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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

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

General Description of the Examination
The Excelsior College examination entitled Essentials of Nursing Care: Health Safety measures knowledge and understanding of material 
typically taught in a one-semester, 3 credit, lower-level undergraduate course in nursing. The examination content focuses on the use of 
nursing process to provide and manage patient-centered care for persons across the life span. Therapeutic communication, stress and 
adaptation, and patient-teaching are discussed. Documenting and reporting nursing care and the use of informatics in health care are 
presented. The concepts of health promotion, maintenance, obtaining a health history, and the techniques of physical assessment are 
presented. Attention to safe and effective care with respect to environmental safety needs, emergency preparedness, use of restraints, 
infection control, and the prevention of pressure ulcers is explored. Pharmacology, safe medication administration, and related nursing 
care are also addressed. 

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 concepts of patient-centered care when obtaining a health history, conducting a physical examination, and providing 
care. (Patient-Centered Care)

SLO2. Use the nursing process to develop a plan of care for an uncomplicated patient. (Nursing Judgment) 

SLO3.  Use principles of delegation to promote safe care for patients with environmental, biological, medication, and psychosocial 
safety needs. (Nursing Judgment)

SLO4.  Apply ethical and legal principles, and standards of nursing care, to patients with environmental, biological, medication, and 
psychosocial safety needs. (Professional Identity)

SLO5.  Identify ways to collaborate with the interprofessional team to promote safe patient outcomes.  
(Professional Identity)

SLO6.  Apply relevant evidence-based findings and information technology to support interventions in the provision of patient-
centered care. (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.

Preparing with the Content Guides  
and Related Materials
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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 
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.

http://www.excelsior.edu/library
http://www.excelsior.edu/studentpolicyhandbook
http://www.excelsior.edu/studentpolicyhandbook
https://www.excelsior.edu/contentguides
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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 
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.

http://www.ncsbn.org
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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.

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 
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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. 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 For This Examination

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

Elsevier.

Hinkle, J., & Cheever, K. (2018). Brunner and Suddarth’s textbook of medical-surgical nursing (14th ed.). 
Philadelphia, PA: Wolters Kluwer Health.

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 & child rearing 
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 Safety 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-safety
http://libguides.excelsior.edu.vlib.excelsior.edu/health-safety


12 588/AB

Additional Resources
Students have access to an e-book through the Excelsior College Library! 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 below to explore this resource and 
develop effective study and test taking strategies.

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.). 

  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.

http://vlib.excelsior.edu/login?url=http://ovidsp.ovid.com.vlib.excelsior.edu/ovidweb.cgi?T=JS&CSC=Y&NEWS=N&PAGE=booktext&D=books1&AN=01893702/5th_Edition/2&XPATH=/OVIDBOOK%5b1%5d/METADATA%5b1%5d/FRTXT%5b2%5d
https://ebookcentral.proquest.com/lib/excelsior-ebooks/detail.action?docID=5217522
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The examples provided in the content outline are 

not intended to be comprehensive. Use the required 

readings for wide-ranging, current information.

 I.  Nursing Process, Documentation and 
Reporting 

20 percent of exam

In this section you are responsible for studying: 

• Nursing process and problem solving

• Application of the steps of the nursing 
process (Assessment, Diagnosis, Outcome 
Identification and Planning, Implementation, 
Evaluation)

• Documenting and Reporting

• Information Technology and Nursing 
Informatics Basics 

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.

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

Chapter 2: Critical Thinking and the Nursing Process

Chapter 3: Assessment

Chapter 4: Nursing Diagnosis: Diagnosis

Chapter 5: Planning Outcomes

Chapter 6: Planning Interventions

Chapter 7: Implementation and Evaluation

Chapter 18: Documenting and Reporting

Chapter 45: Nursing Informatics

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.

Content Outline

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

Content Area
Percent of the 
Examination

 I  Nursing Process, Documentation, 
Reporting

20%

 II  Therapeutic Communication, Stress 
and Adaptation, Patient Teaching

20%

 III  Health Promotion, Assessment and 
Maintenance

20%

 IV  Safe and Effective Care Environment 20%

 V  Pharmacology and Medication 
Administration

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%

http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456117&p=4022537
http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456117&p=4022537
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A. The Nursing Process: Purpose and 
characteristics; Problem-solving process 
used by nurses in a variety of settings [acute 
care, extended care, home care]

B. Management of patient care—applying the 
nursing process to make nursing judgments, 
substantiated with evidence, to provide safe, 
quality patient-centered care 

1. Assessment: Standard 1 of the 
American Nurses Association (ANA) 
Standards of Nursing Practice; 
collection of patient-centered data to be 
used as the basis for identifying patient 
needs 

a. Data collection (for example: signs, 
symptoms, laboratory data) 

b. Variations in data (for example: 
physiologic variations among 
populations [general appearance, 
skin tones])

c. Variations in approaches (for 
example: style of conversation 
used; personal space, 
modifications based on patient’s 
developmental needs, culture, 
language, age, energy level, 
cognitive and physical state)

d. Common problems related to 
assessment (for example: omitting 
data; using inappropriate or 
inadequate assessment tools; 
failure to update the initial 
assessment)

2. Diagnosis: Standard 2 of the American 
Nurses Association (ANA) Standards 
of Nursing Practice; Identification 
and prioritization of patient problems 
based on analysis of comprehensive 
assessment and labeled as nursing 
diagnoses

a. Purpose. Analyze and synthesize 
data to identify patient’s strengths 
and weaknesses. Make a nursing 
judgment that identifies patient’s 
response to health problem(s) 
that fall within scope of nursing 
practice (for example: recognize 
significant data and group into 
patterns and clusters; filter 
important from unimportant data; 
validate data; draw conclusions, 
cluster significant cues [dry 
mucous membranes, delayed 
return skin turgor in a 30-year-
old patient, scanty volume of 
dark, concentrated urine grouped 
together indicates patient problem 
regarding fluid balance])

b. Types. Use of algorithms to 
determine (for example: Actual—
problems currently exist for 
patient [Impaired Skin integrity]; 
Risk—patient more likely to 
develop problem than general 
population; the patient does not 
have signs and symptoms but at 
risk to develop [Risk for Infection]; 
Possible—additional data is 
required prior to determining if 
problem exists or can be ruled out, 
possible Parental Role conflict; 
Wellness—a desire for increased 
wellness is evident [Readiness 
for enhanced Knowledge]; 
Syndrome—represent a situation 
or event [Post-Trauma syndrome])

c. Components of nursing diagnosis 
statement; use of a three part 
statement (for example: NANDA-I 
nursing diagnosis related to 
etiology as evidenced by defining 
characteristics [Deficient Fluid 
volume related to excessive 
vomiting as evidenced by dry 
mucous membranes and dark, 
concentrated urine])
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1) Nursing diagnosis: Use of 
NANDA-I approved nursing 
diagnoses identified by 
its definition, defining 
characteristics, and risk 
factors; categorizes patient 
problem from clustered 
assessment data or cues 
(for example: dry mucous 
membranes, reports of thirst, 
and dark, concentrated urine 
support the nursing diagnosis 
of Deficient Fluid volume)

2) Etiology: factors that cause 
the health problem; connected 
to patient problem with term 
“related to”; nursing care 
directed toward etiology may 
alleviate the patient problem 
(for example: one cause of 
Deficient Fluid volume may be 
vomiting for 24 hours)

3) Defining characteristics: 
support identified health 
problem or nursing diagnosis; 
linked within statement by 
using term “as evidenced 
by” (for example: dry 
mucous membranes and 
dark, concentrated urine 
may support Deficient Fluid 
volume)

d. Revising Nursing diagnoses. 
Modified as new and/or additional 
assessment data become available 
or patient condition changes (for 
example: Risk for Deficient Fluid 
volume revised to Deficient Fluid 
volume when additional data cues 
support existing problem)

e. Guidelines for writing nursing 
diagnoses

1) Differentiate nursing 
diagnoses [identifies patient’s 
response to actual or potential 
health problems] from medical 
diagnoses [identifies disease 
with associated pathology] 
(for example: several patients 
with medical diagnosis of 
acute renal failure may have 
different responses to it 
i.e., Excess Fluid volume or 
Impaired Urinary elimination]

2) Use critical thinking. (for 
example: compare patient 
assessment data to nursing 
diagnosis definition; consider 
whether the etiology is the 
“cause” of the patient’s health 
problem; determine whether 
the health problem is within 
the nurse’s scope of practice; 
ensure problem is not written 
as patient need; avoid use of 
judgmental language)

3) Prioritize nursing diagnoses. 
Determine whether problems 
have high, medium, or 
low urgency. (for example: 
Maslow’s Hierarchy of Needs 
[basic human needs take 
priority over self-actualizing 
needs, prioritizing within basic 
physiologic needs: hypoxia 
takes priority over sleep 
deprivation]) 

3. Outcomes Identification and Planning—
Standards 3 and 4 of the American 
Nurses Association (ANA) Standards 
of Nursing Practice; 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. Characteristics of a patient-
centered plan of care. Addresses 
patient’s actual and potential 
health problems (for example: 
consider areas related to 
restoration of health, health 
promotion and maintenance; 
consider long and short term goals 
to meet patient’s individual needs; 
reflect on necessary variations 
based on age, developmental level, 
culture, and personal preferences/
values and the patient’s medical 
history [the plan for a 2-year-old 
with Deficient Fluid volume will be 
different from the plan for an adult 
with the same nursing diagnosis])

b. Use established nursing 
standards, protocols, and evidence-
based findings when developing 
plan of care (for example: 
American Nurses Association (ANA) 
Standards of Professional Nursing 
Practice; Academy of Medical- 
Surgical Nurses (AMSN) Scope 
and Standards of Medical-Surgical 
Nursing Practice, Quality and 
Safety in Nursing Education Pre-
licensure Competencies [QSEN]; 
clinical practice guidelines) 

c. Integrate ethical and legal 
implications practice in accordance 
with ANA Code of Ethics and scope 
of nursing practice (for example: 
maintain confidentiality; recognize 
ethical dilemmas; advocate for 
patient wishes; ensure outcomes 
are patient centered and not nurse 
centered)

d. Establish measurable patient-
centered outcomes to address 
the identified health problems 
[nursing diagnoses] including 
subject [patient]; action [verbalizes, 
demonstrates]; performance 
criteria (seen, heard, felt) 
[reports pain relief, ambulates 
independently]; and time frame 
for achievement of the outcome 
[within 30 minutes, within one 
week] (for example: The patient will 
report relief from nausea within 30 
minutes of administration of anti-
emetic)

e. Determine nursing interventions 
to be used. Independent 
[Nurse-initiated interventions—
independent or nurse-prescribed] 
(for example: patient teaching 
about medications, encouraging 
a patient to increase fluid intake 
to 2000 mL per day; encouraging 
patient to verbalize concerns, 
assessing pain level; assisting 
a patient to perform coughing 
and deep breathing exercises; 
increasing the frequency of vital 
sign assessment for a patient 
at risk for development of a 
collaborative problem; delegating 
bathing and hygiene care to an 
unlicensed assistive personnel; 
communicating changes in patient 
condition to health care provider); 
Dependent [prescribed by a health 
care provider and carried out by 
RN] (for example: administering 
medications as ordered, assessing 
blood glucose levels for patient on 
total parenteral nutrition, obtaining 
sputum sample for culture 
and sensitivity) Interdependent 
[collaborative] interventions-
performed jointly with other 
members of the interprofessional 
health care team. (for example: 
consulting with a dietician 
regarding a patient’s nutritional 
status, working with a physical 
therapist to improve a patient’s 
mobility; consulting with the case 
manager to assist with patient 
transition from acute care to the 
home setting)

4. Implementation: Standard 5 of the 
American Nurses Association (ANA) 
Standards of Nursing Practice; 
implementation of the patient plan 
of care by performing or delegating 
the interventions that were previously 
planned. This includes providing care, 
directing care, coordinating 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 in 
order to carry out the plan of care 
(for example: use therapeutic 
communication skills; assess 
the patient’s use of coping 
mechanisms; provide culturally 
competent care).

b. Perform the planned interventions 
to meet the expected patient 
outcomes. Apply concepts 
from the Nursing Intervention 
Classification (NIC) project 
when appropriate (for example: 
nursing interventions designed to 
reduce contributing factors for a 
patient health problem [medicate 
for pain following abdominal 
surgery]; nursing interventions 
designed to prevent the problem 
[encourage deep breathing and 
coughing to prevent development 
of pneumonia following abdominal 
surgery]; nursing interventions 
devised to address actual health 
problems [increasing frequency 
of deep breathing and coughing 
for a patient with ineffective 
coughing]; nursing interventions 
designed to collect additional 
data [assess breath sounds, 
monitor effectiveness of deep 
breathing, evaluate pain relief 
following analgesic administration], 
nursing interventions designed to 
educate patients about disease 
management

c. Assign, supervise, delegate, and 
communicate care to members of 
the nursing team. Monitor patient 
condition as plan is carried out. 
Reassign members of the health 
care team as patient condition 
improves or deteriorates (for 
example: delegate interventions 
to licensed practical nurse (LPN)/
licensed vocational nurse (LVN) 
from UAP when medications must 
be administered based on vital 
sign changes; communicate with 
clear direction and parameters for 
reporting)

d. Collaborate with other members of 
the health care team to implement 
the patient’s plan of care (for 
example: work with registered 
dietician to assist patient with 
food choices that address health 
problems, speak with the physical 
therapist to ascertain the patient’s 
response to therapy; confer with 
the clinical pharmacist about the 
patient’s medication regimen). 
Apply the knowledge, skills, and 
attitude competencies from the 
Quality and Safety Education in 
Nursing Institute [QSEN] regarding 
teamwork and collaboration (for 
example: clarify roles within the 
team; respect others’ point of 
view; embrace assistance from 
interprofessional team members to 
meet patient’s needs)

5. Evaluation: Standard 6 of the American 
Nurses Association (ANA) Standards of 
Nursing Practice; evaluation of the plan 
of care. Verify whether the expected 
patient outcomes were achieved.

a. Review outcome criteria and 
collect data to determine if the 
measurable, expected patient 
outcomes were met during the 
identified time frame (for example: 
Did the adventitious breath sounds 
become clear following nursing 
instructions regarding deep 
breathing and coughing? Did the 
patient remain free from injury 
during the shift? Did the patient 
rate pain as less than 3 on a 
0–10 verbal pain scale following 
administration of analgesic?)
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b. Revise the patient’s plan of 
care based on new or additional 
patient data; consider whether 
the patient’s status improved 
or deteriorated (for example: 
increase the frequency of offering 
oral fluids for the patient who 
remains dehydrated; prioritize 
other patient health problems as 
more urgent [Risk for Ineffective 
Airway clearance modified to 
Ineffective Airway clearance when 
breath sound auscultation reveals 
scattered rhonchi];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 such as 
QSEN Competencies to improve 
performance [use tools and other 
forms of measure to identify gaps 
in best practices]; participate in 
periodic review of adequacy of 
policies and procedures)

C. Documentation and Reporting: Complete, 
accurate written recording of patient’s health 
status. Reporting of patient status through 
oral communication 

1. Types of Documentation

a. Electronic Health Records. 
Computer based entry (for 
example: consider advantages 
[improved access; enhances 
communication and collaboration 
within the interprofessional health 
care team; use of consistent 
language; time efficient] and 
disadvantages [expensive; need 
for alternate access during 
scheduled downtime; plan for 
periods involving power failures; 
learning curve for practitioners])

b. Paper based records (for example: 
consider advantages [not 
influenced by need for regular 
maintenance or downtime, 
inexpensive; ease of use] and 
disadvantages [delayed access if 
chart unavailable; time consuming; 
increased amount of time spent 
retrieving information; increased 
risk of errors with illegible hand 
writing; storage is expensive]) 

2. Documenting and reporting nursing 
care

a. Formats for nursing progress 
notes: (for example: narrative, 
SOAP/SOAPIE/SOAPIER, focus 
charting, FACT system, electronic 
entry)

b. Forms for documenting care (for 
example: discharge summary; 
medication administration record 
(MAR); admission (data) forms; 
flow sheets and graphic records; 
check lists; intake and output 
records; kardex or patient care 
summary; occurrence reports)

c. Use of abbreviations (for example: 
abbreviations commonly used by 
facility; The Joint Commission “Do 
not use” list)

d. Oral reporting: structure 
organization for concise, pertinent 
and comprehensiveness; 
consider use of CUBAN acronym 
[Confidential, Uninterrupted, 
Brief, Accurate, Named]; use 
standardized report formats during 
patient handoffs i.e., change of 
shift, transfer report [when patient 
is transferred from unit to unit] (for 
example: Situation, Background, 
Action, Recommendation [SBAR]; 
Patient/Problem, Assessment/
Action, Continuing/Changes, and 
Evaluation [PACE]) 

e. Receiving and recording verbal and 
telephone orders. Ensure accuracy 
(for example: read back complete 
order to provider to verify accuracy; 
record as a verbal or telephone 
order; obtain counter signature by 
prescriber within 24 hours)
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f. Guidelines to record patient data 
(for example: When [after care is 
provided, chronologically, process 
for late entries for paper records 
and EHR]; What [intervention and 
progress of patient, significant 
data and change, patient 
teaching, contacting a provider, 
patient’s refusal of treatment]; 
How [approved abbreviations, 
accurate, precise, factual, and 
nonjudgmental data, date, 
and time of entry; incidents 
such as falls or patient injury, 
restraints, and the forms used for 
documentation])

g. Legal and ethical implications 
(for example: maintaining 
confidentiality, view patient record 
only associated with professional 
reasons to view, consider how copy 
and paste errors may contribute to 
a loss of detail which may fail to 
meet the patient’s needs)

D. Utilizing information technology

1. Elements of nursing informatics (for 
example: data [basic facts]; information 
[combining data into meaningful 
form]; knowledge [interpreting the 
information]; wisdom [applying 
knowledge to address a patient 
problem])

2. Computers in nursing 

a. Electronic communication 
forms (for example: e-mail, text 
messaging, web conferences, 
listserves, social networking, 
telehealth); consider advantages 
and disadvantages

b. Use in nursing profession (for 
example: education [testing and 
grading], practice [point of access 
care, order entry], administration 
[staffing, budgeting]; research 
[literature reviews])

c. Value to evidence-based practice 
(for example: identify problems; 
literature search; evidence 
evaluation; integrated data base)

d. Characteristics of the information 
literate individual (for example: 
desire to search for quality, uses 
evidence-based data; able to 
recognize and discard inaccurate, 
outdated information; organizes 
data in useful way)

e. Evaluating evidence (for example: 
using credible sources [consider 
credentials, author, website 
sponsor, scholarly, bias, currency]; 
questioning information [why 
author wrote article]; developing a 
process to search for credible 
information)

TEST YOUR KNOWLEDGE
Consider how a patient’s culture, religion or native 
language will alter the RN’s care.  Reflect on your own 
culture and consider how some interventions may be 
appropriate for one patient but not another. This relates 
to Student Learning Outcome 1; Patient centered care 
and 2; Nursing judgment 

Before moving on from this section, students shoud be 
able to devleop plans of care.  The plans of care should 
include a properly written NANDA with assessment 
data to support the NANDA (evidence that this NANDA 
is a problem); a related factor (what is causing the 
problem); an outcome that is measurable and has a 
time frame for completion; and interventions to help 
meet the outcome (interventions are actions the RN 
will take to help achieve the outcome. This relates to 
Student Learning Outcome 2; Nursing judgment

Reflecting on principles of delegation, consider what 
components of the nursing process can be delegated 
by the RN.  Remembering that delegation means the 
RN retains responsibility for the task, what information 
will the RN use to help make a decision? This relates to 
Student Learning Outcome 3; Nursing judgement

Thinking about documentation, how does information 
technology affect safe patient care. This relates to 
Student Learning Outcome 6; Spirit of inquiry
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 II.  Therapeutic Communication, Stress and 
Adaptation, and Patient Teaching

20 percent of exam

In this section you are responsible for studying: 

• Therapeutic communication

• Stress and adaptation 

• Patient teaching

• Application of the nursing process 
(section B) to patient care associated with 
problems associated with therapeutic 
communication, stress and adaptation, and 
patient teaching (section A).

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 & child 
rearing family (8th ed.)

Chapter 35: Communication and Teaching With 
Children and Families

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

Chapter 12: Stress and Adaptation

Chapter 20: Communicating and Therapeutic 
Relationships

Chapter 26: Teaching and Learning

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 communication, stress 
and adaptation, and patient teaching

1. Communication 

a. Characteristics of communication 
(for example: dynamic, reciprocal 
process of sending and receiving 
messages; verbal, nonverbal, or 
both; sharing meaning, expressing 
needs, building effective working 
relationships) 

b. Elements of the communication 
process (for example: sender or 
encoder [initiator of message]; 
encoding [selecting words, 
gestures; tone of voice]; message 
[actual information that is sent; 
verbal and/or nonverbal; content 
matter, substance]; channel 
[medium used to send the 
message; face-to-face, written 
pamphlets, telephone and text 
messages, internet]; receiver or 
decoder [person to whom message 
is sent; uses variety of senses to 
decode message]; interpreting and 
reacting to a message/feedback 
[evidence that the intended 
message has been received]) 

c. Forms of communication (for 
example: verbal; nonverbal)

d. Characteristics of therapeutic 
communication (for example: 
client-centered communication; 
use of empathy, respect, 
genuineness, and concreteness)

e. Phases of the therapeutic 
relationship (for example: Pre-
interaction; Orientation; Working; 
Termination)

2. Stress and adaptation

a. Key terms (for example: stress, 
stressor; coping response; 
adaptation)

b. Types of stressors (for example: 
external [death of a family 
member]; internal [disease, 
anxiety]; developmental [occur 
at various stages of one’s life]; 
situational [unpredictable; 
illness]; physiological [affect body 
structure or function]; psychosocial 
[work, living situation, social 
relationships]) 

http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456117&p=4022538
http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456117&p=4022538
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c. Response to stressors (for 
example: general adaptation 
syndrome [GAS] and local 
adaptation syndrome [LAS]); 
psychological [feelings, thoughts, 
and behaviors]; spiritual [prayer, 
meditation, religious affiliation])

3. Teaching and learning 

a. Teaching (for example: assisting 
the person to gain new knowledge 
and skill); Learning (for example: 
the acquisition of new knowledge 
or skills; changes behavior in a 
measurable way)

1) Cognitive: intellectual 
behaviors (for example: 
acquiring knowledge, 
understanding ways to control 
stress, understanding effects 
of medications)

2) Psychomotor: skill 
performance involving both 
mental and physical activity 
(for example: perform a finger 
stick to test blood glucose, 
administer an injection)

3) Affective: changes in feelings, 
beliefs, attitudes, and values 
(for example: demonstrate 
change in attitude regarding 
chronic illness) 

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/Conduct 
a patient-centered health history. 
Therapeutic communication: Assess 
factors influencing the patient’s 
communication patterns (for example: 
gender [differences in communication 
style, values related to touching and 
expression of feelings]; age/language 
development; language barriers 
[communication skills, developmental 
delays, pathology, or injury of central 
nervous system affecting receptive 
and expressive language and cognitive 

skills]; barriers interfering with speaking 
[loose-fitting dentures, cleft palate]; 
territoriality; cultural and spiritual/
religious considerations [personal 
space, roles and relationships]; 
environmental factors [noise level, 
physical space]; psychological factors 
[self-awareness, presence of support 
system]). Stress and Adaptation: 
Assess characteristics of increased 
stress (for example: physiological 
[increased heart rate, increased 
respiratory rate, diaphoresis, dilated 
pupils, dry mouth]; psychological 
[inability to focus, decreased 
perception, patient reports feelings 
of anxiety]; cognitive [decreased 
attention span]); coping with stress; 
personal factors influencing adaptation; 
perception of the stressor; levels 
of anxiety [mild, moderate, severe, 
panic]). Patient Teaching: Assess 
factors affecting client learning (for 
example: motivation; readiness to 
learn; communication barriers; special 
populations [patients with learning 
disabilities, mental illness, affective 
or communication disorders, mental 
illness, brain injury]; developmental 
stage; cultural factors; health 
literacy [ability to understand health 
information and services; reading 
literacy]), preferred learning style; 
educational level; current knowledge of 
the topic; barriers to learning [physical 
condition, lack of perceived need for 
the information])

2. Diagnosis: Identification and 
prioritization of patient problems, 
labeled as NANDA-I approved nursing 
diagnoses, based on analysis of 
comprehensive assessment. In 
collaboration with the patient and 
members of the health care team, 
synthesize the nursing assessment 
data to identify the patient’s health 
problems.

a. 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. 
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b. Identify NANDA-I approved 
nursing diagnoses that address: 
therapeutic communication 
problems [Readiness for enhanced 
Communication, Impaired verbal 
Communication, Impaired Social 
interaction, Ineffective Health 
maintenance] stress and anxiety 
[Anxiety, Ineffective Coping, 
Ineffective Denial, Defensive 
Coping, Compromised family 
Coping, Decisional Conflict] 
teaching-learning [Readiness 
for Enhanced Coping, Ineffective 
Health maintenance, Readiness for 
Enhanced Health management]

c. Identify supporting etiology and 
defining characteristics to write 
nursing diagnosis statements 
(for example: Impaired verbal 
Communication related to cerebral 
edema as evidenced by inability to 
articulate words; Anxiety related 
to change in health status as 
evidenced by insomnia)

d. Set priorities based on 
assessment of patient needs (for 
example: based on a scientific 
principle such as Maslow’s 
Hierarchy of Needs, apply critical 
thinking skills to develop and 
prioritize within 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 enhancing the helping-
relationship, reducing stress 
and anxiety and meeting the 
patient’s learning needs (for 
example: methods to enhance 
communication; content to be 
taught; scheduling and sequencing 
the instruction; instructional 
materials)

b. Establish measurable patient-
centered outcomes that address 
the identified nursing diagnoses 
and include a time frame for 
achievement. Set priorities 
based on nursing diagnoses and 
patient’s learning needs. Establish 
expected patient outcomes for 
care related to health promotion, 
health maintenance, and health 
restoration (for example: patient 
will verbalize two symptoms of drug 
interaction during second teaching 
session); Establish expected 
patient outcomes related to 
teaching and regarding stress and 
coping (for example: By the next 
visit the patient will use relaxation 
techniques when faced with stress)

c. Use established nursing standards, 
protocols, and evidence-based 
findings to help the patient achieve 
the expected patient outcomes 
(for example: Healthy People 2020 
objective [increase the proportion 
of persons who report their health 
care provider gave them easy-to-
understand instructions about 
what to do to take care of their 
illness or health condition], ANA 
Standards of Professional Nursing 
Practice; Academy of Medical-
Surgical Nurses)
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d. Integrate ethical and legal 
standards (for example: practice 
in accordance with ANA Code of 
Ethics, maintain confidentiality; 
recognize ethical dilemmas and 
advocate for patient wishes; 
use 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 
to help the patient to achieve the 
expected outcomes.

a. Promote a therapeutic nurse-
patient relationship. Therapeutic 
communication: (for example: 
establish trust, use active 
listening; utilize therapeutic 
communication techniques; 
provide alternate methods of 
communication; provide a quiet, 
private environment; consider 
territoriality [space and objects 
identified as the patient’s 
own]. Patient Teaching: (for 
example: use tools to support 
cognitive, psychomotor and 
affective learning [audiovisual 
materials, demonstration and 
return demonstration]; use age-
appropriate communication 
techniques to facilitate 
understanding in children and 
in older adults, structure the 
environment to promote learning. 
Stress and Adaptation: (for 
example: implement nursing 
interventions to promote effective 
stress management; involve 
the patient in decision making; 
encourage the patient to express 
feelings; use pictures or toys with 
the young child)

b. Promote continuity of care. Use 
professional communication (for 
example: conduct patient/family 
education customizing approach 
to meet patient goals; provide/
promote referrals, support groups, 
community resources; collaborate 
with members of healthcare team 
to reach common goal.

c. Assign, delegate, supervise, 
communicate, and evaluate patient 
care activities to be conducted by 
other members of the health care 
team as appropriate (for example: 
instruct the LPN/LVN to have 
patient use relaxation techniques 
when feeling anxious; instruct the 
UAP to play music for the patient 
experiencing stress; instruct UAP 
in use of play with toddler)

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

a. Evaluate the patient’s response 
to attainment of the expected 
outcomes (for example: patient 
demonstrated use of relaxation 
techniques; patient reported relief 
from stress after participating 
in anxiety reduction session 
conducted by RN)

b. Determine patient’s response to 
care provided by other members of 
the health care team (for example: 
ask for patient feedback on the 
teaching session provided by the 
assigned RN; ask the patient to 
describe the stress level after 
listening to music provided by the 
UAP)

c. Revise the patient’s plan of care 
based on reassessment of the 
patient (for example: collaborate 
with the ostomy therapist when the 
patient’s anxiety level continues to 
escalate when being taught stoma 
care) 
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d. Evaluate effectiveness of patient 
care provided by other members of 
the health care team (for example: 
determine whether the unlicensed 
assistive personnel use of play 
reduced child’s anxiety)

e. Document and report patient’s 
responses to nursing plan of care; 
include what was taught as well as 
evidence that the patient learned 
the material taught, include an 
indication of how it was resolved 
if learning did not take place (for 
example: directions for use of 
inhaler with spacer were provided, 
patient able to restate technique 
but was unable to demonstrate 
correct use of inhaler with spacer) 

TEST YOUR KNOWLEDGE
Reflect on the concepts of theraeutic communication.  
Consider the role that body language plays in 
communication.  Think about strategies the RN must 
use to personalize communication for the unique 
needs of a patient.  Consider words chosen, tone of 
voice,  speed of speech, facial gestures, and personal 
space when communicating with clients. This relates to 
Student Learning Outcome 1; Patient centered care

Thinking about the nursing process, what are some 
appropriate interventions related to patient teaching?  
Understanding that plans of care include an outcome 
and interventions that help meet the outcome, how can 
patient teaching be incorporated into a plan of care? 
This relates to Student Learning Outcome 2; Nursing 
judgment

 III.  Health Promotion, Assessment, and 
Maintenance

20 percent of exam

In this section you are responsible for studying: 

• The concept of a health continuum from 
wellness to illness

• Health promotion and maintenance

• Health assessment and techniques of 
physical assessment

• Application of the nursing process (section 
B) to patient care associated with health 
problems and health promotion and 
maintenance.

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 & child 
rearing family (8th ed.)

Chapter 28: Principles of Growth and Development

Chapter 34: Child Health Assessment

Chapter 37: Nursing Care of a Family When a Child 
Needs Diagnostic or Therapeutic Modalities 
(section on Measuring Vital Signs)

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

Chapter 19: Vital Signs

Chapter 21: Physical Assessment

Chapter 27: Health Promotion

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.

http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456117&p=4022541
http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456117&p=4022541
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A. Concepts related to Health Promotion and 
Maintenance

1. Health, wellness, illness, and disease 
(for example: health defined in terms of 
one’s own values and beliefs; wellness 
defined in terms of promoting good 
physical, mental, and emotional health; 
disease determined as a change in 
body or mind structure or function; 
Health-Illness Continuum; Dunn’s 
Health Grid; Neuman’s Continuum)

2. Health Promotion and maintenance 
(for example: developing control over 
and improving physical, emotional, and 
social health)

a. Primary prevention. Focus on 
health promotion and protection 
against specific health problems; 
prevent or slow disease onset 
(for example: maintain a healthy 
weight; exercise; no texting while 
driving; protecting skin with use of 
sun screen)

b. Secondary prevention. Focus 
on early identification of health 
problems and prompt intervention 
(for example: blood pressure 
screening, tuberculosis skin tests, 
mammogram, scoliosis screening, 
testicular exam) 

c. Tertiary prevention. Focus is 
slowing progression of disease and 
returning individual to pre-illness 
phase (for example: assisting 
patient who is recovering from a 
hip replacement to regain strength 
and ambulate)

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 comprehensive health 
history to determine the health 
status of the patient

1) Subjective data (for example: 
biographical data [name, 
address, age, gender, race, 
religion, marital status, and 
occupation]; chief complaint/
reason for seeking healthcare; 
history of present illness 
[onset of symptoms]; lifestyle 
choices; health behaviors)

2) Past health history (for 
example: allergies, childhood 
diseases and immunizations, 
prior hospitalizations and 
surgeries) 

3) Family health history (for 
example: obtain data 
regarding immediate relatives’ 
previous illnesses, current 
health status, chronic 
diseases, and presence of 
genetic illnesses)

4) Social history (for example: 
information about family and 
other relationships; economic 
status [availability of health 
resources]; occupation 
and exposure to toxic; 
environmental conditions; 
ethnicity; lifestyle [exercise 
habits; information about 
tobacco, alcohol, and drug 
use])

5) Medication history (for 
example: past and current 
medication usage; use 
of vitamin and nutritional 
supplements and alternative-
therapy medications [herbal 
remedies]; home oxygen 
therapy)

6) Review of body systems and 
associated functional abilities 
(for example: body systems 
[respiratory, gastrointestinal, 
cardiac]; functional abilities 
[difficulties with bathing, 
dressing, eating, elimination]) 



26 588/AB

b. Nursing knowledge, procedures, 
and psychomotor skills to 
conduct a physical examination. 
Assessment techniques (for 
example: inspection, auscultation, 
palpation, percussion, and 
olfaction)

1) Modifications for different age 
groups (for example: parents 
remaining with infants; 
offering toddlers choices; 
equipment and appropriate 
technique; age of client 
[fontanel on an infant less 
than one year of age, skin 
turgor on clavicle for adults] 

2) Distinguish normal from 
abnormal findings (for 
example: variations according 
to age [abdominal breathing 
of newborns, chest breathing 
of adults]; pulse regular, easily 
palpated versus irregular 
and thready; bilateral pupils 
constrict briskly versus 
sluggish bilateral pupil 
constriction; breath sounds 
clear versus crackles)

3) Head-to-toe examination of 
body systems (for example: 
techniques for each system 
[neurological, respiratory, 
peripheral/neurovascular, 
abdominal]; expected findings 
[bowel sounds present in all 
four quadrants; pupils equal, 
round, and reactive to light 
and accommodation (PERRLA])

4) Vital sign assessment. 
Consider factors affecting vital 
signs (for example: normal 
values related to age, gender, 
state of health/disease, 
physical activity, medications, 
pain; necessary equipment; 
identify significant information 
to report to other disciplines 
[deviation from trended vital 
signs])

2. Diagnosis: Identification and 
prioritization of patient problems, 
labeled as NANDA-I approved 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, and dry, brittle hair, 
grouped together indicate patient 
problem regarding nutrition)

c. Identify nursing diagnoses that 
address: health promotion and 
maintenance (for example: 
Sedentary lifestyle, Ineffective 
Health maintenance); alterations in 
vital signs (for example: Ineffective 
peripheral Tissue Perfusion, 
Ineffective Breathing pattern)

d. Identify supporting etiology and 
defining characteristics to write 
nursing diagnosis statements 
(for example: Sedentary lifestyle 
related to lack of motivation as 
evidenced by choosing a daily 
routine lacking physical exercise; 
Ineffective Breathing pattern 
related to pain as evidenced by 
shallow respirations; Ineffective 
Thermoregulation related to 
prolonged exposure to subfreezing 
temperatures as evidenced by 
temperature of 94.2°F or 34.6°C.

e. Set priorities based on patient 
assessments and identified needs 
using theories and/or guidelines 
(for example: Maslow’s Hierarchy 
of Needs)
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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 (consider ethical dilemmas 
based on a patient’s health beliefs)

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: variations 
based on developmental level, 
culture, and personal preferences/
values; patient’s medical history 
influence on acute illness)

b. Establish measurable patient-
centered outcomes that address 
the identified nursing diagnoses 
and include a time frame for 
achievement of the outcome. 
Establish expected patient 
outcomes for care related to 
health; promotion, maintenance, 
and restoration (for example: 
identify realistic, short- or long-term 
outcomes, consider use of the 
nursing outcomes classification 
[NOC] taxonomy when appropriate 
[By the next clinic visit, the 
patient will report having listened 
to music 5 days out of 7 for 30 
minutes each day, patient reports 
chronic lower back pain at 3 on 
the 0–10 verbal pain scale after 
interventions ])

c. Use established nursing standards, 
protocols, and evidence-based 
findings to move the patient 
towards expected outcomes (for 
example: apply the ANA Standards 
of Professional Nursing Practice 
that address coordination of care 
delivery, health teaching, and 
health promotion; apply Academy of 
Medical-Surgical Nursing Standards 
that address outcome identification 
unique to the patient)

d. Integrate ethical and legal 
standards (for example: practice 
in accordance with ANA Code of 
Ethics [apply the provision that 
advocates for the safety of the 
patient]; maintain confidentiality; 
recognize ethical dilemmas and 
advocate for patient wishes; 
use professional interpreters to 
enhance patient communication)

4. Implementation: application of the 
patient plan of care by performing or 
delegating interventions that were 
previously planned. This includes 
providing care, directing care, 
collaborating with other members of 
the health care team, and patient 
teaching. Use the taxonomy of nursing 
interventions [NIC]) when appropriate to 
carry out nursing interventions to help 
the patient to achieve the expected 
outcomes.

a. Establish a collaborative 
relationship with the patient and 
the patient’s family to assist with 
the promotion and maintenance 
of health (for example: establish 
reasonable expectations with the 
patient; identify external factor(s) 
that enhance health maintenance 
and promotion)

b. Implement nursing interventions 
designed to move the patient 
toward the expected outcomes 
related to health promotion, 
maintenance, and restoration (for 
example: assist patient to identify 
risk factors for disease; assist to 
identify interventions to promote 
weight loss; encourage the patient 
to discuss health beliefs and 
health behaviors)

c. Collaborate with other members 
of the interprofessional healthcare 
team (for example: consult with 
the dietician for patients who have 
elevated BMIs) 
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d. Provide information and instruction 
regarding health maintenance and 
promotion (for example: advise 
the patient regarding the use of 
health care services and Internet 
resources, provide information 
about self-examination for early 
detection of disease) 

e. Promote continuity of care (for 
example: conduct patient/
family education such as use of 
contracts or customizing approach 
to meeting patient goals; act as 
a patient advocate; recognize 
RN leadership role; identify 
the need for referrals such as 
clinic appointments, weight loss 
program; collaborate with members 
of the interprofessional health care 
team such as discharge planning 
[working with a case manager 
to identify home care needs]; 
identify community resources for 
patients who require assistance 
with rehabilitation; assess whether 
parents/caregivers require follow 
up help for child/adult at home)

f. Delegate vital signs to other 
healthcare personnel (for example: 
assuring the accuracy of vital sign 
data [functional equipment, skill of 
personnel vital signs delegated to]; 
interpreting the findings; reporting 
abnormal findings)

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

a. Evaluate the patient’s response 
to attainment of the expected 
outcomes (for example: patient 
reported having increased exercise 
to 20 minutes per day)

b. Revise the patient’s plan of care 
based on new or additional patient 
data (for example: revise the 
teaching plan when the patient 
continues to exhibit high risk 
behaviors)

c. Consider areas for quality 
improvement (for example: use 
evidence based findings to improve 
performance)

TEST YOUR KNOWLEDGE
All patients place a different value on the concept of 
health.  How could the RN help to promote health of 
a person who is resistive to health promotion?  What 
evidence based research could the RN use to help 
educate a patient who is resistant to change?  Consider 
The Joint Commission, National Patient Safety Goals 
and QSEN. This relates to Student Learning Outcome 6; 
Spirit of inquiry
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 IV. Safe and Effective Care Environment

20 percent of exam

In this section you are responsible for studying: 

• Common safety hazards in the environment

• Safety hazards, security needs and risk 
factors for specific patient populations 
based on age and developmental level

• Emergency preparedness

• Principles of infection prevention and 
control

• Care of the patient with altered skin integrity

• The application the nursing process (section 
B) to the patient care associated with 
infectious diseases and wounds (section A).

REQUIRED READINGS

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

Chapter 83: Basic Principles of Antimicribial Therapy 
(sections on Selection of Antibiotics and Dosage 
and Duration of Treatment)

Chapter 110: Potential Weapons of Biologic, 
Radiologic, and Chemical Terrorism

Hinkle, J., & Cheever, K. (2018). Brunner and 
Suddarth’s textbook of medical-surgical nursing 
(14th ed.)

Chapter 72: Emergency Nursing (Section on Principles 
of Emergency Care)

Chapter 73: Terrorism, Mass Casualty, and Disaster 
Nursing

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 & child 
rearing family (8th ed.)

Chapter 29: Nursing Care of a Family with an Infant 
(Section on Promoting Infant Safety)

Chapter 30: Nursing Care of a Family with a Toddler 
(Section on Promoting Toddler Safety) 

Chapter 31: Nursing Care of a Family with a Preschool 
Child (Section on Promoting Preschooler Safety) 

Chapter 32: Nursing Care of a Family with a School-
Age Child (Section on Promoting School-Age 
Safety) 

Chapter 33: Nursing Care of a Family with an 
Adolescent (Section on Promoting Adolescent 
Safety) 

Chapter 37: Nursing Care of a Family When a Child 
Needs Diagnostic or Therapeutic Modalities 
(section on Nursing Responsibilities With 
Diagnostic and Therapeutic Techniques)

Chapter 43: Nursing Care of a Family When a Child 
has an Infectious Disorder (The Infectious 
Disease Process and Health Promotion and Risk 
Management)

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

Chapter 22: Infection Prevention & Control

Chapter 23: Safety

Chapter 24: Hygiene

Chapter 31: Sensory perception

Chapter 36: Skin Integrity and Wound Healing

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 safe care environment

1. Environmental safety hazards(for 
example: Home: poisoning, carbon 
monoxide gas exposure; scalds 
and burns; fires; firearm injuries; 
suffocation and asphyxiation; take-
home toxins [toxic substances 
transported from work to home; 
asbestos, lead, mercury], Community: 
motor vehicle accidents, pathogens 
[food borne; vector borne; water borne; 
pollution, electrical storms], Healthcare 
facility: never events [surgical site 
infections, foreign object left in after 
surgery]; falls and trauma; health care 
acquired infections; restraints, fire 
and electrical hazards; drug resistant 
pathogens; hazards to healthcare 
workers[needle stick injury, back injury, 
radiation injury; violence]) 

http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456117&p=4022542
http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456117&p=4022542
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2. Emergency management and 
bioterrorism readiness planning (for 
example: development of an emergency 
management plan [communication 
network, facility protection, lines of 
authority, staff education in disaster 
planning and drills])

a. Disaster types (for example: 
natural disasters; blast injuries; 
biologic agents such as anthrax, 
smallpox; chemical agents such 
as vesicants, blood agents; and 
radiation exposure) 

b. Mass casualty triage protocols 
(for example: use critical thinking 
and decision making to determine 
the greatest good for the greatest 
number of people)

c. Infection control practices (for 
example: standard precautions, 
decontamination, personal 
protective equipment [safe, 
effective application and removal])

d. Psychological aspects of 
bioterrorism (for example: anxiety, 
paranoia, social isolation) 

3. Infection Prevention and Control

a. Body defenses

1) Normal body defenses 
(for example: intact skin 
and mucous membranes, 
normal body flora, cilia of the 
respiratory track, saliva, bile, 
urine) 

2) Secondary defenses 
(for example: localized 
inflammation [edema, pain, 
erythema, increased local 
temperature]; systemic 
inflammation [altered vital 
signs, fatigue, anorexia, 
increased white blood cells]; 
stages of an inflammatory 
process)

3) Tertiary defense: specific 
defenses (immune response, 
antibody production)

b. Chain of infection (for example: 
etiological infectious agent; 
reservoir; portal of exit from the 
reservoir; mode of transmission; 
portal of entry; host) 

1) Infectious process (incubation 
period, prodromal period, 
illness period, convalescent 
period) 

2) Preventing and controlling 
infection (hygiene; special 
considerations [patients 
with dementia, those who 
are morbidly obese, critically 
ill]; medical asepsis [hand 
hygiene, standard precautions 
{Tier 1}, transmission-
based precautions {Tier 
2}, disinfection]; surgical 
asepsis [establishment and 
maintenance of a sterile 
field, levels of asepsis 
{sterile, modified, and clean}]; 
methods of sterilization) 

4. Altered skin integrity

a. Skin conditions: for example 
(pruritis, dry skin, maceration, 
excoriation, abrasion, acne, burns)

b. Types of wounds: open/closed; 
acute wounds (for example: 
short duration wounds); chronic 
wounds (for example: pressure, 
arterial, venous and diabetic 
wounds); clean wounds (minimal 
inflammation); clean-contaminated 
wounds (surgical wounds that 
enter the gastrointestinal, 
respiratory, or genitourinary tracts); 
contaminated wounds (major 
break in asepsis); infected wounds 
(bacteria counts are 100,000 
organisms per gram or more); 
depth of wounds 

c. Wound healing (for example: types 
of healing [primary intention, 
secondary intention, tertiary 
intention]; phases of healing 
[inflammatory, proliferative, 
maturation]; type of exudate 
[serous, purulent, sanguineous])
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d. Pressure ulcers: factors in 
development (for example intrinsic 
[poor nutrition, dehydration] and 
extrinsic [shearing, moisture, 
friction]; staging pressure ulcers 
[suspected deep tissue injury 
(DTI)], I–IV, unstageable)

5. Treatment modalities and care: (for 
example: wound care, debridement; 
hot and cold therapy; drainage devices; 
obtaining a wound culture; performing a 
sterile irrigation; removing and applying 
dressings; negative pressure wound 
therapy)

B. Management of patient care: applying the 
nursing process: 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 needs. 

a. Conduct a patient-centered health 
history. Environmental safety 
(for example: influencing factors 
such as age, developmental level, 
exposure to environmental toxins, 
previous falls and reports of 
dizziness). Infection prevention and 
control (hygiene, medications and/
or treatments that increase risk 
for infection) Altered skin integrity 
(history of previous wounds, 
immobility, and inadequate 
nutrition).

b. Conduct focused assessment 
related to safety (for example: 
dangers specific to each age 
range, use of safety devices 
[infant seats, gates for staircase 
in homes with toddlers]; contact 
sports in school-age children, 
lifestyle choices that increase 
risk for infection or injury [tattoos, 
body piercing, tanning, loud 
music, motor vehicle accidents for 
adolescents, falls for older adults]; 
occupation, use of medications 
that effect balance or alertness; 
physical and emotional condition 
(level of awareness, sensory 

perception, mobility status, ability 
to communicate, mobility status, 
anxiety); cultural and spiritual/
religious considerations [burning 
candles, burning incense, clothing 
choices]; socioeconomic and 
environmental factors [crowded 
housing, unemployment, income 
level, proximity to nuclear plants, 
proximity to airports, climate, 
occupational hazards, ergonomics, 
neighborhood crime rate]; 
psychological factors (emotional 
state, level of cognition) lifestyle 
choices (use of car seats, seat 
belts, helmets, driving under the 
influence); fall risk assessment 
[Morse Fall Scale and the Get 
Up and Go test]; home safety 
assessment [safety assessment 
scale (SAS)]; factors that increase 
the risk for injury [aggression; 
mental disorders; substance 
abuse]); focused assessment 
related to infection (for example: 
factors affecting susceptibility of 
host [developmental stage, illness, 
tobacco use, substance abuse, 
chronic disease, environmental 
factors, and medications), signs 
of infection [inflammation, 
swollen lymph nodes, fever); 
identify engineering and work 
practice controls to eliminate 
the transmission of blood borne 
pathogens to the patient and 
other healthcare personal; 
focused assessment related 
to skin integrity (for example: 
Braden scale risk assessment 
for pressure ulcer development; 
fragile skin of the elderly; physical 
condition [hydration/nutrition 
status, impaired circulation, 
mobility status]; hygiene; wound 
characteristics [presence of 
granulation tissue, nature of 
drainage]; pressure ulcer staging; 
presence of necrotic tissue)
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c. Assess for presence of potential 
complications for example: 
Environmental safety: (confused 
mental state, sensory deficit, 
weakened physical state). 
Infection prevention and control: 
(suprainfection). Altered skin 
integrity: (wound infection, delayed 
wound healing; identify non-healing 
wounds, dehiscence, evisceration, 
fistulas).

d. Assess the patient’s and 
significant other’s readiness 
for teaching and learning (for 
example: determine barriers to 
learning, learning preferences. 
Environmental [patient’s and/or 
significant other’s understanding 
of the safety hazards for the 
patient]; Infection prevention and 
control [determine knowledge 
of infection control measures in 
the home]; Altered skin integrity 
[verify patient’s understanding of 
the wound care, treatment and 
prevention]).

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], 
lead levels, white blood count 
[WBC] and differential, erythrocyte 
sedimentation rate, wound culture 
and sensitivity report, collaborate 
with health care provider when 
prescribed anti-infectives are 
not consistent with culture and 
sensitivity reports) 

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 
nursing diagnosis using NANDA-I 
approved nursing diagnoses (for 
example: Risk for Injury, Risk 
for Poisoning, Impaired Home 
maintenance, Risk for Infection, 
Ineffective peripheral Tissue 
Perfusion, Disturbed Body Image)

c. Identify supporting etiology and 
defining characteristics for these 
diagnoses (for example: patient 
with disfiguring facial wound will 
not look in the mirror, verbalizes 
anxiety because of altered 
appearance) 

d. Develop nursing diagnosis 
statements (for example: 
Disturbed Body Image related 
to facial wound as evidenced by 
avoidance of a mirror)

e. Set priorities based on patient 
assessments and needs using 
theories and/or guidelines (for 
example: Maslow’s Hierarchy 
of Needs, Erikson’s Theory of 
Psychosocial Development) 

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. Plan nursing 
interventions on the basis of 
established standards and 
protocols to help the patient 
achieve the expected outcomes 
(for example: address potential 
for injury as well as actual 
environmental hazards; address 
the need to maintain intact skin or 
to heal the wound).
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b. Establish expected outcomes 
and include a time frame for 
achievement of the outcome. 
Environmental (for example: 
patient will modify home 
environment to eliminate hazards 
after one home care visit, mother 
will verbalize safety hazards in the 
home by the next visit; the patient 
will remove scatter rugs from the 
home by the next home care visit; 
the patient will sign a pledge not 
to text while driving by the next 
clinic visit); Infection prevention 
and control (for example: patient 
will be free of infection throughout 
hospital stay); Wound care (for 
example: granulation tissue will 
cover the wound bed within two 
weeks; pressure ulcer diameter will 
reduce by 1 inch within one week)

c. Use established nursing 
standards, protocols, and evidence-
based findings to move the patient 
towards the expected outcomes 
(for example: apply ANA Standards 
of Professional Nursing Practice; 
Centers for Disease Control and 
Prevention (CDC) guidelines for 
preventing the transmission of 
pathogens, CDC guidelines on 
isolation precautions [2007], 
WHO [2015] recommendations for 
response to disease outbreaks, 
OSHA regulations protecting health 
care workers against occupational 
exposure to blood and body fluid 
pathogens, Wound and Ostomy 
and Continence Nurse Society 
[WOCN], National Pressure Ulcer 
Advisory Panel [NUPAP], Agency for 
Healthcare Research and Quality 
for pressure ulcer treatment and 
prevention guidelines [AHRQ])

d. Integrate ethical and legal 
implications (for example: practice 
in accordance with ANA Code of 
Ethics, maintaining confidentiality; 
recognize ethical dilemmas and 
advocate for patient wishes; 
using appropriate interpreters to 
enhance patient communication; 
follow agency guidelines for use 
of restraints; follow guidelines for 
disposal of contaminated waste)

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. Use nursing interventions 
to structure an environment 
conducive to safety (for example: 
maintain availability of call bell; 
shield patient from radiation, 
prevention of needle stick injuries; 
recapping needles one handed; 
single use vials for single use 
only; single use of syringes; assign 
multiple use vials to a single 
patient when possible; proper 
use of and donning and removal 
of personal protective equipment 
(PPE); three levels of disinfection; 
use infection control precautions 
for bioterrorism, use appropriate 
isolation procedures, hand hygiene, 
adhere to medical and surgical 
asepsis as needed; proper use of 
restraints; use of a bed monitoring 
device)

b. 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: communicate ability to 
identify and modify potential health 
hazards, promote infection control 
in the home)
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c. Promote, maintain, or restore 
the patient’s physiological and 
psychosocial functioning (for 
example: Environmental [use of 
wheelchairs, walkers, side rails, 
restraints, motion sensors, fire 
extinguishers, safety gates]; 
Infection prevention and control 
(disinfect equipment between 
patient use]; Wound care [provide 
high-protein foods; packing a 
wound; applying heat and cold 
therapy; caring for wounds with 
drainage devices; obtaining a 
wound culture; performing a sterile 
irrigation; removing and applying 
dressings)

d. Administer prescribed medications 
and intravenous therapy, identify 
contraindications for medication 
administration including allergies 
(for example: assess pertinent 
data prior to administration such 
as lab results, modifications 
related to the patient’s age [i.e., 
pediatric dosage]; administer 
antipyretics, anti-inflammatory 
agents, emollients, skin 
barriers; obtain cultures prior 
to administering anti-infectives; 
monitor patient’s response to 
administration of medications 
[therapeutic, adverse, side 
effects]; calculate drip rates 
for small volume infusions of 
antibiotics; document administered 
medications in the Electronic 
Health Record [EHR])

e. 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. (for 
example: Environmental: provide 
information and instruction 
regarding preventing poisoning, 
electrical safety, preventing home 
fires, suffocation, and drowning; 
provide information on choking 
rescue; prevent take home toxins; 
promote motor vehicle safety; 
food safety; electrical storm safety 
measures; smoke detectors, 
carbon monoxide detectors; 
provide instruction regarding 
proper use of restraints; use 
nursing interventions to promote 
continuity of care [teaching, 
referrals, support groups, 
community resources]; Infection 
prevention: provide information and 
instruction regarding preventing 
and controlling infection; instruct 
patient regarding antibiotic therapy 
[consume entire prescription, 
adding yogurt to diet to reestablish 
gastrointestinal microbes]; 
disposal of contaminated 
equipment in the home; Wound 
care: provide instruction regarding 
wound care; instruction regarding 
repositioning to offload pressure 
from bony prominences)
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f. Promote continuity of care 
(for example: conduct patient 
and family education; act as a 
patient advocate; recognize RN 
leadership role; interact with 
the interprofessional health 
care team). Identify the need 
for referrals (for example: teach 
health care team members how to 
modify patient care in a disaster 
situation; collaborate with the 
health care provider when the 
temperature and pulse rate of a 
patient with infection continues to 
rise; consult with a wound, ostomy 
and continence nurse [WOCN] for 
non-healing wounds and follow 
through with obtaining required 
orders; collaborate with the 
discharge planner to identify home 
care needs; identify community 
resources with patient such 
as wound care clinics; assess 
whether parents/caregivers require 
follow up care for child at home). 

g. Assign, supervise, delegate, and 
communicate patient care needs 
to members of the nursing care 
team. Use principles of delegation 
to make decisions regarding 
assignments for a patient or for a 
group of patients. Instruct staff to 
communicate significant changes 
in a patient condition without delay 
(for example: instruct and monitor 
UAP to reduce the amount of soap 
used when bathing older adults; 
instruct and monitor UAP and 
other members of the healthcare 
team in infection control practices; 
monitor UAP’s ability to increase 
fluid intake and turn and position 
a patient at risk for pressure ulcer 
development; use standardized 
tools for hand-off communication 
[Situation, Background, 
Assessment, Recommendation—
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. 
Determine patient’s response to care 
provided by other members of the 
health care team (for example: did 
the patient’s elevated temperature 
return to normal following 
administration of an antipyretic, 
was there evidence of resolution of 
the stage 2 pressure ulcer with the 
wound care treatment prescribed by 
the WOCN; was the patient’s skin 
intact with no areas of redness who 
was turned and positioned every two 
hours by the UAP).

b. Revise the patient’s plan of care 
based on new or additional patient 
data. Reassign members of the health 
care team when there is a change in 
the patient’s condition (for example: 
wrist restraints discontinued following 
an improvement in the patient’s 
behavioral condition; increase 
fluid intake based on the patient’s 
concentrated urine; discuss wound 
product options with the heath care 
provider when a wound is not healing).
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c. Consider areas for quality 
improvement (for example: use 
evidence based findings to improve 
performance such as QSEN 
competencies using knowledge, 
skills and attitudes to provide 
better teamwork and collaboration; 
evaluate the process for addressing 
errors and actions for prevention 
initiatives; update policies regarding 
alarm fatigue; consider revision of an 
established turning and positioning 
policy; awareness of The Joint 
Commission’s Sentinel Event Policy)

TEST YOUR KNOWLEDGE

Thinking about infection control and creating a safe 
patient care environment, what are some interventions 
that RN’s can perform to ensure the safety of patient’s.  
Handwashing is the number one way to prevent infection, 
but what are some other tasks can the RN employ? 
This relates to Student Learning Outcome 2; Nursing 
judgment.

What tasks could be delegated to a nursing assistive 
personnel (NAP) related to safety?  Remembering the 
right task must be delegated at the right time to the right 
person.  What are some factors to consider? This relates 
to Student Learning Outcome 3; Nursing judgment

 V.  Pharmacology and Medication 
Administration

20 percent of exam

In this section you are responsible for studying: 

• Concepts of pharmacology and safe 
medication administration.

• The application of the nursing process 
(section B) to the patient care associated 
with the pharmacology and administration 
of medications (section A).

REQUIRED READINGS

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

Chapter 1: Orientation to Pharmacology

Chapter 2: Application of Pharmacology in Nursing 
Practice

Chapter 3: Drug Regulation, Development, Names and 
Information 

Chapter 4: Pharmacokinetics

Chapter 5: Pharmacodynamics

Chapter 6: Drug Interactions

Chapter 7: Adverse Drug Reactions and Medication 
Errors

Chapter 8: Individual Variation in Drug Responses

Chapter 10: Drug Therapy in Pediatric Patients

Chapter 11: Drug Therapy in Older Adults

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 & child 
rearing family (8th ed.)

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

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

Chapter 25: Medicating Patients

Chapter 39: Fluids, Electrolytes & Acid-Base Balance 
(section on Calculating Flow Rates, located in the 
procedure “Regulating the IV Flow Rate”)

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. Principles related to medication 
administration

1. Pharmacology concepts

a. Drug names (for example: generic, 
brand, trade)

http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456117&p=4022543
http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456117&p=4022543
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b. Pharmacokinetics (for example: 
absorption, distribution, 
metabolism, excretion; variations 
based on age and developmental 
level; polypharmacy for geriatric 
patients)

c. Classifications of drugs (for 
example: by clinical indication 
such as analgesics to manage 
pain, anticoagulants to prevent the 
blood from clotting, antineoplastics 
used to destroy cancer cells; by 
body system and function such 
as central nervous depressants, 
drugs for respiratory disorders, 
beta blockers)

2. Medication administration 

a. Medication orders (for example: 
components of complete 
medication prescription; types of 
orders [written, verbal, telephone])

b. Medication administration 
safeguards (for example: rights 
of medication administration; 
medication checks prior to 
administration; drug differentiation 
[look alike sound alike medications 
use of “tall man” letters]; 
interpreting drug labels; National 
Patient Safety Goals pertaining to 
medication [two patient identifiers 
when administering medications, 
medication reconciliation 
information, label medication 
containers for those medications 
that are not prepared at the 
bedside]; needleless systems 
and safety syringes; disposal of 
medications; sharps safety; error 
prevention [3 checks, medication 
rights]; evaluate appropriateness 
and accuracy of the medication 
order; recognize the limitations 
of technology [alarm fatigue for 
intravenous pumps, bypassing 
alerts with barcode systems])

c. Dosage calculation (for example: 
formulas [ratio and proportion; 
dimensional analysis; pediatric 
calculation of dosage by 
kilograms]; intravenous flow rates; 
clinical decision making when 
calculating drugs; systems of 
measurement [metric, household])

d. Medication administration and 
technology (for example: electronic 
order entry, medication supply 
systems, automated dispensing 
units for the home, barcoding, 
intravenous pumps, intermittent 
infusion devices, patient controlled 
analgesia)

e. Types of preparations, routes 
of administration, onset and 
duration of action, procedures 
for administering (for example: 
oral; buccal; sublingual; topical; 
nasal; nebulization; parenteral; 
intramuscular; subcutaneous; 
intravenous; intra-dermal; trans-
dermal; metered dose inhalers)

f. Documenting medication 
administration (for example: 
systems of documentation; 
timeliness [accurate and prompt]; 
omitted, refused medications)

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. Complete before, during, 
and after medication administration.
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a. Conduct a patient-centered history 
in relation to medications (for 
example: patient’s response to 
medications; factors influencing 
medication administration 
[opening bottles, ability to read 
the labels, self-administration, 
home environment]; literacy 
level; age/developmental level; 
allergies, current medications 
and understanding of desired 
effects; problems with swallowing; 
question women of childbearing 
about possibly pregnancy; use 
of over-the-counter medications, 
herbs; individual preferences 
[liquids over tablets] cultural and 
spiritual/religious considerations 
[ethnopharmacology, prohibitions 
on use of certain types of drugs, 
fasting for religious purposes]; 
socioeconomic factors ability to 
obtain medication]; environmental 
factors [conditions for drug 
storage])

b. Conduct focused assessment 
regarding medication effectiveness 
(for example: obtain objective 
data [blood pressure, apical heart 
rate]; subjective data [patient 
adherence and nonadherance]; 
medication side effects that 
interfere with activities, sleep, or 
eating; idiosyncratic responses to 
medications)

c. Assess for presence of potential 
complications (for example: 
evidence of adverse effects; 
effects of polypharmacy for older 
adults; electrolyte imbalances, 
orthostatic hypotension with use 
of diuretics and antihypertensives; 
drug toxicity; risk of bleeding 
with use of anticoagulants; renal 
toxicity with use of aminoglycoside 
antibiotics; hypotension and 
respiratory depression with use of 
opioids)

d. Assess the patient’s and 
significant other’s readiness for 
teaching and learning (for example: 
determine motivation and barriers 
to learning; learning preferences; 
knowledge regarding medication 
regimen)

e. Review laboratory and other 
diagnostic data. Recognize critical 
values and when to collaborate 
with appropriate members of the 
health care team (for example 
review potassium level prior to 
administering diuretic or potassium 
replacement; serum drug levels; 
peak and trough levels; BUN 
and creatinine for monitoring 
nephrotoxic drugs) 

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. Nursing 
diagnoses are revised as new and/
or additional assessment data 
becomes available (for example: 
caregiver no longer available to 
administer medications to a patient 
with cognitive impairment)

b. Analyze and synthesize data for 
patterns and cues (clustering) to 
identify nursing diagnoses using 
NANDA-I classification system (for 
example: Deficient Knowledge, 
Ineffective Health management, 
Noncompliance, Disturbed Sleep 
pattern, Nausea)

c. Set priorities based on patient 
assessments and 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.
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a. Create a plan to address patient 
health problems (for example: 
variations based on developmental 
level [instruct parent to store 
medication out of reach of 
children]; culture variations 
[altering time schedule for home 
routine based on prayer schedule])

b. Establish measurable, expected 
outcomes and include a time 
frame for achievement of the 
outcome (for example: patient will 
follow an established schedule 
for drug administration prior to 
discharge from the rehabilitation 
facility; the patient states the 
need to take thyroid hormone for a 
lifetime during clinic visit; parents 
will demonstrate the proper use 
of an oral syringe during the home 
visit) 

c. Use established nursing 
standards, protocols, and 
evidence-based findings and 
technology to move the patient 
towards the expected outcomes 
(for example: ANA Standards of 
Professional Nursing Practice; 
The Joint Commission’s “Do Not 
Use List”; National Patient Safety 
Goals regarding medication safety; 
Institute For Safe Medication 
Practices (IMSP) [high alert 
medications]; institutional policies 
regarding drug administration [time 
frame, disposal of discarded or 
wasted medication])

d. Integrate ethical and legal 
standards (for example: recording 
administration on medication 
record; federal regulation of 
controlled substances [count of 
controlled substances, tracking 
inventory, countersign for 
discarded controlled substances])

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/or the patient’s significant 
others to cope with the health 
problem (for example: establish 
reasonable expectations with the 
patient and/or caregiver; identify 
external factors interfering with 
the patient’s medication regimen 
[cost, availability, difficulty getting 
to a pharmacy, difficulty opening 
medications, inability to maintain 
the therapeutic medication 
regimen, inability to self-medicate])

b. 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; 
calculate dosage for medication 
administration; calculate drip 
rates for intravenous medications; 
calculate drug dosages for 
children according to body 
weight; administer medications; 
monitor patient’s response to 
administration of medications 
[therapeutic effects, adverse 
effects, side effects, synergistic 
effects, toxic effects, idiosyncratic 
effects, allergic response, 
drug tolerance]; assess and 
monitor intravenous therapy and 
maintenance of insertion site for 
peripheral and central lines; use 
an infusion pump to administer 
high risk medications; document 
administered medications in the 
Electronic Health Record [EHR]); 
monitor for the effects of drug 
groups across age groups
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c. Educate patient about medication 
regimens (for example: self-
medication procedures; monitoring 
of laboratory values pertaining 
to the medication; withholding 
medications prior to certain 
procedures; missed dosage 
instructions; interactions with 
food, OTC, other medications 
and alcohol; health teaching 
to increase adherence; provide 
specific teaching materials to 
support differences in languages 
and literacy levels; identify when 
to notify the provider; instruct the 
patient to wear a medical alert 
bracelet)

d. Promote continuity of care 
(for example: collaborate 
with pharmacist regarding 
polypharmacy; complete 
medication reconciliation at the 
point of all transfers; identify 
community resources [medication 
assistance programs], consult 
with case manager about home 
medication administration 
dispensers; collaborate with the 
primary health care provider when 
patient experiences adverse 
reaction to medications)

e. Assign, supervise, delegate, and 
communicate patient care needs 
to members of the nursing care 
team (for example: communicate 
issues with medication 
administration to the nursing care 
team; assign UAP to increase 
frequency of toileting following 
administration of a diuretic; use 
standardized tools for reporting)

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

a. Evaluate and document the 
patient response to medication 
administration such as therapeutic 
effects, side effects, adverse 
reactions (for example: verify if 
sedative was effective during 
handoff report with RN working the 
night shift)

b. Revise the patient’s plan of care 
based on new or additional patient 
data (for example: implement 
actions to counteract the side 
effects and adverse reactions; 
collaborate with health care 
provider when patient refuses 
medication based on side effects)

c. Consider areas for quality 
improvement (for example: explore 
procedures for receiving critical 
results; evaluate the process for 
addressing errors and actions 
taken to prevent future errors; use 
evidence based findings to improve 
performance such as QSEN 
competency of safety addressing 
bar-coding and medication pumps 
[look for trends with errors; 
consider an interruption free 
medication administration policy; 
continue to address alarm fatigue 
with all staff; promote a culture of 
safety when reporting medication 
errors; participate in root cause 
analysis of a sentinel event)

TEST YOUR KNOWLEDGE
Administering medication encompasses much more 
than giving a patient a medication. RN’s must think 
critically about the appropriateness of administering 
medications in light of the current clinical condition of 
the patient. Patient data pertinent to the medications 
must be assessed, including vital signs, laboratory data, 
potential side effects.  Think about some common 
medications that are administered and consider what 
data would be assessed to help the RN decide to 
administer or with hold a medication. This relates to 
Student Learning Outcome 2; Nursing judgment

Medication reconciliation i an important initiative  
patient safety. Consider the RN’s role and responsibility 
in the process. Consider why the process is needed and 
the role of the electronic health record in the process.  
This relates to Student Learning Outcome 6; Spirit of 
inquiry
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Sample Questions

1. Which nursing intervention would the RN 
perform in the evaluation phase of the nursing 
process?

1) Demonstrate correct procedures for 
wound care.

2) Explain the preparation required prior to 
a diagnostic test.

3) Ask the patient to describe pain intensity 
following administration of an analgesic.

4) Discuss expected outcomes with the 
patient.

2. Identification of expected outcomes is made 
during which step of the nursing process?

1) Diagnosis

2) Assessment

3) Evaluation

4) Planning

3. To which nursing diagnosis statement should 
the RN give priority?

1) Ineffective Breathing pattern related to 
upper abdominal pain

2) Fatigue related to immobility

3) Imbalanced Nutrition: less than body 
requirements related to nausea

4) Deficient Fluid volume related to fever

4. Which is the best example of an accurately 
written patient outcome?

1) The patient will receive a bed bath this 
morning.

2) Risk for injury related to weakness.

3) Patient will look at the incision before 
discharge.

4) Get the patient out of bed three times 
a day.

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

answer rationales can be found on pages 45−49 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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5. An RN is assessing a newly admitted patient 
about the patient’s usual stress-management 
techniques. What is the rationale for seeking 
this information?

1) To provide the patient with a stress-free 
environment.

2) To understand how the patient is likely to 
deal with stress in the hospital.

3) To help the patient develop new coping 
mechanisms.

4) To determine whether the patient should 
have a private room.

6. A patient was informed that a diagnostic test 
confirmed a medical diagnosis of cancer. 
Which response by the RN demonstrates 
therapeutic communication?

1) “I’m sure everything will turn out all 
right.”

2) “Perhaps you would like to talk about it.”

3) “You have the right to a second opinion.”

4) “This form of cancer is easily treated.”

7. During a patient assessment, an RN observes 
that the patient tries to articulate words but 
the patient’s speech is not intelligible. The 
patient appears to be very frustrated. Which 
nursing diagnosis is most appropriate for this 
patient?

1) Ineffective Health maintenance

2) Acute Confusion

3) Impaired verbal Communication

4) Ineffective Coping

8. Which patient response indicates the teaching 
the RN conducted about the anticipated effect 
of the application of cold to an injured area 
was effective?

1) “I can expect to have more discomfort in 
the area where the cold is applied.”

2) “I should expect more drainage from the 
incision after the ice has been in place.”

3) “I should see less swelling and redness 
with the cold treatment.”

4) “My incision may bleed more when the 
ice is first applied.”

9. An RN is assessing vital signs on a two-
year-old child. What is the most appropriate 
method of obtaining the child’s pulse rate?

1) Obtain a carotid pulse while the child is 
sleeping.

2) Obtain an apical pulse while a parent is 
holding the child.

3) Obtain a radial pulse while the child is 
sitting on the RN’s lap.

4) Obtain a femoral pulse while the child is 
playing.

10. Which sign is usually seen in a patient who is 
dark skinned and has dehydration?

1) Slowed pulse rate

2) Slowed respirations

3) Red buccal mucosa

4) Decreased skin elasticity

11. An RN is performing a skin assessment on a 
patient who is pale and light-skinned. Which 
areas of the body would be appropriate for the 
RN to use when assessing color variance in 
the patient?

(Select all that apply.)

1) Area over the clavicle

2) Oral mucous membranes

3) Top of the hands

4) Soles of the feet

5) The conjunctiva of the eye

12. An RN is examining a 35-year-old patient with 
a BMI of 29 and a below-average physical 
fitness assessment level. The RN is working 
with the patient to reduce their BMI to 25. 
Which of the following is the best short term 
outcome for this patient?

1) The patient will ride a stationary bike for 
15 minutes a day, by the end of 1 week.

2) The patient will understand how to 
achieve the short term outcome by the 
end of the visit.

3) The patient will tell the RN their plan 
about the achievement of the outcome 
by the end of the visit.

4) The patient will move all their joints 
through their ranges of motion by the 
end of the month.
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13. Which measures should be included in the 
plan of care to promote a patient’s wound 
healing?

(Select all that apply.)

1) Provide a diet high in protein and vitamin 
C.

2) Maintain the patient on bed rest.

3) Encourage the use of anti-inflammatory 
drugs.

4) Decrease pressure on the vulnerable 
area.

5) Encourage exercise within limitations.

14. The Unlicensed Assistive Personal (UAP) 
reports that a patient has a temperature of 
38.0°C (100.5°F). What is the RN’s priority?

A) Assess the patient for symptoms related 
to temperature.

B) Administer medication to lower the 
patient’s temperature.

C) Write a nursing diagnostic statement 
based on the temperature.

D) Set a goal to lower the patient’s 
temperature.

15. Which patient behavior should alert the RN 
to the need for instruction related to safety 
hazards in the home?

1) Covers a tile floor with scatter rugs.

2) Has a step stool in the kitchen.

3) Stores cleaning solutions in the 
basement.

4) Uses a gas stove to cook meals.

16. Which of the following patients are most 
susceptible to infection?

(Select all that apply.)

1) A 16-year-old who has been in an 
accident

2) A 32-year-old who is recovering from 
surgery

3) A 50-year-old who has hypertension

4) A 76-year-old who has respiratory 
problems

5) A 40-year-old who is going through 
chemotherapy

17. Which sensory deficit in an older adult should 
alert the RN to the need for instruction 
regarding self-administration of medications?

1) Hearing

2) Taste

3) Touch

4) Vision

18. What is the purpose of using the Z-track 
method for specific intramuscular 
medications?

(Select all that apply.)

1) To minimize tissue irritation.

2) To reduce pain at the injection site.

3) To facilitate the action of the drug.

4) To control the rate of absorption.

5) To prevent seepage into the tissues.

19. An RN is instructing a 10-year-old patient 
on the correct way to self-administer a 
medication, using a multi-dosed inhaler. Which 
part of the administration process is most 
important in delivering the medication deeply 
into the lung tissue?

1) Holding the breath for 10 seconds after 
inhaling the medication.

2) Inhaling deeply for 10 seconds prior to 
taking the medication

3) Pausing the breath for 1 minute between 
doses of medication

4) Recharging the canister between doses
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20. A health care provider’s prescription reads 
1,000 mL of normal saline (NS) to infuse over 
12 hours. The drop factor of the intravenous 
tubing is 15 drops per 1 mL. The RN should 
set the flow rate to how many drops per 
minute, in milliliters (mL)?

 (Provide your answer to the nearest whole 
number in the input box below.)
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Sample Questions:
Connecting Rationales to the Learning Outcomes

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 concepts of patient-centered care when obtaining a health history, conducting a physical examination, 
and providing care. (Patient-Centered Care)

SLO2. Use the nursing process to develop a plan of care for an uncomplicated patient. (Nursing Judgment) 

SLO3.  Use principles of delegation to promote safe care for patients with environmental, biological, medication, and 
psychosocial safety needs. (Nursing Judgment)

SLO4.  Apply ethical and legal principles, and standards of nursing care, to patients with environmental, biological, 
medication, and psychosocial safety needs. (Professional Identity)

SLO5.  Identify ways to collaborate with the interprofessional team to promote safe patient outcomes.  
(Professional Identity)

SLO6.  Apply relevant evidence-based findings and information technology to support interventions in the provision of 
patient-centered care. (Spirit of Inquiry)
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1. IB5a

 1) Demonstration represents an intervention 
in the implementation phase, rather than an 
assessment of the patient’s response to nursing 
care.

 2) Explanation represents an intervention in 
the implementation phase, rather than an 
assessment of the patient’s response to  
nursing care.

 *3) Evaluation involves an assessment to determine if 
nursing intervention have been effective in helping 
patients to achieve the patient outcome/goal.

 4) Discussions of expected outcomes would be 
part of the planning phase, after a diagnosis has 
been established.

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

2. IB3d

 1) In the diagnosis step, data are analyzed and 
clustered to identify the diagnosis

 2) In the assessment step, data are collected, 
which help in identifying the diagnosis.

 3) In the evaluation step, the outcome is 
measured.

 *4) Establishing an expected outcome/goal should 
be the first step in the planning phase so that 
nursing interventions to achieve the goal can be 
identified.

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

3. IB2e3

 *1) Effective breathing patterns are required to meet the 
most basic physiological need for air. Any problem 
that interferes with oxygenation can potentially 
cause death if not dealt with immediately.

 2) Fatigue is associated with the need to rest, a 
physiological need that can be deferred without 
the same consequences as 1).

 3) Imbalanced Nutrition: less than body 
requirements is associated with the need for 
food, a physiological need that can be deferred 
without the same consequences as 1).

 4) Deficient Fluid volume is associated with the 
need for fluid, a physiological need that can be 
deferred without the same consequences as 1).

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

4. IB3d

 1) This is a nursing intervention.

 2) A nursing diagnosis statement identifies a 
health problem and is not an outcome.

 *3) A goal (expected outcome) is a measureable 
patient behavior as opposed to a nursing 
intervention. A goal can be used to evaluate the 
effectiveness of a plan.

 4) This is a nursing intervention.

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

5. IIB1

 1) It is unrealistic to try to eliminate all stress. 
Stress can be positive and can provide a 
stimulus for change.

 *2) Knowing the patient’s previous experience 
with stress can be useful in predicting how the 
patient will react to stress in the hospital. This 
information will assist the RN in implementing a 
plan of care to help reduce the patient’s stress.

 3) The patient does not necessarily need to 
develop new coping mechanisms.

 4) A private room may be impractical and is not the 
most effective method of stress reduction.

This question relates to EPSLO #2 and SLO #2.
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6. IIB4a

 1) This response represents false reassurance and 
does not focus on the patient’s concerns.

 *2) This response is an open-ended statement and 
provides an opportunity to further discuss patient 
concerns.

 3) This response does not address the patient’s 
feelings.

 4) See 1).

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

7. IIB2b

 1) Ineffective health maintenance is a state in 
which an individual is at risk for a disruption in 
health because of an unhealthy lifestyle or lack 
of information. The patient’s symptoms do not 
support this diagnosis.

 2) Acute Confusion is a state in which an individual 
experiences a disruption in cognition and 
comprehension. The patient’s symptoms do not 
support this diagnosis.

 *3) Impaired verbal Communication is a state in 
which an individual experiences a decreased 
ability to speak, but can understand others. The 
patient’s behavior and difficulty in verbalizing 
supports the diagnosis of impaired verbal 
communication.

 4) Ineffective individual coping is a state in which 
an individual is unable to manage internal or 
environmental stressors. Although this patient 
is experiencing frustration, the diagnosis 
of Impaired Verbal Communication is more 
appropriate.

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

8. IVB5a

 1) Local application of cold constricts peripheral 
blood vessels and this promotes comfort.

 2) Cold reduces blood flow to tissues, resulting in 
decreased drainage from the wound.

 *3) Cold reduces swelling and redness by constricting 
peripheral blood vessels.

 4) See 1).

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

9. IIIB1b4

 1) The carotid pulse is a pulse not usually chosen 
for routine assessment of young children.

 *2) The apical pulse is most reliable in infants and 
young children. Positioning the child in the 
parent’s lap will provide security and relaxation 
while the stethoscope is applied to the chest.

 3) The radial pulse is a peripheral pulse that is 
satisfactory in children over 2 years of age. 
However, positioning the child in the RN’s lap 
may cause anxiety and raise the pulse rate.

 4) The femoral pulse is a pulse not usually chosen 
for routine assessment of young children. A 
child who is playing is not displaying a resting 
pulse.

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

10. IIIB1b2

 1) Weak rapid pulse occurs as a result of fluid 
volume deficit.

 2) Rapid respiratory rate occurs as a result of fluid 
volume deficit.

 3) Dry mucousal membranes and decreased 
salivation result from fluid volume deficit.

 *4) Decreased skin turgor is associated with fluid 
volume deficit.

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

11. IIIB1b3

 1) This area would be pale because the patient is 
pale.

 *2) This area is appropriate to assess for pallor.

 3) This area would be pale because the patient’s 
skin is pale.

 *4) See 2).

 *5) See 2).

This question relates to EPSLO #2 and SLO #2.
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12. IIIB3b

 *1) This is the best short term outcome for the 
patient to achieve the long term outcome. It is 
measureable, with a specific time frame

 2) Understanding must be verbalized or 
demonstrated in order to be measured.

 3) The patient telling the RN the plan will not lead 
toward the long term outcome.

 4) The patient moving the joints through their range 
of motion will assist but only indirectly contribute 
toward achieving the long term outcome.

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

13. IVB4a

 *1) Proper nutrition is necessary for adequate tissue 
perfusion. A diet high in protein and vitamins A 
and C essential to healing.

 2) Bed rest will decrease tissue perfusion, lead 
to a number of circulatory and respiratory 
complications.

 3) Anti-inflammatory medications interfere with 
healing.

 *4) Pressure interferes with tissue perfusion. Good 
circulation is necessary to provide the wound 
with adequate oxygen and nutrients.

 *5) Regular exercise increases tissue perfusion, thus 
increasing the amount of oxygen and nutrients to 
the wound.

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

14. IVB4a

 *1) Assessment is the first step in the nursing 
process. Nursing diagnoses, outcomes and 
interventions are based on the assessment of 
the patient. 

 2) See 1). This is an intervention

 3) See 1). Diagnoses are selected based on an 
assessment.

 4) See 1). Outcomes are identified after a nursing 
diagnosis is identified

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

15. IVB1b

 *1) Scatter rugs may easily slip on tile floors, causing 
falls.

 2) A step stool should be used to safely reach for 
something on a shelf.

 3) Cleaning solutions should be properly labeled 
and stored away from the reach of young 
children, not from responsible adults.

 4) A gas stove with a properly working pilot light 
does not pose a danger.

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

16. IVB1b

 1) This patient is not the most susceptible to 
infection because the patient does not have 
increased risk factors for infection. Risk 
factors related to infection include inadequate 
nutritional status, age (neonates and older 
adults), altered skin integrity, altered immune 
response, and high stress level.

 2) See 1).

 3) See 1).

 *4) Older adults have an increased risk for 
developing serious infections. With aging, there is 
a decrease in the function of the immune system 
and slowed response to antibiotic therapy. 
Respiratory problems predispose an older adult 
to infections such as pneumonia.

 *5) Chemotherapy decreases the immune system 
defenses and makes the patient more 
susceptible to infection.

This question relates to EPSLO #2 and SLO #2.
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17. VB1a

 1) See 4).

 2) See 4).

 3) See 4).

 *4) Vision is the most important sense for safe 
administration of medication. Loss of visual 
acuity may make it difficult for the older adult 
to read the drug name and instructions on the 
prescription label so that the risk for errors is 
increased.

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

18. VA2a

 *1) The Z-track method of administering 
intramuscular injections allows subcutaneous 
tissue to form a seal so that medication remains 
in the muscle and does not seep back into 
the subcutaneous tissue where it could cause 
irritation.

 2) The method keeps the medications in the 
muscle so it does not reduce pain at the 
injection site.

 3) The action of the drug is not affected by the 
administration method.

 4) The rate of absorption is not affected by the 
administration method.

 *5) See 1).

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

19. VB4b

 *1) Holding the breath for 10 seconds after pushing 
the discharge button actually allows the 
medication to be delivered deep into and taken 
up by the lung tissue.

 2) Deep breathing gives the patient time to inhale 
first before holding the breath, and is important 
to do, but is not the actual mechanism whereby 
the medication is delivered deep into the lungs. 
It’s the first part of the administration process, 
but not the most important.

 3) Pausing at least 1 minute before administering a 
second dose is part of the technique, not part of 
the actual medication delivery.

 4) Recharging the canister is used to administer 
second, third, etc. doses of the corticosteroid 
medication.

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

20. VB4b

  21 drops per minute

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