or environmental 
sleeping arrangements (for 
example the ‘family’ bed)

b. Establish expected outcomes and 
include a period for achievement of 
the outcome 

1) Mobility/Activity: (for example: 
patient will demonstrate 
active range of motion 
in all body joints twice a 
day by discharge; patient 
will verbalize the need to 
incorporate walking exercise 
into daily activities by the 
end of the teaching session; 
patient will reposition self 
every two hours using the 
trapeze for assistance by the 
end of the shift)
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2) Sleep/Rest: (for example: 
patient will verbalize decrease 
in daily fatigue within a month 
of CPAP use; patient will 
verbalize feeling refreshed 
after awakening after using 
sleep hygiene activities for 
one week; parent will verbalize 
improved sleep pattern in 
child after using consistent 
sleep hygiene activities for 
one week)

c. Use established nursing 
standards; protocols; and 
evidence-based findings to move 
the patient towards the expected 
outcomes (for example: ANA 
Standards of Professional Nursing 
Practice)

1) Mobility/Activity (for example: 
follow care guidelines from 
the ANA “Handle With Care” 
campaign; OSHA Standards 
for safe patient handling) 

2) Sleep/Rest (for example: 
include patient’s activity 
preferences whenever 
possible)

d. Integrate legal standards: 
maintain Code of Ethics; maintain 
confidentiality; advocating for 
patient wishes; using appropriate 
medical interpreters to enhance 
patient communication (for 
example: practice in accordance 
with ANA and OSHA standards 
for safe patient handling; 
follow American National Sleep 
Foundation guidelines for 
developmentally appropriate sleep 
hygiene strategies)

4. Implementation: implementation of 
the patient plan of care by performing 
or delegating the interventions 
that were previously planned. This 
includes providing care; directing care; 
collaborating with other members of the 
health care team; and patient teaching.

a. Establish a collaborative 
relationship with the patient 
and assist the patient and/or 
the patient’s significant others 
to cope with the health problem 
(for example: use therapeutic 
communication skills; assess 
the patient’s use of inappropriate 
coping mechanisms [using 
excuses to avoid exercising]; 
provide culturally competent 
care; [consideration of sleeping 
arrangements such as family bed] 
support patient and family when 
referring to community health 
agencies [sleep apnea clinics; 
physical therapy outpatient] 
establish reasonable expectations 
with the patient [increase length 
of exercise period by 5 minutes 
per day to a total endurance of 
50 minutes; identify one positive 
sleep hygiene activity to follow for 
the week]; identify external factors 
interfering with the patient’s 
recovery-stressors [no insurance 
for durable medical goods — 
CPAP] inability to work [immobility/
injury results in physically unable 
to get to work])

b. Promote, maintain, or restore 
the patient’s physiological and 
psychosocial functioning for:

1) Mobility/Activity; Use nursing 
interventions to prevent the 
hazards of immobility (for 
example: provide a one-person 
assist with ambulation to 
the bathroom; re-position 
patient every two hours; use 
footboard to prevent foot drop; 
perform passive range-of-
motion; encourage patient to 
perform active range-of-motion 
exercise three times each 
shift; provide mechanical lifts 
for patients who are unable to 
assist with mobility)
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2) Sleep/Rest: Use nursing 
interventions to promote sleep 
(for example: promote bedtime 
rituals; encourage voiding 
before bedtime; administer a 
backrub; reduce environmental 
distractions such as noise and 
lighting; position the patient to 
aid muscle relaxation; provide 
sleep medications as needed; 
assure correct fitting mask 
and titration of CPAP) 

c. Administer prescribed 
medications and intravenous 
therapy (for example: identify 
contraindications for medication 
administration including allergies; 
assess pertinent data prior to 
administration such as lab results; 
modifications related to the 
patient’s age. Calculate dosage 
for medication administration of 
oral benzodiazepine-like drugs 
[zolpidem tartrate (Ambien), 
eszopicione (Lunesta)] and 
monitor patient’s response to 
administration of OTC medications 
for sleep and mobility [Melatonin; 
ibuprofen (Advil)]. Document 
administered medications in the 
Electronic Medical Record [EMR])

d. Educate patient about prevention 
and health promotion management 
including personal factors 
contributing to the health problem. 
Incorporate medication regimens; 
procedures; treatments; and 
diagnostic tests

1) Mobility/Activity: (for example: 
Provide information and 
instruction regarding benefits 
of regular physical activity; 
anticipatory guidance for 
parents regarding gross 
and fine motor milestones; 
prevention of injury due 
to exercise; education 
for protecting patient and 
caregivers from back injuries; 
instruct the patient about 
body mechanics and range-
of-motion exercises; instruct 
in correct procedure when 
using mechanical lifts; teach 
positional and conditioning 
exercises for patients who 
have mobility restrictions; 
review proper use of assistive 
devices [walker; crutches; 
trapeze])

2) Sleep/Rest: Provide 
information and instruction 
regarding sleep (for example: 
expectations of what a sleep 
study involves; correct use 
of CPAP machine; instruction 
in asepsis care for mask 
and tubing. Educate patient 
in relaxation techniques; 
encourage patient to outline 
best sleep hygiene practices 
for patient’s age; lifestyle 
and cultural considerations 
[family bed; shift work; no 
separate sleeping room; 
environmental noise; familiar 
routines]; therapeutic and side 
effects of any prescription 
or OTC sleeping medication; 
avoidance of self-medication 
with laxatives for treatment of 
constipation; instruct patient 
about safety precautions when 
using sedatives-hypnotics)
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e. Promote continuity of care (for 
example: conduct patient/family 
education; act as a patient 
advocate; recognize RN leadership 
role; identify the need for referrals 
to community resources to 
promote continuity of care)

1) Mobility/Activity: (for example: 
refer to community resources 
[sports programs, physical 
therapy]; collaborate with 
members of the inter-
professional health care 
team; discharge planning 
[working with case manager 
to obtain required referral/
consult orders; identify 
home care needs of mobility 
impaired]; refer to alternative/ 
complementary treatments 
[chiropractic; acupuncture; 
massage; therapeutic touch])

2) Sleep/Rest: (for example: 
follow through with discharge 
planning to refer patients 
experiencing sleep deprivation 
needing further diagnosis 
[work with case manager 
and healthcare provider]; 
obtaining required orders 
for referrals [sleep clinics; 
community resources for 
home equipment]; collaborate 
with members of the inter-
professional health care team 
[music or relaxation therapy; 
as part of the sleep hygiene 
program]; identify community 
resources with patient 
[support groups; shelters; 
clinics; primary healthcare 
provider for OTC sleep aids])

f. Assign, supervise, delegate and 
communicate patient care needs 
to members of the nursing care 
team: RN; LPN/LVN; unlicensed 
assistive personnel [UAP]

1) Mobility/Activity: Use the 
principles of delegation to 
make decisions regarding 
assignments for a patient 
or for a group of patients 
experiencing disorders in 
mobility/activity; communicate 
changes in patient condition 
without delay; evaluate 
effectiveness of patient care 
provided by other members 
of the health care team: (for 
example: assign the LPN/LVN 
to perform range-of-motion 
exercises with patient; instruct 
LPN/LVN to report any new 
patient mobility problems in 
balance and/or gait; instruct 
staff to use lift equipment 
properly, consistently, and 
safely; instruct the LPN/LVN/
UAP to report patients who 
are experiencing dizziness 
with ambulation; determine 
if UAP demonstrated correct 
use of transfer belt and 
safe transfer activities; use 
standardized tools for hand-off 
communication [SBAR])

2) Sleep/Rest: Use the 
principles of delegation to 
make decisions regarding 
assignments for a patient 
or for a group of patients; 
communicate deterioration 
in patient’s condition without 
delay; evaluate effectiveness 
of patient care provided by 
other members of the health 
care team (for example: Did 
the UAP provide backrubs to 
patients?; Did the LPN/LVN 
check CPAP settings?; use 
standardized tools for hand-off 
communication [SBAR])
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5. Evaluation: evaluation of the plan of 
care. Determine whether the expected 
patient outcomes were achieved.

a. Evaluate patient response to 
attainment of the expected 
outcomes for: 

1) Mobility/Activity: (for 
example: Was the patient 
able to transfer from bed to 
chair? Were range of motion 
exercises performed with 
required repetitions? Did the 
patient increase ambulation 
distance? Was the patient 
able to ambulate to the 
bathroom independently?)  

2) Sleep/Rest: (for example: Did 
the patient report a change in 
sleep patterns? Did the parent 
report the child slept longer 
after sleep hygiene behaviors 
were implemented? Did the 
patient state lack of headache 
on awakening, lethargy, or 
drugged feeling and restful 
sleep after using sleep-aid 
medications?)

b. Revise the patient’s plan of care 
based on new or additional patient 
data (for example: increase the 
frequency of assessment for 
patients who have increased gait 
imbalance; reassign members of 
the health care team when there is 
a change in the patient’s condition; 
revise the patient’s plan of care 
based on reassessment of the 
patient [institution of hourly rounds 
for patients who are on bed rest 
and are confused]; revise the night 
time ritual for patients including 
moving room location to dark and 
quiet end of unit to enhance rest])

c. Consider areas for quality 
improvement

1) Mobility/Activity: Evidence-
based practice (for example: 
use evidence based findings 
to improve performance such 
as QSEN competencies; 
evaluate the process for 
addressing errors and actions 
taken to prevent future 
errors; determine adequacy 
of policies and procedures; 
[does the use of mechanical 
lift techniques in the ANA safe 
patient handling and mobility 
campaign when moving and 
transferring patients reduce 
employee injury?])

2) Sleep/Rest: Evidence-based 
practice (for example: use 
evidence-based findings to 
improve performance such as 
QSEN competencies; evaluate 
the process for addressing 
errors and actions taken to 
prevent future errors; 
adequacy of policies and 
procedures [does the 
implementation of the unit 
wide noise abatement 
program from 8 pm to 6 am 
improve patient self-reported 
sleep/rest on the unit?]) 

TEST YOUR KNOWLEDGE
Thinking about mobility and activity, what interventions 
can be delegated and how will the RN decide which 
members of the intra-professional team to delegate to?  
What must the RN consider when making decisions? 

This relates to Student Learning Outcome 2 and 3; 
Nursing judgment

Consider which members of the inter-professional team 
the RN might collaborate with to promote sleep and 
rest.  Think about comfort, pain, interruptions while 
sleeping.  

This relates to Student Learning Outcome 5; 
Professional identity
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Sample Questions

1. A patient has a hemoglobin of 8.5 g/dL that 
is attributed to nutritional deficiency. When 
developing a teaching plan, the RN should 
recommend which foods to be increased in 
the patient’s diet?

1) Carrots, beef, and apples

2) Spinach, liver, and raisins

3) Broccoli, pork, and apricots

4) Lima beans, squash, and prunes

2. A patient is receiving an oral iron preparation. 
The RN should monitor for which common side 
effects of this therapy? Select all that apply.

1) Fatigue

2) Fever

3) Impairment of fat absorption

4) Indigestion

5) Constipation

3. The diaper of a one-year-old child weighs 8 
grams more than a clean diaper. How many 
milliliters (mL) of urine were excreted? 
 
(Provide your answer to the nearest whole 
number in the input box below.)

The questions that follow illustrate those typically found on this examination. The 

answer rationales can be found on pages 49−53 of this guide. The statement 

“Select all that apply” in a question indicates that there are multiple answers, and you 

must choose them all to get the question right. Such questions are appearing in all 

state licensure exams and selected Excelsior College Examinations, as well. During 

your exam, a basic 8-function calculator will be available on your computer.

A WORD ON CALCULATION QUESTIONS IN 
EXCELSIOR COLLEGE EXAMINATIONS

Calculation questions for medication dosages will call for 
either a whole number response or a response rounded 
to one or two decimal places, with a leading zero (0.X) 
required for values less than 1.

Each calculation question will indicate whether the 
response needs to be a whole number or a number with 
one or two decimal places. If a student enters a value 
that is not of the right type (for example, a whole number 
when the question asks for one decimal place), an error 
message will pop up to prompt the student to enter the 
right type of response.
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4. An RN is caring for a recently admitted 
patient who has the following nursing 
diagnoses: Imbalanced Nutrition: Less Than 
Body Requirements, Deficient Fluid Volume, 
Impaired Physical Mobility, and Acute Pain. 
Which factor is related to a blood urea 
nitrogen (BUN) value of 6 mg/dL?

1) Severe dehydration

2) Urinary obstruction

3) Insufficient protein intake

4) Prolonged immobility

5. A patient with chronic constipation takes a 
laxative to assist with normal bowel function. 
When administering a laxative, the RN knows 
which form of laxative is the safest? 

1) Bulk-forming

2) Lubricant

3) Saline

4) Stimulant

6. An RN is observing an unlicensed assistive 
personnel (UAP) administer an enema to a 
patient. In which position should the UAP 
place the patient for proper administration of 
the enema?

1) Dorsal recumbent

2) Left sidelying

3) Right sidelying

4) Prone

7. The RN knows that which clinical 
manifestation is an indicator of hypoxemia?

1) Bradycardia

2) Cyanosis

3) Hypotension

4) Tachypnea

8. An RN is caring for a patient with the nursing 
diagnosis Ineffective Airway Clearance related 
to retained sections. Which of the following 
nursing interventions would the RN implement 
to best decrease the viscosity of the patient's 
sputum? 

1) Assist the patient to cough productively. 

2) Provide the patient with humidified air. 

3) Provide oral hygiene frequently. 

4) Maintain the patient on bed rest. 

9. An RN receives a physician order for 35% 
oxygen for a patient. The RN will select which 
of the following devices to administer the 
oxygen?

1) Partial rebreather mask

2) Non-rebreather mask

3) Simple mask

4) Venturi mask

10. When caring for an infant, the registered nurse 
(RN) knows which factor places infants at a 
higher risk for deficient fluid volume than an 
adult?

1) Infants have a relatively smaller amount 
of insensible fluid loss.

2) Infants have a relatively lower metabolic 
rate.

3) Infants have a relatively higher serum 
potassium level.

4) Infants have a relatively larger body 
surface area.

11. When assessing a patient for suspected fluid 
volume deficit, the RN should initially assess 
for which physiological adaptation?

1) Hypertension

2) Hypoventilation

3) Pyrexia

4) Tachycardia

12. A patient has the following laboratory results: 
elevated blood urea nitrogen (BUN), elevated 
serum sodium and chloride, and high urine 
specific gravity. The RN should further assess 
the patient for which sign?

1) Crackles in the lung bases

2) Dry, cracked tongue

3) High blood pressure

4) Slow, bounding pulse
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13. The health care provider orders one liter of 
5% dextrose in 0.45% sodium chloride to be 
administered to a patient over 12 hours via 
intravenous (IV) infusion. The IV administration 
set delivers 15 gtts/mL. The RN will regulate 
the intravenous drip rate to how many gtt/
minute?

1) 15 gtts/min

2) 21 gtts/min

3) 27 gtts/min

4) 31 gtts/min

14. An RN is caring for a patient who is on 
bedrest. While developing the plan of care, 
the RN includes encouraging fluid intake 
to decrease the risk of which potential 
complication of immobility? 

1) Atelectasis

2) Orthostatic hypotension

3) Proteinuria

4) Renal calculi

15. An RN is caring for a patient diagnosed with a 
respiratory disorder and the nursing diagnosis 
Impaired Gas Exchange with an arterial 
blood gas result of pH level 7.30, PCO2 of 
50 mm Hg, and HCO3- of 26 mEq/L. After 
treatment, which of the following ABG findings 
would provide evidence that this patient is 
demonstrating normal gas exchange?

1) ph 7.53, PCO2 26, HCO3- 20

2) ph 7.30, PCO2 70, HCO3- 30

3) ph 7.49, PCO2 47, HCO3- 30

4) ph 7.38, PCO2 42, HCO3- 24

16. An RN notes the nursing diagnosis Activity 
Intolerance for a newly admitted patient. 
Which of the following data did the RN use to 
support this nursing diagnosis?

1) Patient reports dyspnea on exertion.

2) Patient exhibits flaccid muscles.

3) Patient’s history indicates a lack of 
exercise.

4) Family reports that the patient sleeps for 
long periods.

17. A patient has a nursing diagnosis of Risk for 
Impaired Skin Integrity related to immobility. 
Which patient outcome should the RN include 
in the plan of nursing care? 

1) The patient will change position frequently 
during the shift.

2) The patient will drink adequate amounts 
of fluid within 24 hours.

3) The patient will have no redness at 
coccyx after interventions.

4) The patient will not develop pneumonia 
during the hospital stay.

18. An RN is discusses the plan of care with a 
patient who has right-sided weakness. The 
patient asks the RN why passive range-of-
motion exercises will be necessary following 
discharge. The RN’s response should be 
based upon which knowledge about passive 
range-of-motion exercises? Select all that 
apply.

1) They prevent muscle atrophy.

2) They minimize muscle pain.

3) They restore joint function to previous 
levels. 

4) They maintain joint flexibility.

5) They prevent joint weakness from 
recurring.

19. An RN is developing a plan of nursing care 
for a patient who reports difficulty sleeping 
at night. What nursing intervention should be 
included?

1) Encourage the patient to take a warm 
shower at bedtime.

2) Provide the patient with a bedtime snack 
of black tea and toast.

3) Schedule the patient to ambulate just 
prior to bedtime.

4) Suggest that the patient try to nap during 
the day.
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20. An RN is providing care for a patient who has 
a sleep pattern disturbance. Which of the 
following patient statements indicate the need 
to revise the plan of nursing care?

1) “I sleep long hours on days that I am off 
from work.”

2) “I fall asleep within thirty minutes of 
going to bed.”

3) “I use relaxation techniques every night 
before bedtime.”

4) “I feel less irritable and depressed when I 
wake up.”
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Sample Questions:
Connecting Rationales to the Learning Outcomes

*correct answer

End of Program Student Learning Outcomes (EPSLO)
EPSLO1.  Use a caring holistic approach to provide and advocate for safe quality care for patients and families in an environment that 

values the uniqueness, dignity, and diversity of patients. (Patient-Centered Care)

EPSLO2.  Apply the nursing process to make nursing judgments, substantiated with evidence to provide safe, quality patient care 
across the lifespan. (Nursing Judgment)

EPSLO3.   Use principles of management and delegation to implement plans of care with members of the intra-professional team to 
achieve safe, quality patient outcomes. (Nursing Judgment)

EPSLO4.  Demonstrate the standards of professional nursing practice and core values within an ethical and legal framework. 
(Professional Identity)

EPSLO5.    Apply principles of leadership and inter-professional collaboration to improve patient outcomes. (Professional Identity)

EPSLO6.  Use evidence-based findings and information technology to improve the quality of care for patients. (Spirit of Inquiry) 

Course Level Student Learning Outcomes (SLO)
Upon successful completion, you will be expected to demonstrate the ability to:

SLO1.  Apply knowledge of the patient’s values, culture, and personal preferences when providing nursing care for individuals with 
common health problems in nutrition, elimination, oxygenation, fluid and electrolyte balance, mobility, activity, sleep, and 
rest. (Patient-Centered Care)

SLO2.  Apply the nursing process to meet the basic physiologic needs of nutrition, elimination, oxygenation, fluid and electrolyte 
balance, mobility, activity, sleep, and rest while providing patient-centered care.  
(Nursing Judgment) 

SLO3.  Use principles of management and delegation to improve patient outcomes for patients with health problems in nutrition, 
elimination, oxygenation, fluid and electrolyte balance, mobility, activity, sleep, and rest. (Nursing Judgment)

SLO4.  Describe the ethical and legal implications of professional nursing practice when caring for patients with basic physiologic 
needs. (Professional Identity)

SLO5.  Identify circumstances that support collaboration between the Registered Professional Nurse and other members of the 
interprofessional team to meet the physiologic needs of patients. (Professional Identity)

SLO6.  Identify evidence-based findings and technology used to provide nursing care for patients with health care needs related to 
nutrition, elimination, oxygenation, fluid and electrolyte balance, mobility, activity, sleep, and rest. (Spirit of Inquiry)
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1. (IB4d)

 1) Although iron is contained in these foods, they 
are not the best recommended sources of iron.

 *2) Spinach, liver, and raisins are excellent sources 
of iron, which is necessary to build red blood 
cells.

 3) See 1).

 4) See 1).

This question relates to EPSLO #2 and SLO #2.

2. (IB5a)

 1) Fatigue is a symptom of iron deficiency anemia, 
not a side effect of iron therapy.

 2) Fever is not a side effect of iron therapy.

 3) Fat absorption is not related to iron therapy.

 *4) Common side effects of iron therapy are 
nausea, vomiting, and indigestion because iron 
aggravates the stomach mucosa.

 *5) An additional side effect of iron therapy is 
constipation, so bowel function should be 
assessed.

This question relates to EPSLO #2 and SLO #2.

3. (IIB1b2)

  The correct answer is 8 milliliters. One gram 
of diaper weight = one milliliter of urine. Eight 
grams of weight means that 8 milliliters of urine 
were excreted.

This question relates to EPSLO #2 and SLO #2.

4. (IIB1e)

 1) Severe dehydration is associated with an 
elevated BUN because long-standing significant 
fluid volume deficit reduces the glomerular 
filtration rate and interferes with clearance of 
nitrogenous wastes through the kidney.

 2) Urinary obstruction causes an increase in 
tubular resorption of urea, thus increasing the 
BUN.

 *3) Urea nitrogen is an end product of protein and 
amino acid catabolism. Insufficient protein 
intake decreases catabolism and decreases BUN.

 4) Prolonged immobility increases the rate of 
protein breakdown and increases the amount of 
nitrogenous end product excreted in the urine.

This question relates to EPSLO #2 and SLO #2.

5. (IIB4c)

 *1) Bulk-forming laxatives promote the normal 
mechanism of defecation. They act by absorbing 
water and forming a soft bulky mass that 
stretches the intestine and stimulates reflex 
peristaltic waves leading to defecation. They are 
considered the safest form of laxative.

 2) Lubricant laxatives inhibit absorption of 
nutrients.

 3) Saline laxatives are used for complete bowel 
evacuation.

 4) Stimulant laxatives irritate intestinal mucosa.

This question relates to EPSLO #2 and SLO #2.

6. (IIB4f)

 1) The dorsal recumbent position causes difficulty 
in insertion of the rectal tube and interferes with 
the flow of solution.

 *2) The left sidelying allows the enema solution to 
fill the rectum and lower intestine following the 
natural flow of gravity.

 3) The right sidelying position will decrease the 
flow of solution by gravity.

 4) The prone position is impractical.

This question relates to EPSLO #2 and SLO #2.
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7. (IIIB1b)

 1) Bradycardia, abnormally slow pulse rate, is 
not a clinical manifestation of hypoxemia. 
In hypoxemia, the heart rate increases in a 
compensatory effort to deliver more oxygen to 
the tissues.

 2) Cyanosis is a late sign of hypoxia.

 3) Hypertension (rather than hypotension) is a 
common, early indicator of hypoxemia.

 *4) Tachypnea, an increase in rate and depth 
of respiration and is an early indicator of 
hypoxemia.

This question relates to EPSLO #2 and SLO #2.

8. (IIIB4b)

 1) Productive coughing clears sputum from the 
respiratory tract, but does not affect the 
viscosity of the sputum.

 *2) Humidified air keeps secretions thin and mobile 
by decreasing the viscosity of sputum.

 3) Frequent oral hygiene does not affect the 
viscosity of sputum.

 4) Bed rest will increase the viscosity of sputum.

This question relates to EPSLO #2 and SLO #2.

9. (IIIB4b)

 1) A partial rebreather mask delivers oxygen at 
6–15 L/min at 50–90%.

 2) A non-rebreather mask delivers oxygen at 
6–15 L/min at 70–100%.

 3) A simple mask delivers oxygen at 5–10 L/min 
at 40–60%.

 *4) A Venturi mask delivers oxygen at 24–50%.

This question relates to EPSLO #2 and SLO #2.

10. (IVB1b)

 1) Infants have a greater amount of insensible 
fluid loss because of their higher metabolic and 
respiratory rates.

 2) Infants have a higher metabolic rate than adults.

 3) The normal range of serum potassium is the 
same in infants as in adults.

 *4) Because the infant has a relatively larger body 
surface area than an adult, a proportionately 
larger volume of fluid can be lost through the 
infant’s skin and this places the infant at risk for 
deficient fluid volume.

This question relates to EPSLO #2 and SLO #2.

11. (IVB1c)

 1) Orthostatic hypotension, not hypertension, 
occurs with a decrease in intravascular fluid 
volume.

 2) Hypoventilation is breathing that is insufficient 
to meet the metabolic need for oxygen and the 
need for carbon dioxide removal from the blood.

 3) Pyrexia is a symptom of continuing fluid loss and 
would not be an initial assessment. 

 *4) Tachycardia, an increase in heart rate, is an early 
sign of dehydration. Tachycardia is an attempt 
to increase blood flow to the kidneys and aid in 
water and electrolyte regulation.

This question relates to EPSLO #2 and SLO #2.

12. (IVB1c)

 1) Crackles in lung bases are a sign of excess fluid 
volume.

 *2) The patient’s laboratory results indicate fluid 
volume deficit. A dry, cracked tongue is a clinical 
manifestation of deficient fluid volume.

 3) High blood pressure is associated with excess 
fluid volume.

 4) Slow bounding pulse is associated with excess 
fluid volume.

This question relates to EPSLO #2 and SLO #2.

*correct answer
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13. (IVB4c)

 1) A rate of 15 gtts/min is too slow and would take 
more than 16 hours to be absorbed.

 *2) A rate of 21 gtts/min is correct.  
(see formula below) 

 3) A rate of 27 gtts/min is too fast and would take 
approximately 9½ hours to be absorbed.

 4) A rate of 31 gtts/min is too fast and would take 
approximately 8 hours to be absorbed.

This question relates to EPSLO #2 and SLO #2.

14. (IVB3a)

 1) Atelectasis refers to the collapse of an alveolus, 
a lobule, or larger lung unit. It is unrelated to 
fluid intake.

 2) Prolonged bedrest inactivates the baroreceptors 
involved with constriction and dilation of the 
blood vessels, which may lead to orthostatic 
hypotension.

 3) Proteinuria is a sign of kidney damage. 
Increased fluid intake may enhance kidney 
damage.

 *4) Increased fluid intake will dilute crystal 
formation and prevent the stone formation.

This question relates to EPSLO #2 and SLO #2.

15. (IVB5a)

 1) These results indicate respiratory alkalosis

 2) These results indicate respiratory acidosis

 3) These results indicate metabolic alkalosis

 *4) These results indicate normal ABG values

This question relates to EPSLO #2 and SLO #2.

16. (VB2b2)

 *1) Dyspnea is a reduction in a person’s physiological 
capacity to endure activities to the degree 
desired or required. It is a major defining 
characteristic of activity intolerance.

 2) Flaccid muscles suggest impaired physical 
mobility or limited ability for physical movement, 
not a reduced physiological capacity to tolerate 
movement.

 3) History of a lack of exercise does not constitute 
an altered physiological response to activity 
and does not necessarily indicate a reduced 
physiological capacity to endure activity.

 4) Sleeping for long periods of time does not 
constitute an altered physiological response 
to activity and does not necessarily indicate a 
reduced physiological capacity to endure activity.

This question relates to EPSLO #2 and SLO #2.

17. (VB3b1)

 1) This is an intervention, not an outcome.

 2) This is an intervention, not an outcome.

 *3) External pressure from lying in one position 
compresses capillaries in the skin; obstructing 
skin circulation causes redness. This outcome is 
patient specific, measurable, and includes a time 
frame.

 4) While pneumonia is a potential problem related 
to immobility, it does not relate to the nursing 
diagnosis label of Risk for Impaired Skin 
Integrity.

This question relates to EPSLO #2 and SLO #2.

20.83 or 21 gtts/minute

Total infusion volume × drops/mL

Total infusion time in minutes
=

1,000 mL × 15 gtts/mL

720 minutes
=

*correct answer
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18. (VB4d1)

 *1) Passive range-of-motion exercises are done 
to prevent muscle atrophy and maintain joint 
flexibility.

 2) Passive range-of-motion exercises improve joint 
mobility, but do not decrease muscle pain.

 3) Passive range-of-motion exercises will maintain 
joint flexibility, but will not restore joint function.

 *4) Passive range-of-motion exercises are done 
to prevent muscle atrophy and maintain joint 
flexibility.

 5) Passive range-of-motion exercises will maintain 
joint flexibility, but will not prevent joint 
weakness from recurring.

This question relates to EPSLO #2 and SLO #2.

19. (VB4b2)

 *1) A warm shower before bedtime promotes 
relaxation.

 2) Tea as a bedtime snack should be avoided 
because tea contains the stimulant caffeine 
which will interfere with the ability to fall asleep.

 3) Physical exercise should be avoided two hours 
prior to bedtime.

 4) Daytime napping should be discouraged since it 
can disrupt normal sleep patterns.

This question relates to EPSLO #2 and SLO #2.

20. (VB5b)

 *1) Patients with sleep pattern disturbances need to 
develop a regular daily routine to help establish 
sleeping patterns and avoid disruption of 
biorhythms.

 2) Falling asleep within thirty minutes is a positive 
outcome; there is no need to revise the plan of 
care.

 3) Use of relaxation techniques is a positive 
outcome; there is no need to revise the plan of 
care.

 4) Feeling less irritable is a positive outcome; there 
is no need to revise the plan of care.

This question relates to EPSLO #2 and SLO #2.

*correct answer
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