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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.
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Put It All Together with  
Excelsior College Resources and Services.
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General Description of the Examination
This content focuses on the application of the nursing process to support nursing judgment and the provision of patient-centered 
care. A wide variety of health problems are presented. These include mental health disorders, cognitive impairment, diabetes mellitus, 
and dysfunction of endocrine, hepatic, biliary, renal and pancreatic systems. Evidence-based, culturally sensitive nursing care, 
standards of professional nursing practice, as well as ethical, legal and regulatory requirements are addressed. The application of 
anatomy and physiology, microbiology and social science concepts is essential for the provision of safe, quality patient care. 

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.  Incorporate concepts of patient-centered care to promote risk reduction, health maintenance and disease management 
for patients with mental health disorders, cognitive impairment, and dysfunction of the endocrine, renal, hepatic, and 
biliary systems. (Patient-Centered Care)

SLO2.  Apply the nursing process when making nursing judgments for individuals experiencing mental health disorders, 
cognitive impairment, and dysfunction of the endocrine, renal, hepatic, and biliary systems. (Nursing Judgment)

SLO3.  Integrate principles of management and delegation when providing safe, quality nursing care for patients experiencing 
mental health disorders, cognitive impairment, and dysfunction of the endocrine, renal, hepatic, and biliary systems. 
(Nursing Judgment)

SLO4.  Apply ethical and legal principles and professional nursing practice when working with patients and families with 
mental health disorders, cognitive impairment, and dysfunction of the endocrine, renal, hepatic, and biliary systems.  
(Professional Identity)

SLO5.  Apply principles of leadership and interprofessional collaboration when managing care of patients with mental 
health disorders, cognitive impairment, and dysfunction of the endocrine, renal, hepatic, and biliary systems. 
(Professional Identity)

SLO6.  Incorporate evidence-based findings and technology into the provision of safe, quality nursing care for patients with 
mental health disorders, cognitive impairment, and dysfunction of the endocrine, renal, hepatic, and biliary systems. 
(Spirit of Inquiry)

Studying Independently for this  
Excelsior College® Examination
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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.pearsonvue.com/uexcel
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The Content Outline
The content outline describes the various areas of 
the test. To fully prepare requires self-direction and 
discipline. Study involves careful reading, reflection, 
systematic review, and applying the concepts. For 
the seven clinically focused exams in Essentials 
in Nursing Care and Health Differences Across the 
Life Span series, each content area description has 
two sections:

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

 You may find it helpful to use the noteboard 
provided at the test center to write down what 
you can remember about the question topic. Then 
eliminate any options that are clearly incorrect, 
and carefully re-read all the remaining options to 
be sure they are correct. Take advantage of the 
opportunity to mark this question type for review at 
the end of the exam.
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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 
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intent is to capture written or spoken language. An 
illustration of this could address a question on a 
nursing intervention for a 2-hour-old patient who is in 
distress in the NICU. The more clinical term neonate 
might appear in the question. However, if the answer 
choices to that question represent responses the 
parents might verbalize, then the term newborn might 
be used instead.

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

Most ECEs will use the term unlicensed assistive 
personnel (UAP). However, others will use nursing 
assistive personnel (NAP) or assistive personnel (AP) 
to reflect the language in the textbook used for that 
particular exam, such as in Essentials of Nursing Care: 
Health Safety. 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.

Silbert-Flagg, J., & Pillitteri, A. (2018). Maternal and child health nursing: Care of the childbearing and 
childrearing family (8th ed.). Philadelphia, PA: Lippincott Williams & Wilkins. 

Townsend, M., & Morgan, K. (2018). Psychiatric mental health nursing: Concepts of care in evidence-based 
practice (9th 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 Health Differences Across the 
Life Span 2 exam.

http://libguides.excelsior.edu.vlib.excelsior.edu/life-span-2
http://libguides.excelsior.edu.vlib.excelsior.edu/life-span-2
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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.

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

For medication calculation formulas, refer to Treas, L., Wilkinson, J., Barnett, K., & Smith, M. (2018). Basic nursing: 
Concepts, skills & reasoning (2nd ed.). Philadelphia, PA: F.A. Davis.

https://ebookcentral.proquest.com/lib/excelsior-ebooks/detail.action?docID=5217522
https://ebookcentral.proquest.com
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 I.  Foundations of Mental Health and Illness 

30 percent of exam 

In this section you are responsible for learning 
about a variety of patient care situations 
including, but not limited to: 

• Mental health theories

• Various mental health disorders

• The application the nursing process (section 
B) to the patient care associated with health 
problems identified in this content area 
(section A).

REQUIRED READINGS 

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

Chapter 31: Antipsychotic Agents and Their Use in 
Schizophrenia

Chapter 32: Antidepressants

Chapter 33: Drugs for Bipolar Disorder

Chapter 34: Sedative-Hypnotic Drugs

Chapter 35: Management of Anxiety Disorders

Chapter 37: Drug Abuse I: Basic Considerations

Chapter 38: Drug Abuse II: Alcohol

Chapter 39: Nicotine and Smoking

Chapter 40: Major Drugs of Abuse Other Than Alcohol 
and Nicotine

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.

Content Outline

The examples provided in the content outline are 

not intended to be comprehensive. Use the required 

readings for wide-ranging, current information.

The major content areas on the Health Differences Across the Life Span 2 examination and the 
percent of the examination devoted to each content area are listed below.

Content Area
Percent of the 
Examination

 I.  Foundations of Mental Health 
and Illness 30%

 II.  Psychosocial Adaptation 
Disorders and Special 
Populations

10%

 III.  Altered Thought Processes  
and Behavioral Disorders 15%

 IV. Regulatory Disorders 20%

 V. Metabolic Disorders 25%

Total 100%

Cognitive Activity
Percent of the 
Examination

 I. Knowledge and Comprehension 10–15%

 II.  Application and Higher-Level 
Abilities

85–90%

Total 100%
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Silbert-Flagg, J., & Pillitteri, A. (2018). Maternal and 
child health nursing: Care of the childbearing and 
childrearing family (8th ed.)

Chapter 54: Nursing Care of a Family in Crisis When 
a Child Has an Intellectual or Mental Health 
Disorder

Townsend, M., & Morgan, K. (2018). Psychiatric mental 
health nursing: Concepts of care in evidence-
based practice (9th ed.)

Chapter 2: Mental Health/Mental Illness: Historical 
and Theoretical Concepts (section on “defense 
mechanisms”)

Chapter 5: Ethical and Legal Issues

Chapter 6: Cultural and Spiritual Concepts Relevant to 
Psychiatric-Mental Health Nursing

Chapter 8: Therapeutic Communication

Chapter 12: Milieu Therapy — The Therapeutic 
Community

Chapter 13: Crisis Intervention

Chapter 17: Suicide Prevention

Chapter 19: Cognitive Therapy

Chapter 20: Electroconvulsive therapy

Chapter 23: Substance–Related and Addictive 
Disorders

Chapter 24: Schizophrenic Spectrum and Other 
Psychotic Disorders

Chapter 25: Depressive Disorders

Chapter 26: Bipolar and Related Disorders

Chapter 27: Anxiety, Obsessive-Compulsive, and 
Related Disorders

Chapter 28: Trauma- and Stressor-Related Disorders

Chapter 29: Somatic Symptom and Dissociative 
Disorders

Chapter 31: Eating Disorders

Chapter 32: Personality Disorders

Chapter 37: The Bereaved Individual (section on 
“maladaptive responses to loss”)

Chapter 41: Theoretical models of Personality 
Development

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 mental health  
and illness

1. Theoretical frameworks

a. Sigmund Freud: Psychoanalytic 
theory 

b. Harry Stack Sullivan: Personality 
development 

c. Erik Erikson: Psychosocial 
development

d. Margaret Mahler: Object relations 

e. Jean Piaget: Cognitive development 

f. Lawrence Kohlberg: Moral 
development 

g. Hildegard Peplau: Interpersonal 
theory 

2. Mental health disorders

a. Schizophrenia spectrum and other 
psychotic disorders (for example: 
delusional, brief psychotic, 
substance/medication-induced, 
persecutory, Schizophreniform, and 
Schizoaffective Disorder.

b. Trauma- and stressor-related 
disorders (for example: Post 
traumatic stress disorder, [PTSD]). 

c. Anxiety, Obsessive-Compulsive and 
related disorders (for example, 
trichotillomania, body dysmorphic, 
panic, and phobias).

d. Somatic symptom and dissociative 
disorders (for example: 
conversion, dissociative identity, 
depersonalization, factitious, 
amnesia). 

e. Depressive disorders (for example: 
major depressive disorder, 
dysthymia, post-partum, grieving, 
seasonal affective disorder). 

f. Bipolar and related disorders 
(for example: mania, hypomania, 
cyclothymic).

g. Eating disorders (for example: 
anorexia nervosa, bulimia).

h. Substance–related and addictive 
disorders (for example: abuse 
of alcohol, stimulants, inhalants, 
hallucinogens).

http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456116&p=4022777
http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456116&p=4022777
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i. Personality disorders (for example: 
antisocial, histrionic, narcissistic, 
schizoid).

3. Classification of mental health 
disorders-Diagnostic and Statistical 
Manual of Mental Disorders, Fifth 
Edition (DSM-5).

4. Treatment modalities (for example: 
psychotherapy [individual, group, milieu, 
cognitive, family, complementary, 
and reminiscence], Transcranial 
magnetic stimulation [TMS] and 
electroconvulsive therapy [ECT]; 
Psychopharmacology [antipsychotics, 
tricyclic antidepressants, selective 
serotonin reuptake inhibitors {SSRI’s}, 
mood-stabilizing agents, anxiolytic 
agents]).

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

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

a. Conduct a patient-centered health 
history including patient’s reaction 
to the disorder or dysfunction. 
(for example: consider age, 
developmental level, lifestyle 
choices, cultural influences, high-
risk behaviors, patient preferences, 
family dynamics and support 
systems, values, personal needs, 
personal grooming and signs 
of deteriorated appearance, 
nutritional status, past illnesses, 
family history, allergies). 

b. Conduct focused assessment 
related to signs and symptoms 
of mental health disorders (for 
example: hallucinations, delusions, 
inappropriate affect, paranoia, waxy 
flexibility, dissociative symptoms, 
panic symptoms, suicidal ideation, 
insomnia, euphoric mood, 
neologisms, anhedonia, echolalia, 
excessive involvement in risky 
behaviors, amenorrhea, jaundice 
symptoms of withdrawal, tremors, 
depersonalization, magical 
thinking).

c. Assess for presence of potential 
complications (for example: risk 
for suicide, starvation leading to 
death for a patient with anorexia; 
Wernicke’s encephalopathy). 

d. Assess the patient’s and 
significant other’s readiness 
for teaching and learning. (for 
example: determine barriers to 
learning, learning preferences; 
verify patient’s understanding 
of the disease, assess cultural 
barriers and language regarding 
perception of mental health 
disorders, ability to participate 
in therapy both individual and 
group, self awareness, focus 
and concentration, perception of 
reality).

e. Recognize situations that 
require collaboration with other 
members of the interprofessional 
health care team (for example: 
psychiatric emergencies [deeming 
incompetence], post-traumatic 
stress [suicidal ideation], severe 
malnutrition).

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

b. Analyze and synthesize data for 
patterns and cues to identify 
nursing diagnosis using NANDA-I 
classification system (for example: 
disturbed thought process, social 
isolation, disturbed body image, 
imbalanced nutrition: less than 
body requirements, ineffective 
impulse control, complicated 
grieving, ineffective coping, risk 
for violence- self-directed or other-
directed, risk for suicide, risk for 
self-mutilation).

c. Set priorities-based patient 
assessments and needs using 
theories and/or guidelines (for 
example: Freud and Sullivan’s 
stages of personality development, 
Erikson’s theory of psychosocial 
development, Peplau’s stages 
of personality development as 
it relates to the nurse patient 
relationship, Maslow’s Hierarchy of 
Needs).

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

a. Create a patient-centered plan to 
address patient problems; use 
technology when available and 
appropriate. Include interventions 
related to restoration of health, 
health promotion and maintenance 
(for example: variations based 
on developmental level, culture, 
and personal preferences/values; 
patient’s mental health or medical 
history influence on acute/chronic 
episode or illness).

b. Establish expected outcomes 
and include a time frame for 
achievement of the outcome (for 
example: the patient will be able 
to distinguish between non-reality 
based and reality-based thinking 
by discharge; the patient will 
demonstrate decreased anxiety 
by attending a daily group therapy 
session without fidgeting, pacing 
or outbursts within one week of 
admission; patient will show no 
evidence of physical injury during 
acute psychotic episode; patient 
with anorexia will gain weight 
to achieve 90% of normal body 
weight within two months; patient 
will eat food from tray and take 
medications without evidence of 
mistrust, patient verbalizes no 
thoughts of suicide by discharge).

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

d. Integrate ethical and legal 
standards (for example: practice 
in accordance with ANA Code 
of Ethics; consider Patient Self-
Determination Act; maintain 
confidentiality; recognize ethical 
dilemmas and advocate for 
patient wishes; use appropriate 
interpreters to enhance patient 
communication; provide the least 
restrictive treatment alternatives; 
understand the patient’s right to 
refuse medication and when these 
rights no longer apply; recognize 
role in participation in determining 
incompetence; recognize duty 
to warn to protect a third party; 
involuntary and emergency 
commitment laws).
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4. Implementation: implementation of 
the patient plan of care by performing 
or delegating the interventions 
that were previously planned. This 
includes providing care, directing care, 
collaborating with other members of the 
health care team, and patient teaching. 

a. Establish a collaborative 
relationship with the patient 
and assist the patient and/or 
the patient’s significant others 
to cope with the health problem 
(for example: use therapeutic 
communication skills, assess 
the patient’s use of coping 
mechanisms; provide culturally 
competent care, support patient 
and family when referring to 
community health agencies, 
establish reasonable expectations 
with the patient, Identify external 
factor interfering with the patient’s 
recovery-stressors, for example the 
inability to work, ability to afford 
medications and maintain the 
therapeutic regimen).

b. Promote, maintain, or restore 
the patient’s physiological and 
psychosocial functioning (for 
example: set realistic goals, 
encourage participation in support 
groups and individual counseling, 
restore coping mechanisms, 
restore reality-based orientation; 
provide nutritious finger foods that 
can be consumed while pacing; 
maintain a calm, nonthreatening 
approach; modify the setting to a 
low-stimulating environment).

c. Administer prescribed 
medications and intravenous 
therapy (for example: identify 
contraindications for medication 
administration including allergies; 
assess pertinent data prior to 
administration such as lab results, 
recognize modifications related to 
the patient’s age. Drug categories 
include: Antidepressants, 
Anxiolytics, Antimanic; lithium 
carbonate [Lithobid: monitor levels 
prior to administration, for toxicity] 
Antipsychotic agents [monitor 
for extrapyramidal symptoms]; 
monitor patient’s response to 
administration of medications 
such as therapeutic, adverse, side 
effects. Document administered 
medications in the Electronic 
Medical Record [EMR]).

d. Educate patient about disease 
management including personal 
factors contributing to the health 
problem. Consider health literacy 
of patient/family when providing 
education including educational 
materials. Consider alterations 
with perceptions of reality. 
Incorporate medication regimens, 
procedures, treatments, and 
diagnostic tests. (for example: 
adverse reactions and side effects 
of psychotropic medications, 
safety concerns with the elderly, 
management of withdrawal 
symptoms from substance abuse, 
education related to driving 
or operating machinery when 
taking psychotropic medications, 
adequate water intake when 
taking lithium; teach the family de-
escalation techniques).
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e. Promote continuity of care (for 
example: conduct patient/family 
education; act as a patient 
advocate; identify the need for 
referrals [psychiatric social worker, 
case manager, crisis intervention] 
and follow through with obtaining 
required orders; identify 
populations at risk; collaborate 
with members of the inter-
professional health care team; 
discharge planning [working with 
Case Manager to identify home 
care needs]; identify community 
resources with patient such as 
support groups, shelters, clinics; 
provide resources for abuse 
hotlines and suicide prevention).

f. Assign, supervise, and 
communicate patient-care needs 
to members of the psychiatric 
interprofessional and nursing care 
team: RN, unlicensed assistive 
personnel (UAP), (for example: 
use the principles of delegation 
to make decisions regarding 
assignments for a patient or 
for a group of patients; 1:1 
supervision to monitor suicidal 
patient, communicate changes 
in a patient’s condition without 
delay; evaluate effectiveness of 
patient care provided by other 
members of the health care team; 
determine whether the unlicensed 
assistive personnel reported 
patient’s condition as instructed, 
use standardized tools for hand-off 
communication [SBAR]). 

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

a. Evaluate patient response to 
attainment of the expected 
outcomes (for example: Was 
the patient able to attend group 
therapy without evidence of pacing 
or fidgeting? Did the patient 
verbalize thoughts of suicidal 
ideation? Did the patient take 
medications without evidence of 
suspicion?).

b. Revise the patient’s plan of care 
based on new or additional patient 
data (for example: increase the 
frequency of assessment for 
the patient who has a change 
in condition [express a desire 
to harm themselves or others, 
demonstrate behaviors of 
social isolation and withdrawal 
from activities, require verbal 
intervention and chemical 
restraints due to extreme agitation 
and loss of control] maintain 
seclusion with a 1/1 staff/patient 
monitoring).

c. Consider areas for quality 
improvement (for example: use 
evidence-based findings to improve 
performance such as QSEN 
competencies; evaluate the 
process for addressing errors and 
actions taken to prevent future 
errors; evaluate adequacy of 
policies and procedures as applied 
to the patient in the mental-health 
setting (for example: review of 
team response after a psychiatric 
emergency, establish policies for 
elopement prevention, review 
safety policies for staff and other 
patients when there is an 
aggressive incident).

TEST YOUR KNOWLEDGE
A young adult client was diagnosed with Schizophrenia 
during the second year of college. The parents ask the 
RN, “what caused this condition?” How should the RN 
respond?

(The content of this question demonstrates the student 
learning outcome of nursing judgment: using clinical 
decision-making and the nursing process.)
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 II.  Psychosocial Adaptation Disorders and 
Special Populations

10 percent of exam

In this section you are responsible for learning 
about a variety of patient-care situations 
including, but not limited to: 

• Sexual disorders

• Alterations in Sexual identity

• Issues arising from abuse, neglect and 
trauma

• The application the nursing process (section 
B) to the patient care associated with health 
problems identified in this content area 
(section A)

REQUIRED READINGS

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

Chapter 32: Antidepressants

Chapter 33: Drugs for Bipolar Disorder

Chapter 35: Management of Anxiety Disorders

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.

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

Chapter 55: Nursing Care of a Family in Crisis: 
Maltreatment and Violence in the Family

Townsend, M., & Morgan, K. (2018). Psychiatric mental 
health nursing: Concepts of care in evidence-
based practice (9th ed.)

Chapter 13: Crisis Intervention

Chapter 16: Anger and Aggression Management

Chapter 17: Suicide Prevention

Chapter 18: Behavior Therapy (section on “Techniques 
for Modifying Client Behavior”) 

Chapter 23: Substance-Related and Addictive Disorders

Chapter 28: Trauma- and Stressor-Related Disorders

Chapter 30: Issues Related to Human Sexuality and 
Gender Dysphoria

Chapter 31: Eating Disorders

Chapter 34: The Aging Individual (section on “Elder 
Abuse”)

Chapter 35: Survivors of Abuse and Neglect

Chapter 38: Military Families

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 psychosocial adaptation 
disorders and special populations

1. Sexual disorders (for example: 
exhibitionistic, tranvestic, gender 
dysphoria)

2. Abuse and neglect

a. Child, adult, and elder abuse (for 
example: cyberbullying, emotional 
abuse, sexual abuse, cycle of 
battering, factors that contribute to 
abuse, mandated reporting laws)

b. Rape (for example: acquaintance, 
marital, intimate partner, statutory, 
victimizer, and victim profiles)

c. Neglect (for example: physical 
[abandonment, expulsion from the 
home], emotional [withdrawal of 
love and support]).

3. Trauma and stress (for example: trauma 
experienced due a crisis, post-traumatic 
stress disorder [PTSD], suicide attempts 
stress-related military life events 
[deployment, care of veterans and their 
families]). 

4. Eating disorders (for example: anorexia 
nervosa, bulimia).

5. Substance-related and addictive 
disorders (for example: abuse of alcohol, 
stimulants, inhalants, hallucinogens).

6. Complications or collaborative problems 
(for example: phobias, compounded 
rape reaction, silent rape reaction, self-
harm, separation anxiety, fear of death).

http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456116&p=4022778
http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456116&p=4022778
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7. Treatment modalities (for example: 
behavioral [crisis intervention, safe 
shelters, individual and family therapy, 
support group prolonged exposure 
therapy, eye movement desensitization]) 
medications [antidepressants]). 

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

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

a. Conduct a patient-centered health 
history regarding a patient’s 
emotional trauma (for example: 
consider age, developmental 
level, lifestyle choices, high-
risk behaviors, values, personal 
needs, family history, allergies, 
sexual history, mood and level 
of energy, cultural and religious 
factors, response to stressful 
situations, suicidal ideation, 
issues with trust, disturbances in 
sleep patterns, delays in growth, 
history of poverty, violence, single-
parent home, parent abused as a 
child, substance or alcohol abuse, 
unintended pregnancy).

b. Conduct focused assessment 
related to signs and indicators 
of maltreatment (for example: 
unexplained bruising, cigarette 
burns, splash burns, human bites 
or missing chunks of hair, height 
and weight, learned helplessness, 
living in unsafe environment).

c. Assess for presence of potential 
complications (for example: 
severe changes in behavior, sleep 
disturbances, excessive absence 
from school, withdrawal from social 
situations).

d. Assess the patient’s and 
significant other’s readiness 
for teaching and learning. (for 
example: determine barriers to 
learning, learning preferences; 
verify patient’s understanding of 
the problem, assess patient’s 
readiness to accept assistance in 
obtaining a safe environment, level 
of family support, emotional state 
and level of anxiety).

e. Recognize situations that require 
collaboration with appropriate 
members of the health care team 
(for example: crisis intervention 
and assurance of physical and 
emotional safety). 

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 
upon assessment data.

b. Analyze and synthesize data for 
patterns and cues to identify 
nursing diagnosis using NANDA-I 
classification system (for example: 
ineffective sexuality patterns, 
disturbed personal identity, 
impaired social interaction, 
powerlessness, risk for delayed 
development, risk for suicide, 
interrupted family processes, risk 
for complicated grieving).

c. Set priorities-based patient 
assessments and needs using 
theories and/or guidelines (for 
example: Maslow’s Hierarchy of 
Needs [psychosocial need can be 
priority rather than physical need]).
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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.

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 
(for example: variations based 
on developmental level, culture, 
and personal preferences/values; 
patient’s medical history influence 
on acute disorder, develop a plan 
to provide a safe environment, 
involvement of law enforcement).

b. Establish expected outcomes 
and include a time frame for 
achievement of the outcome (for 
example: Verbalize acceptance 
of altered sexual identity after 
treatment, Patient will express 
satisfaction with identified gender, 
the child who has been neglected 
or abused will establish trust with 
the staff by participating in 1:1 
conversations within 24 hours of 
admission, patient will observe 
time limits set on intrusive 
behavior and maintain safety within 
24 hours of admission).

c. Use established nursing 
standards, protocols, and 
evidence-based findings to move 
the patient towards the expected 
outcomes (for example: ANA 
Standards of Professional Nursing 
Practice; State Nurse Practice 
Acts, American Foundation 
for Suicide prevention [Crisis 
intervention centers: policies and 
procedures]). 

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, 
adhere to mandated national 
reporting laws for suspected 
child or adult abuse or neglect 
notification of authorities if 
indicated). 

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 and assist the patient 
and/or the patient’s significant 
others to cope with the health 
problem (for example: use 
therapeutic communication skills, 
assess the patient’s use of coping 
mechanisms; provide culturally 
competent care, obtain an 
interpreter to assist with cultural 
barriers, support patient and 
family when referring to community 
health agencies; establish 
reasonable expectations with the 
patient; identify external factors 
interfering with the patient’s 
recovery-stressors; establish trust 
during collection of specimens 
following sexual abuse or assault; 
therapeutic touch may not be 
helpful; maintain social distance 
rather than intimate distance).

b. Promote, maintain, or restore 
the patient’s physiological and 
psychosocial functioning (for 
example: encourage physical 
and psychological healing after a 
rape, re-establish trust, decrease 
of fear, encourage therapeutic 
communication).
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c. Administer prescribed 
medications (for example: identify 
contraindications for medication 
administration including allergies 
[Antidepressants and anxiolytics], 
assess pertinent data prior 
to administration; recognize 
modifications related to the 
patient’s age; Monitor patient’s 
response to administration of 
medications such as therapeutic, 
adverse reactions, side effects; 
document administered 
medications in the Electronic 
Medical Record [EMR]).

d. Educate patient about safety and 
coping mechanisms including 
personal factors that contribute 
to the health problem. Consider 
health literacy of patient/family 
when providing education including 
educational materials. Incorporate 
medication regimens, side effects 
and safety considerations [avoid 
use of alcohol with anxiolytics, 
do not abruptly discontinue 
medication] obtain an interpreter if 
indicated for a patient with limited 
English proficiency [LEP], increase 
awareness of risk for suicide).

e. Promote continuity of care (for 
example: conduct patient/
family education; act as a 
patient advocate; recognize RN 
leadership role; identify the need 
for referrals and follow through 
with obtaining required orders; 
[community health agencies] 
collaborate with members of the 
inter-professional health care 
team [discharge planning, working 
with Case Manager to identify 
home care needs]; outpatient 
support groups, national domestic 
violence hotline; assess whether 
parents/caregivers require follow 
up care for a child or adult, 
initiate temporary safe housing if 
indicated).

f. Assign, supervise, and 
communicate patient-care needs to 
members of the nursing care team: 
RN LPN/LVN, unlicensed assistive 
personnel (UAP), (for example: 
provide clear communication 
regarding managing crisis and 
which behaviors indicate need to 
intervene immediately). 

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

a. Evaluate patient response to 
attainment of the expected 
outcomes (for example: Does the 
patient demonstrate a level of 
trust in the registered nurse by 
participating in 1:1 conversations? 
Does the patient verbalize fears 
about abnormal or inappropriate 
sexual behavior? Does patient 
verbalize gender identification to 
self and staff?).

b. Revise the patient’s plan of care 
based on new or additional patient 
data (for example: increase the 
frequency of assessment for the 
patient who is demonstrating an 
increase in anxiety or symptoms 
of panic, reassign members of the 
health care team when there is a 
change in the patient’s condition 
such as when a desire to harm self 
or others is expressed, alter the 
plan when the patient is regressing 
and not participating in social 
situations).

c. Consider areas for quality 
improvement (for example: 
use evidence-based findings to 
improve performance such as 
QSEN competencies; evaluate the 
process for addressing errors and 
actions taken to prevent future 
errors; adequacy of policies and 
procedures. Review whether de-
escalation policies are effective).
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TEST YOUR KNOWLEDGE
A client was admitted to the mental health unit after 
attempting suicide by an intentional overdose. The RN 
can expect to collaborate with which other healthcare 
professionals in caring for this client?

(The content of this question demonstrates the student 
learning outcome of professional identity: using 
interprofessional collaboration and management.)

 III.  Altered Thought Processes and  
Behavioral Disorders

15 percent of exam

In this section you are responsible for learning 
about a variety of patient care situations 
including, but not limited to:

• Various altered thought process disorders 
and behavioral disorders

• Management of patients experiencing these 
disorders

• The application the nursing process (section 
B) to the patient care associated with health 
problems identified in this content area 
(section A).

REQUIRED READINGS

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

Chapter 21: Drugs for Parkinson’s Disease

Chapter 22: Drugs for Alzheimer’s Disease

Chapter 31: Antipsychotic Agents and their use in 
Schizophrenia

Chapter 32: Antidepressants

Chapter 33: Drugs for Bipolar Disorder

Chapter 35: Management of Anxiety Disorders

Chapter 36: Central Nervous Stimulants and Attention-
Deficit/Hyperactivity Disorder

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.

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

Chapter 54: Nursing Care of a Family When a Child 
Has an Intellectual or Mental Health Disorder

Townsend, M., & Morgan, K. (2018). Psychiatric mental 
health nursing: Concepts of care in evidence-
based practice (9th ed.)

Chapter 22: Neurocognitive Disorders

Chapter 24: Schizophrenia Spectrum and other 
Psychotic Disorders

Chapter 25: Somatic Symptom and Dissociative 
Disorders

Chapter 29: Somatic Symptom and Dissociative 
Disorders

Chapter 32: Personality Disorders

Chapter 33: Children and Adolescents

Chapter 34: The Aging Individual (section on 
“Psychological Aspects of Aging”)

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 altered thought 
processses and behavioral disorders

1. Types of disorders

a. Delirium (for example: substance 
intoxication, substance withdrawal, 
medication induced, delirium from 
another medical condition)

b. Neurocognitive disorder (NCD), 
(for example: Alzheimer’s disease, 
vascular neurocognitive)

c. Autism Spectrum (for example: 
impaired social interactions, 
absent language, body rocking and 
swaying)

d. Attention-deficit/hyperactivity 
(for example: impulsivity, random 
movements, aggression)

e. Tourette’s syndrome (for example: 
motor and vocal tics)

http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456116&p=4022781
http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456116&p=4022781
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f. Oppositional defiant (for example: 
angry and defiant moods, anxiety)

g. Intellectual disability (for example: 
mild, moderate, severe, profound)

h. Schizophrenia Spectrum 
(for example: delusional, 
brief psychotic, persecutory, 
Schizophreniform, and 
Schizoaffective Disorder)

i. Somatic Symptom disorder (for 
example: conversion, dissociative 
identity, depersonalization, 
factitious, amnesia)

j. Personality disorders (for example: 
antisocial, histrionic, narcissistic, 
schizoid)

2. Complications or collaborative 
problems (for example: depression, 
difficulties in school, self-injury, self-
care deficit)

3. Treatment modalities (for example: 
support groups, therapies 
[reminiscence, cognitive, behavior, 
family and validation]; complimentary 
treatments, psychopharmacology). 

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

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

a. Conduct a patient-centered health 
history including patient’s reaction 
to the disorder (for example: 
consider age, developmental 
level, life style choices, high-risk 
behaviors, patient preferences, 
values, personal needs, nutritional 
status, family history, allergies, 
health history, history of behavioral 
changes, predisposing factors 
[Huntington’s, Pick’s, and 
Parkinson’s disease]).

b. Conduct focused assessment (for 
example: short-term memory loss, 
abstract thinking, lack of impulse 
control, apraxia, wandering, 
delusions, hallucinations, 
aggressive behavior). 

c. Assess for presence of potential 
complications (for example: loss of 
reality orientation, depression).

d. Assess the patient’s and 
significant other’s readiness for 
teaching and learning (for example: 
determine barriers to learning, 
learning preferences, determine 
family support and opportunities 
for respite care).

e. Review laboratory and other 
diagnostic data. Recognize critical 
values and when to collaborate 
with appropriate members of the 
health care team (for example: CT, 
MRI, electroencephalogram [EEG], 
Positive emission topography [PET], 
Mental status screening exams, 
electrolyte levels and presence of 
toxic substances to rule out other 
conditions). 

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 
upon assessment data.

b. Analyze and synthesize data for 
patterns and cues to identify 
nursing diagnosis using NANDA-I 
classification system (for example: 
impaired social interaction, self-
care deficit, risk for trauma, risk for 
injury).
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c. Set priorities-based patient 
assessments and needs using 
theories and/or guidelines (for 
example: Maslow’s Hierarchy 
of Needs, Erikson’s theory of 
personality development, Sullivan’s 
interpersonal theory).

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

a. Create a patient-centered plan to 
address patient problems; use 
technology when available and 
appropriate. Include interventions 
related to restoration of health, 
health promotion and maintenance 
(for example: variations based 
on developmental level, culture, 
and personal preferences/values; 
patient’s medical history influence 
on acute illness, patient safety). 

b. Establish expected outcomes 
and include a time frame for 
achievement of the outcome (for 
example: short-term outcomes: 
maintain safety for the patient 
who is confused; patient will not 
experience any physical injury, long- 
term outcomes: maintain reality 
orientation).

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

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

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

a. Establish a collaborative 
relationship with the patient 
and assist the patient and/or 
the patient’s significant others 
to cope with the health problem 
(for example: use therapeutic 
communication skills, assess 
the patient’s use of coping 
mechanisms; provide culturally 
competent care, support patient 
and family when referring to 
community health agencies, 
establish reasonable expectations 
with the patient, identify external 
factor interfering with the patient’s 
recovery [the inability to work, 
ability to afford medications and 
maintain the therapeutic regimen]).

b. Promote, maintain, or restore 
the patient’s physiological 
and psychosocial functioning 
(for example: designate room 
assignment near nurse’s station 
to permit close observation of 
patient; frequent orientation; 
provide safe environment for 
wandering; provide a safe 
environment for pacing; keep 
frequently used articles within 
reach, provide a room near the 
nurse’s station, use assistive 
devices for ambulation; avoid 
approaches or touch that 
may startle patient; maintain 
consistency of caregivers to 
decrease confusion: provide clocks 
with larger hands, calendars with 
large print and orientation boards 
control noise level to decrease 
stimulation).
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c. Administer prescribed 
medications and intravenous 
therapy (for example: identify 
contraindications for medication 
administration including allergies; 
assess pertinent data prior to 
administration such as lab results, 
modifications related to the 
patient’s age; calculate dosage 
for medication administration; 
Medication categories include: 
Acetylcholinesterase inhibitors/
Cholinesterase inhibitors [monitor 
for orthostatic hypotension, 
seizures and suicidal ideation]; 
antipsychotics; antidepressants, 
NMDA receptor antagonist, 
anxiolytics [do not combine 
with the herb kava kava]; 
CNS stimulants; document 
administered medications in the 
Electronic Medical Record [EMR]).

d. Educate patient about disease 
management including personal 
factors contributing to the health 
problem. Consider health literacy 
of patient/family when providing 
education including educational 
materials, cultural beliefs, 
incorporate medication regimens, 
procedures, treatments, and 
diagnostic tests (for example: 
provide family with resources for 
care of a patient with a cognitive 
disorder, information about support 
groups, respite care for the family).

e. Promote continuity of care (for 
example: conduct patient/family 
education; act as a patient 
advocate; recognize RN leadership 
role; identify the need for referrals 
and follow through with obtaining 
required orders; collaborate with 
members of the interprofessional 
health care team [nutritional 
consult, school guidance 
counselor]; discharge planning 
[working with Case Manager to 
identify home care needs]; identify 
community resources with patient 
such as support groups; make 
aware of local/national resources 
such as the National Parkinson’s 
Association and Alzheimer’s 
Association).

f. Assign, supervise, and 
communicate patient-care needs to 
members of the nursing care team: 
RN, LPN/LVN, unlicensed assistive 
personnel (UAP) (for example: 
use the principles of delegation 
to make decisions regarding 
assignments for a patient or for 
a group of patients; reinforce use 
of wandering protocols; evaluate 
effectiveness of patient care 
provided by other members of the 
health care team; emphasize use 
of calm and reassuring approach 
with patients; use standardized 
tools for hand-off communication 
[SBAR]).

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

a. Evaluate patient response to 
attainment of the expected 
outcomes (for example: How would 
the RN identify that the patient 
has maintained orientation with 
reality?).
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b. Revise the patient’s plan of care 
based on new or additional patient 
data (for example: increase the 
frequency of assessment for 
the patient who continues to 
demonstrate aggressive behavior, 
the patient whose cognition is 
decreasing or is showing signs of 
depression. Reassign members 
of the health care team when 
there is a change in the patient’s 
condition.).

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

 IV. Regulatory Disorders

20 percent of exam

In this section you are responsible for learning 
about a variety of patient care situations 
including, but not limited to: 

• Select regulatory disorders

• Disease management for patients 
experiencing regulatory problems

• The application the nursing process (section 
B) to the patient care associated with health 
problems identified in this content area 
(section A).

REQUIRED READINGS

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

Chapter 58: Drugs for Thyroid Disorders

Chapter 59: Drugs Related to Hypothalamic and 
Pituitary Function

Chapter 60: Drugs for Disorders of the Adrenal Cortex

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

Chapter 52: Assessment and Management of Patients 
With Endocrine Disorders

Chapter 53: Assessment of Kidney and Urinary 
Function (section on “Diagnostic Evaluation”)

Chapter 54: Management of Patients With Kidney 
Disorders

Chapter 55: Management of Patients with Urinary 
Disorders

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.

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

Chapter 48: Nursing Care of a Family When a Child 
Has an Endocrine or a Metabolic Disorder 
(Section on “Endocrine glands”)

TEST YOUR KNOWLEDGE
A client was diagnosed with Alzheimer’s disease and 
was started on the cholinesterase inhibitor donepezil. 
The RN tells the LPN to report which of the following 
client side effects of this medication?

(The content of this question demonstrates the 
student learning outcome of nursing judgment: using 
management and delegation.)
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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 Regulatory Disorders

1. Endocrine disorders

a. Pituitary (for example: Anterior 
pituitary gland [Cushing syndrome, 
Acromegaly], Posterior pituitary 
gland [Diabetes insipidus])

b. Thyroid (for example: 
Hypothyroidism [myxedema, 
Hashimoto’s disease], 
Hyperthyroidism [Graves disease, 
multinodular goiter, thyroiditis]).

c. Parathyroid (for example: 
Hyperparathyroidism [primary and 
secondary], Hypoparathyroidism 
[due to removal of the thyroid 
gland]).

d. Adrenal (for example: 
Pheochromocytoma, Addison’s 
disease).

2. Renal and urinary disorders

a. Acute and chronic 
glomerulonephritis 

b. Nephrotic syndrome and Polycystic 
kidney disease (for example: 
autosomal dominant, autosomal 
recessive).

c. Urolithiasis and Nephrolithiasis (for 
example: types of stones [calcium, 
uric acid, struvite, cystine]).

d. Renal failure (for example: Acute 
kidney injury [prerenal, intrarenal, 
postrenal], End-stage kidney 
disease).

e. Adult voiding dysfunction (for 
example: incontinence; retention; 
neurogenic bladder)

f. Genitourinary trauma (for example: 
ureteral; bladder; urethral)

g. Urinary diversions (for example: 
cutaneous; continent)

3. Complications or collaborative 
problems (for example: thyroid storm, 
hypercalcemic crisis, hyperkalemia, 
anemia, dialysis-related complications; 
hypotension, muscle cramping [HD]; 
peritonitis [PD]).

4. Treatment modalities (for example: 
Endocrine disorders: surgery [removal 
of the gland], radiation therapy, 
medication [electrolyte replacement, 
hormone replacement, antithyroid 
medication], Renal disorders: dialysis 
[peritoneal, hemodialysis, Continuous 
Venovenous Hemofiltration (CVVH), 
Continuous Venovenous Hemodialysis 
(CVVHD); renal transplant]).

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

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

a. Conduct a patient-centered 
health history including patient’s 
reaction to illness (for example: 
consider age, developmental 
level, life-style choices, high-risk 
behaviors, patient preferences, 
values, personal needs, ask 
about subjective symptoms, 
nutritional status, past illnesses, 
family history, allergies, current 
medications, assess for changes 
in energy level, tolerance to heat or 
cold, changes in weight, allergies, 
risk factors)

b. Conduct focused assessment 
related to signs and symptoms

1) endocrine disorders (for 
example: gigantism, 
masculinization, amenorrhea, 
extreme fatigue, weight 
gain or loss, brittle nails, 
nervousness, exophthalmos, 
severe muscle tremors, 
Trousseau’s sign, Chvostek’s 
sign)

http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456116&p=4022783
http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456116&p=4022783
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2) renal and urinary disorders 
(for example: proteinuria, 
periorbital or pitting edema in 
extremities, flank pain)

3) end-stage kidney disease (for 
example: purpura, electrolyte 
imbalances, patency of AV 
fistula or shunt [bruit and 
thrill])

c. Assess for presence of potential 
complications (for example: 
hyperpyrexia, tachycardia 
[thyroid storm]; tetany, bone 
demineralization [hypercalcemic 
crisis], board-like abdomen 
[peritonitis]).

d. Assess the patient’s and 
significant other’s readiness 
for teaching and learning. (for 
example: determine barriers to 
learning, learning preferences; 
verify patient’s understanding 
of signs of decreasing renal 
function, ability to care for the 
peritoneal dialysis catheter [signs 
of catheter infection], ability 
to assess for a bruit on an AV 
fistula;, understanding of signs 
of organ rejection; readiness for 
self-care related to management 
of PD in the home setting, dietary 
consultation and teaching.)

e. Review laboratory and other 
diagnostic data. Recognize critical 
values and when to collaborate 
with appropriate members of the 
health care team. (for example: 
hormone levels, Thyroid or 
kidney ultrasound, 24-hour urine 
collection , serum creatinine, BUN, 
CT and MRI, nuclear scans, renal 
angiography, kidney biopsy).

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 
upon assessment data.

b. Analyze and synthesize data for 
patterns and cues to identify 
nursing diagnosis using NANDA-I 
classification system (for example: 
Activity intolerance, Impaired 
skin integrity, Sexual dysfunction, 
Ineffective health maintenance, 
Imbalanced nutrition: less than 
body requirements, Deficient 
knowledge, Fluid volume excess).

3. Set priorities-based patient 
assessments and needs using theories 
and/or guidelines (for example: 
Maslow’s Hierarchy of Needs). 

a. 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.

b. 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, hospitalization, 
referral to community health 
nurses for home dialysis, 
outpatient dialysis centers, follow 
up with health care providers).
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c. Establish expected outcomes 
and include a time frame for 
achievement of the outcome (for 
example: the patient will take 
hormone replacement at the same 
time every day, body temperature 
will be regulated within one month 
of the start of therapy, weight will 
decrease by five pounds within 
three months, the patient will 
verbalize that there is an increase 
in energy level within one month, 
the patient demonstrates no 
rapid weight gain or loss during 
hospitalization, the patient 
chooses foods within dietary 
restrictions by discharge from 
hospital).

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

e. Integrate ethical and legal 
standards (for example: practice 
in accordance with ANA Code of 
Ethics, maintain confidentiality; 
recognizing ethical dilemmas and 
advocating for patient wishes; 
using appropriate interpreters to 
enhance patient communication; 
ethical considerations when 
donating or receiving a kidney 
transplant).

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

a. Establish a collaborative 
relationship with the patient 
and assist the patient and/or 
the patient’s significant others 
to cope with the health problem 
(for example: use therapeutic 
communication skills, assess 
the patient’s use of coping 
mechanisms; provide culturally 
competent care, support patient 
and family when referring to 
community health agencies, 
identify external factors interfering 
with the patient’s recovery-
stressors, for example the 
inability to work, ability to afford 
medications and maintain the 
therapeutic regimen, dietary 
management).

b. Promote, maintain, or restore 
the patient’s physiological 
and psychosocial functioning 
(administer thyroid replacement 
medication and monitor for patient 
verbalizing an increase in energy 
level, strain all urine with the 
presence of urolithiasis, monitor 
weight patterns for patient with 
undergoing dialysis; provide 
emotional support for the patient 
coping with body image associated 
with exothalmus and goiters in 
thyroid disease).

c. Administer prescribed 
medications and intravenous 
therapy (for example: identify 
contraindications for medication 
administration including 
allergies; assess pertinent data 
prior to administration such 
as lab results, modifications 
related to the patient’s age; 
calculate dosage for medication 
administration; calculate drug 
dosages for children according to 
body weight; administer Anterior 
growth hormone, Antithyroid 
medications, thyroid hormone 
replacement; glucocorticoids 
and mineral corticoids; 
antidiuretic hormone; kidney 
transplant immunosuppressive 
drugs; electrolyte replacement. 
Monitor patient’s response to 
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administration of medications 
such as therapeutic, adverse, 
side effects; assess and 
monitor intravenous therapy and 
maintenance of insertion site for 
peripheral and central lines; use 
an infusion pump to administer 
antiseizure medications, document 
administered medications in the 
Electronic Medical Record [EMR].

d. Educate patient about disease 
management including personal 
factors contributing to the health 
problem. Consider health literacy 
of patient/family when providing 
education including educational 
materials. Incorporate medication 
regimens, procedures, treatments, 
and diagnostic tests. (for example: 
specific times to administer thyroid 
hormone replacements, action 
to take if a dose of medication 
is missed, preparation and 
precautions for radiation therapy; 
teach the older adult patient signs 
of fluid and electrolyte changes, 
teach the family to monitor 
medications in the older adult to 
prevent damage to the kidneys, 
importance of following diet 
restrictions for patient with renal 
disease). 

e. Promote continuity of care (for 
example: conduct patient/family 
education; act as a patient 
advocate; recognize RN leadership 
role; identify the need for referrals 
[nutritionist, endocrinologist, 
dietician, community-health 
nurse, professional counseling 
if indicated, transplant support 
groups and follow through 
with obtaining required orders; 
collaborate with members of the 
inter-professional health care 
team; collaborate with the health 
care provider to incorporate a 
dietary consult to identify diet 
restrictions associated with renal 
disease, discharge planning 
[working with Case Manager to 
identify home-care needs]; identify 

community resources with patient 
such as support groups, shelters, 
clinics).

f. Assign, supervise, and 
communicate patient-care needs to 
members of the nursing care team: 
RN LPN/LVN, unlicensed assistive 
personnel [UAP] (for example: 
use the principles of delegation 
to make decisions regarding 
assignments for a patient or for 
a group of patients; provide BP 
parameters for the patient with 
end-stage kidney disease to the 
UAP to be communicated without 
delay; communicate the need for 
immediate reporting of elevated 
temperature for patient with 
complications of thyroid disease., 
evaluate effectiveness of patient 
care provided by other members 
of the health care team; use 
standardized tools for hand-off 
communication [SBAR]). 

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

a. Evaluate patient response to 
attainment of the expected 
outcomes (for example: Endocrine: 
Does the patient take the 
prescribed medication at the same 
time every day; Is the patient 
weighing self at the same time 
every day? What statement by the 
patient would indicate adherence 
to assigned diet? Renal: Does 
the patient demonstrate use 
of medical asepsis by washing 
hands with soap and water before 
initiating PD?) 



 31593/AB

b. Revise the patient’s plan of care 
based on new or additional patient 
data (for example: increase the 
frequency of assessment for the 
patient who is post thyroidectomy 
and reports a feeling or pressure 
under the surgical dressing; 
collaborate with the health care 
provider regarding a patient who 
continues to report severe muscle 
tremors; Reassign members of the 
health care team when there is a 
change in the patient’s condition).

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

 V. Metabolic Disorders

25 percent of exam

In this section you are responsible for studying:

• Select metabolic disorders

• Disease management for patients 
experiencing metabolic problems

• The application the nursing process (section 
B) to the patient care associated with health 
problems identified in this content area 
(section A).

REQUIRED READINGS

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

Chapter 57: Drugs for Diabetes Mellitus

Chapter 80: Other Gastrointestinal Drugs (section on 
“Drugs Used to Dissolve Gallstones”)

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

Chapter 49: Assessment and Management of Patients 
With Hepatic Disorders

Chapter 50: Assessment and Management of Patients 
With Biliary Disorders

Chapter 51: Assessment and Management of Patients 
With Diabetes

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.

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

Chapter 48: Nursing Care of a Family When a Child 
Has an Endocrine or a Metabolic Disorder 
(Section on “Diabetes”)

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.

TEST YOUR KNOWLEDGE
What are some potential ethical issues involved in 
donating a kidney for transplant?

(The content of this question demonstrates the student 
learning outcome of professional identity: using legal 
and ethical frameworks.)

http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456116&p=4022784
http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456116&p=4022784
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A. Concepts related to metabolic disorders

1. Selected metabolic disorders

a. Gallbladder (for example: 
cholecystitis, cholelithiasis, biliary 
colic)

b. Pancreatic (for example: acute and 
chronic pancreatitis)

c. Hepatic Cirrhosis 

d. Diabetes Mellitus (for example: 
Type 1 diabetes, Type 2 diabetes, 
gestational)

e. Impaired glucose metabolism 
(for example: Hypoglycemia, 
Hyperglycemia)

2. Complications or collaborative problems 
(for example: Hepatic Cirrhosis: portal 
hypertension, esophageal varices; 
Diabetes: hypoglycemia, diabetic 
ketoacidosis [DKA], hyperglycemic 
hyperosmolar syndrome [HHS], 
microvascular and macrovascular 
complications, neuropathy, diabetic skin 
ulcers).

3. Treatment modalities (for example: 
Gallbladder disorders: endoscopic 
retrograde cholangiopancreatography 
[ERCP], intracorporeal lithotripsy; 
surgery [laproscopic and traditional 
cholecystectomy]; medication to 
dissolve gallstones. Pancreatic 
disorders: medical management 
[analgesia, fluid replacement]; surgical 
intervention [biliary drainage]).

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

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

a. Conduct a patient-centered 
health history including patient’s 
reaction to illness (for example: 
consider age, developmental 
level, lifestyle choices, high-risk 
behaviors, patient preferences, 
values, personal needs, ask about 
subjective symptoms, nutritional 
status, past illnesses, family 
history, allergies, food preferences, 
dietary history, history of weight 
loss, determination of risk factors, 
[family obesity, gestational 
diabetes]). 

b. Conduct focused assessment 
related to signs and symptoms 
of content area (for example: 
gallbladder disorders: pain, rigidity 
or tenderness of right upper 
quadrant of abdomen, nausea 
and vomiting, epigastric distress 
after eating a meal high in fat 
content; Liver disorders: abdominal 
pain and enlarged liver, presence 
of edema, ascites, confusion, 
hematemesis, jaundice, pancreatic 
disorders: Pancreatitis: severe pain 
in the upper abdominal region and 
back, Diabetes: Type 1: polydypsia, 
polyphagia, polyuria, Type 2: 
changes in vision, neuropathies, 
Gestational: monitor for urinary 
tract infections, ophthalmic exams 
during pregnancy to assess for 
retinal changes; weight gain 
patterns and blood glucose levels).

c. Assess for presence of potential 
complications (for example: 
Cirrhosis: bleeding from the 
upper gastrointestinal tract, 
rigidity of the abdomen, Diabetes: 
acute complications; long-term 
complications).

d. Assess the patient’s and 
significant other’s readiness for 
teaching and learning (for example: 
determine barriers to learning, 
learning preferences; verify 
patient’s understanding of the 
disease along with the diagnostic 
tests and procedures used in 
conjunction with the disease).
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e. Review laboratory and other 
diagnostic data. Recognize critical 
values and when to collaborate 
with appropriate members of the 
health care team (for example: 
urine and serum amylase 
levels; serum ammonia levels; 
Hemoglobin A1C). 

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 
upon assessment data.

b. Analyze and synthesize data for 
patterns and cues to identify 
nursing diagnosis using NANDA-I 
classification system (for example: 
Imbalanced nutrition; less than 
body requirements, Deficient 
fluid volume, Ineffective health 
maintenance, Risk for unstable 
blood glucose levels).

c. Set priorities-based 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.

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, compliance with 
dietary regimen, preferences 
regarding use of the insulin pump).

b. Establish expected outcomes 
and include a time frame for 
achievement of the outcome 
(for example: the patient with 
pancreatitis will report no 
abdominal pain, nausea or 
vomiting within three days of 
admission, the patient with 
cirrhosis adhere to restriction of 
protein from the diet within 24 
hours of admission, patient will 
demonstrate proper technique 
for insulin administration prior to 
discharge, patient will demonstrate 
ability to count carbohydrates by 
keeping a diet history; patient will 
verbalize knowledge of sick-day 
rules).

c. Use established nursing 
standards, protocols, and 
evidence-based findings to 
move the patient towards the 
expected outcomes (for example: 
ANA Standards of Professional 
Nursing Practice; State Nurse 
Practice Acts, American Diabetic 
Association [Clinical practice 
recommendations]).

d. Integrate ethical and legal 
standards (for example: practice 
in accordance with ANA Code of 
Ethics, maintain confidentiality; 
recognizing ethical dilemmas and 
advocating for patient wishes 
[is a patient who continues to 
abuse alcohol eligible for a liver 
transplant]; using appropriate 
interpreters to enhance patient 
communication).

4. Implementation: implementation of 
the patient plan of care by performing 
or delegating the interventions 
that were previously planned. This 
includes providing care, directing care, 
collaborating with other members of the 
health care team, and patient teaching. 
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a. Establish a collaborative 
relationship with the patient 
and assist the patient and/or 
the patient’s significant others 
to cope with the health problem 
(for example: use therapeutic 
communication skills, assess 
the patient’s use of coping 
mechanisms; provide culturally 
competent care, support patient 
and family when referring to 
community health agencies, 
identify external factors interfering 
with the patient’s recovery-
stressors [the inability to work, 
ability to afford medications and 
maintain the therapeutic regimen]).

b. Promote, maintain, or restore 
the patient’s physiological and 
psychosocial functioning (for 
example: encourage the patient to 
enroll in a class with the diabetic 
educator, provide information and 
community resources for exercise 
programs, provide information 
about participation in support 
groups and weight loss programs, 
monitor for signs and symptoms 
of hypoglycemia; monitor for 
deterioration in hand writing for 
patient with cirrhosis, assess 
for hematemesis and black tarry 
stools for patient with esophageal 
varices).

c. Administer prescribed medications 
assess pertinent data prior to 
administration such as lab results 
(for example: [oral and parenteral 
anti-diabetic agents, insulin]; 
identify contraindications for 
medication administration including 
allergies; calculate dosage 
for medication administration; 
calculate drip rates for intravenous 
fluids, alternate sites for insulin 
injections, assess blood glucose 
prior to administration of insulin; 
monitor patient’s response to 
administration of medications 
such as therapeutic, adverse, 
side effects; assess and 
monitor intravenous therapy 
and maintenance of insertion 
site for peripheral and central 

lines; use an infusion pump to 
administer intravenous insulin, 
pain management, IV antibiotics, 
intravenous fluids administered 
for DKA or HHS. Document 
administered medications in the 
Electronic Medical Record [EMR]).

d. Educate patient about disease 
management including personal 
factors contributing to the health 
problem. Consider health literacy 
of patient/family when providing 
education including educational 
materials. Incorporate medication 
regimens, procedures, treatments, 
and diagnostic tests (for 
example: teach about the plate 
food guide; how to implement 
sick-day rules; review exercise 
recommendations, determine 
understanding of function and 
use of an insulin pump; evaluate 
patient’s self-monitoring of blood 
glucose and injection techniques; 
teach to recognize hypoglycemic 
reactions; teach patients with 
Type 1 Diabetes to carry glucose 
tablets or hard candy at all times; 
teach children involved in sports 
to ingest a source of glucose 
prior to participation; teach 
family members how to intervene 
when a child or other family is 
unable to manage injections or 
hypoglycemia; review management 
of blood glucose levels to prevent 
microvascular and macrovascular 
complications, diabetic foot care, 
teach to recognize skin breakdown 
and need for immediate reporting 
to health care provider; assist 
to develop plan for lifestyle 
modifications [nutrition, weight 
control, exercise]).
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e. Promote continuity of care (for 
example: conduct patient/
family education; act as a patient 
advocate; recognize RN leadership 
role; identify the need for referrals; 
follow through with obtaining 
required orders; collaborate with 
members of the inter-professional 
health care team [involvement 
of the school nurse, dietician]; 
discharge planning [working with 
Case Manager to identify home 
care needs]; identify community 
resources with patient such as 
diabetic support group, assess 
whether parents/caregivers require 
follow-up care for child with newly 
diagnosed diabetes at home).

f. Assign, supervise, and communicate 
patient-care needs to members of 
the nursing care team: RN, LPN/
LVN, unlicensed assistive personnel 
(UAP), (for example: use the 
principles of delegation to make 
decisions regarding assignments for 
a patient or for a group of patients; 
communicate changes such as 
symptoms of hypoglycemia or 
bleeding from esophageal varices 
without delay; evaluate effectiveness 
of patient care provided by other 
members of the health care team; 
determine whether the unlicensed 
assistive personnel reported 
patient’s condition as instructed, 
use standardized tools for hand-off 
communication [SBAR]).

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

a. Evaluate patient response to 
attainment of the expected 
outcomes (for example: patient 
states they have no evidence of 
nausea, vomiting or abdominal 
pain; patient ingests a low-protein 
diet, patient demonstrates ability 
to drawing up and inject insulin, 
patient identifies personal signs and 
symptoms of hypoglycemia; patient 
demonstrates self-management of 
diabetes through log recording of 
consistent blood sugar levels).

b. Revise the patient’s plan of care 
based on new or additional patient 
data (for example: increase the 
frequency of assessment for 
the patient who is experiencing 
symptoms of DKA or HHS; 
reassign members of the health 
care team when there is a change 
in the patient’s condition [patient 
with ascites who is severely short 
of breath]). 

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

TEST YOUR KNOWLEDGE
A client with Diabetes Mellitus received the ordered 
dose of NPH insulin at 0900. At what time might the 
RN expect to see the client experience hypoglycemia? 

(The content of this question demonstrates the student 
learning outcome of spirit of inquiry: using standards of 
practice, technology, and evidence-based data for care 
decisions.)
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Sample Questions

1. An RN is caring for a patient with schizophrenia 
who exhibits so-called positive symptoms. 
Which symptoms will the RN identify as positive 
symptoms associated with schizophrenia? 
(Select all that apply.)

1) Paranoia

2) Waxy flexibility

3) Apathy

4) Anhedonia

5) Hallucinations

2. An RN is analyzing data collected for admission 
of a school-aged child with behavioral 
problems. The RN notes that the child’s early 
physical and emotional development are 
within normal limits. However, at age 5, the 
child suffered a head injury from an accident 
in which one parent was killed. Based on this 
information, the RN would suspect that the 
child’s behavior is most consistent with an 
alteration in which aspect of development?

1) Basic trust

2) Sense of industry

3) Autonomous function

4) Effective impulse control

3. An RN is caring for a patient who has just 
initiated treatment for obsessive-compulsive 
disorder. The patient was an hour late for 
morning group due to a lengthy morning ritual. 
Which statement reflects a reasonable short-
term expectation for the RN to set for the 
patient?

1) “ The team will give you until the end of 
the week to stop your ritual.”

2) “ We will wake you up earlier tomorrow so 
you have the time you need to be ready 
for group.”

3) “ The staff will set the timer and ask you 
to stop after 10 minutes has passed.”

4) “ If you are late again, we will ask you 
to explain your behavior to the other 
patients.”

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

answer rationales can be found on pages 40−45 of this guide. The statement 

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

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

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

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

A WORD ON CALCULATION QUESTIONS IN 
EXCELSIOR COLLEGE EXAMINATIONS

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

Each calculation question will indicate whether the 
response needs to be a whole number or a number with 
one or two decimal places. If a student enters a value 
that is not of the right type (for example, a whole number 
when the question asks for one decimal place), an error 
message will pop up to prompt the student to enter the 
right type of response.
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4. At a support group meeting for friends and 
families of people with mental illness, the 
psychiatric RN is asked about risk factors for 
schizophrenia. Which statement by the RN is 
accurate regarding risk factors for developing 
schizophrenia?

1) “ Stress in adolescence, such as being 
bullied in school, is strongly associated 
with the development of schizophrenia 
in young people.”

2) “ If a woman has a bacterial infection 
while she is pregnant, her child is 
at an increased risk of developing 
schizophrenia later on.”

3) “ A deficiency in the neurotransmitter 
dopamine is associated with causing 
schizophrenia.”

4) “ The exact cause is unknown, but having 
a close relative with schizophrenia is an 
important risk factor.”

5. An RN is caring for a patient in crisis. Which 
behavioral manifestations alert the RN to an 
imminent risk for violence? (Select all that 
apply.)

1) Refusing medication

2) Pacing back and forth

3) Arguing and demanding

4) Requesting to be left alone

5) Speaking in a rapid loud voice

6. An RN is planning care for an adolescent 
patient who has a history of inappropriate 
physical contact with young children. The 
patient states the urges are uncontrollable. 
Which nursing diagnosis label is a priority?

1) Sexual Dysfunction

2) Ineffective Impulse Control

3) Ineffective Sexuality Pattern

4) Risk for Other-Directed Violence

7. When teaching a family of a patient with 
Alzheimer’s disease about aricept (Donepezil), 
what point would be important for the RN to 
include?

1) “ This medication’s side effects are 
tremors and increased sleep.”

2) “ This medication may cause 
gastrointestinal upset and headache.”

3) “ This medication will reverse short-term 
memory loss and restore previous 
cognitive abilities.”

4) “ The medication is an antipsychotic 
that reduces agitation associated with 
Alzheimer’s Disease.”

8. A woman who has been sexually assaulted 
tells the RN in the emergency department (ED) 
she is too afraid to be examined so forensic 
evidence can be collected. How can the RN 
decrease the patient’s fears?

1) Tell the patient the RN will explain what 
will be done and why it will be done at 
each step of the exam.

2) Acknowledge to the patient that she has 
the right to refuse treatment and the 
right not to have evidence collected.

3) Reassure the patient that the ED staff is 
experienced and will work as quickly as 
possible.

4) Ask the hospital security officer to 
explain to the patient that evidence must 
be collected in a timely fashion if the 
perpetrator is to be apprehended.

9. A patient becomes angry when a partner is 
not allowed to visit the psychiatric unit due 
to intoxication and disruptive behavior. Since 
then, the patient has refused to speak to 
the RN. Which behavior by the patient would 
indicate the patient is beginning to develop a 
trusting relationship with the RN?

1) Although the patient refuses to talk to 
staff, the patient attends unit activities.

2) When offered a pencil and note paper, 
the patient agrees to journal thoughts 
about the relationship with the partner.

3) The patient asks the RN for a printed 
copy of the unit’s visitation policies.

4) The patient agrees to talk to the RN 
about disappointment over the cancelled 
visit.
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10. An RN is preparing to conduct a patient-
centered health history with a 24-year-old 
female. Which stage in Erikson’s Psychosocial 
Theory is most likely to apply during this 
assessment?

1) Industry versus inferiority

2) Identity versus role confusion

3) Intimacy versus isolation

4) Generativity versus stagnation

11. A patient with the neurocognitive disorder 
known as Lewy body dementia sees 
frightening faces on the wall, appears anxious, 
and exhibits poor judgment. The patient has 
poor balance and wants to run away. Based 
on this data, which nursing diagnosis label is 
most appropriate?

1) Impaired Verbal Communication

2) Risk for Trauma

3) Disturbed Body Image

4) Powerlessness

12. A patient is taking phenylzine (Nardil), a 
monoamine oxide inhibitor (MAOI), for 
depression and develops a headache after 
eating cheese and drinking red wine. Which 
intervention is needed to determine if the 
patient is experiencing the medical emergency 
caused by a drug-food interaction?

1) Auscultate for bowel sounds.

2) Assess apical pulse.

3) Take blood pressure.

4) Take the patient’s temperature.

13. Haloperidol lactate (Haldol) 1 mg 
intramuscularly (IM) has been ordered for 
a patient with dementia who has become 
extremely agitated. What volume of medication 
should be administered, in milliliters (mL), if 
the Haldol comes in a vial with a concentration 
of 5 mg to one mL?

 (Provide your answer to 1 decimal place in the 
input box below.)

14. An RN is caring for a child who has just 
started taking methylphenidate (Ritalin) for the 
management of Attention deficit/Hyperactivity 
disorder (ADHD). The patient is observed 
one hour after taking the morning dose. The 
patient cannot sit still or focus on what the RN 
is saying. Which of the following evaluations 
by the RN is most likely to be correct?

1) The diagnosis of the patient is not 
correct.

2) The dose of the medication may be too 
low.

3) The medication does not take effect for 
several hours.

4) The drug needs to build up in the system 
over several weeks.

15. An RN is conducting a focused assessment 
for a patient with a diagnosis of nephrotic 
syndrome. The patient has increased protein 
in the urine. How will this increase be 
manifested during the assessment?

1) Itching skin

2) Pitting edema

3) Flank pain

4) Foul breath

16. A patient admitted for an exacerbation of 
Addison’s disease is discussing with the 
RN the reason for the exacerbation. The RN 
notes while taking the health history that the 
patient has not been eating nutritional meals 
or sleeping well because of a sick relative 
who needs care. Which request will the RN 
recommend, to provide the patient with the 
greatest autonomy?

1) Home health evaluation

2) A short-term nursing facility

3) Pastoral care involvement

4) Massotherapy services
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17. Which outcome would an RN consider most 
important when caring for a patient who has 
just been newly diagnosed with end-stage 
renal disease (ESRD)?

1) The patient can identify foods that are 
high in potassium.

2) The patient can discuss coping styles 
used in the past to help manage the 
current condition.

3) The patient can demonstrate care of the 
hemodialysis fistula.

4) The patient can describe the importance 
of reporting rapid weight gain or 
development of peripheral edema.

18. An RN is providing education to a patient 
who will be undergoing external radiation 
therapy due to thyroid cancer. Which nursing 
intervention will help the patient manage 
possible side effects?

1) Brush teeth with a stiff toothbrush.

2) Carry mints or candy drops to suck on.

3) Complete range-of-motion exercises 
several times a day.

4) Start a thickened-liquid diet.

19 During the sixth cycle of a peritoneal dialysis 
infusion, a patient tells the RN about having 
diffuse abdominal pain and tenderness. What 
is the best nursing intervention to take?

1) Turn the patient to the side every 2 
hours.

2) Administer prescribed pain medication.

3) Decrease the rate of dialysate infusion.

4) Stop the dialysate infusion immediately.

20. A woman with a history of a recent vaginal 
birth and diabetes mellitus (type 2) presented 
to the emergency department (ED) with 
complaints of right upper quadrant pain. 
Which disease does the RN anticipate the 
health care provide will diagnose?

1) Appendicitis

2) Cholecystitis

3) Pancreatitis

4) Diverticulitis

21. An RN is caring for a patient who has 
undergone a liver biopsy. The RN assists 
the patient into what position to prevent 
complications?

1) Left sidelying with head of bed flat

2) Right sidelying with head of bed flat

3) Right sidelying with a pillow under the 
costal margin

4) Left sidelying with a pillow under the 
costal margin

22. An RN is counseling a patient who was 
admitted one week earlier as a result of 
alcohol abuse. What is the rationale for why 
the RN would ask the patient the following 
question?

 What are some activities you enjoy doing?

1) The RN is developing an exercise 
program to prevent hypertension caused 
from alcohol abuse.

2) The RN is attempting to build rapport 
with the patient by finding common 
interests.

3) The RN is helping the patient identify 
support systems, recreational activities, 
and other coping mechanisms to use 
instead of drugs and alcohol.

4) The RN is determining if the patient 
experienced depression prior to 
admission.

23. An RN is caring for a group of patients. Which 
patient can the RN delegate to the LPN/LVN?

1) A 56-year-old patient with cholelithiasis 
scheduled for a cholecystectomy today

2) A 22-year-old patient with insulin-
dependent diabetes scheduled for 
discharge today

3) A 68-year-old patient with pancreatitis 
who is scheduled for nasogastric tube 
removal and oral nutrition today

4) A 48-year-old patient with insulin-
dependent diabetes admitted with 
venous stasis ulcers
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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.  Incorporate concepts of patient-centered care to promote risk reduction, health maintenance and disease 
management for patients with mental health disorders, cognitive impairment, and dysfunction of the endocrine, renal, 
hepatic, and biliary systems. (Patient-Centered Care)

SLO2.  Apply the nursing process when making nursing judgments for individuals experiencing mental health disorders, 
cognitive impairment, and dysfunction of the endocrine, renal, hepatic, and biliary systems. (Nursing Judgment)

SLO3.  Integrate principles of management and delegation when providing safe, quality nursing care for patients experiencing 
mental health disorders, cognitive impairment, and dysfunction of the endocrine, renal, hepatic, and biliary systems. 
(Nursing Judgment)

SLO4.  Apply ethical and legal principles and professional nursing practice when working with patients and families with 
mental health disorders, cognitive impairment, and dysfunction of the endocrine, renal, hepatic, and biliary systems.  
(Professional Identity)

SLO5.  Apply principles of leadership and interprofessional collaboration when managing care of patients with mental 
health disorders, cognitive impairment, and dysfunction of the endocrine, renal, hepatic, and biliary systems. 
(Professional Identity)

SLO6.  Incorporate evidence-based findings and technology into the provision of safe, quality nursing care for patients with 
mental health disorders, cognitive impairment, and dysfunction of the endocrine, renal, hepatic, and biliary systems. 
(Spirit of Inquiry)
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1. (IIB1b)

 *1)  Positive symptoms tend to reflect an alteration 
or distortion of normal mental functions. 
Paranoia is a positive symptom.

 2)  Negative symptoms reflect a diminution or 
loss of normal functions. Waxy flexibility is a 
condition in which a patient with schizophrenia 
allows body parts to be placed in bizarre or 
uncomfortable positions. Waxy flexibility is a 
negative symptom.

 3)  Apathy is a demonstration of indifference to 
or disinterest in the environment. Apathy is a 
negative symptom.

 4)  Anhedonia is the inability to experience 
pleasure. Anhedonia is a negative symptom.

 *5)  Hallucinations are false sensory perceptions 
not associated with real external stimuli. 
Hallucinations are a positive symptom.

This question relates to EPSLO #1 and SLO #1.

2. (IA1)

 1)  Basic trust is usually established within the first 
few years of life. The patient reportedly has a 
history of normal development until age 5.

 2)  A sense of industry or achievement is typically 
accomplished between 6 and 12 years. The 
patient suffered a head injury, which can 
contribute to problems with impulse control. In 
addition, the patient experienced a traumatic loss 
at a time when self-control is normally achieved.

 3)  Autonomous function refers to the ability to carry 
out independent activities and is usually achieved 
between the ages of 18 months and three years.

 *4)  Psychological stressors that occur during the 
ages of 3 to 6 years may interfere with the 
child’s ability to exercise restraint and self-
control. A history of head injury can also 
contribute to frontal lobe dysfunction and 
ineffective impulse control.

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

3. (IB3b)

 1)  A reasonable goal is for the patient is to reduce 
the amount of time completing the ritual by half 
by the end of the week. It is unreasonable to 
expect that the patient will completely eliminate 
the ritual by the end of the week.

 *2)  Early in treatment it is important for the RN to 
provide the patient enough time to complete 
the ritual. Having the patient get up earlier 
is a reasonable way to structure the patient’s 
schedule so that the ritual does not interfere with 
group attendance.

 3)  Interrupting the ritual after 10 minutes is likely to 
increase the patient’s anxiety.

 4)  This statement is punitive and inappropriate.

This question relates to EPSLO #1 and SLO #1.

4. (IIIB1a)

 1)  Stress may trigger a relapse in a person who 
already has schizophrenia but stress alone does 
not cause schizophrenia.

 2)  Viral, not bacterial, illnesses in pregnancy (e.g., 
influenza) have long been associated with an 
increased risk of schizophrenia in offspring.

 3)  Excess dopamine, not a deficiency, is associated 
with psychotic symptoms.

 *4)  While genetics do not entirely explain the 
disorder, schizophrenia does have a significant 
genetic component. For example, having a sibling 
with schizophrenia carries a risk of about 9% 
compared to a risk of about 1% in the general 
population.

This question relates to EPSLO #2 and SLO #2.
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5. (IIB1e)

 1)  A patient may refuse medication for a number of 
reasons. It does not necessarily indicate risk of 
imminent violence.

 *2)  Pacing and hyperactivity is characteristic of 
a prodromal syndrome that precedes violent 
behavior.

 *3)  Arguing is consistent with a prodromal syndrome 
that may precede violent behavior.

 4)  Requests to be left alone may be an appropriate 
attempt to cope and are not necessarily an 
indication of imminent violence.

 *5)  Speaking in a rapid loud voice is consistent with 
behaviors that typically precede violence.

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

6. (IIB1e)

 1)  Although the patient is experiencing a form of 
sexual dysfunction, the priority is the safety of 
others due to the patient’s stated inability to 
manage his own impulses.

 2)  Although the patient has ineffective impulse 
control, the priority is to maintain the safety of 
others.

 3)  Although the patient’s sexuality pattern may be 
ineffective, the priority is to protect others from 
victimization by the patient.

 *4)  The priority is to maintain the safety of others, as 
the patient has a history of victimizing children 
and states the urges are uncontrollable.

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

7. (IIIB4c)

 1)  These are side effects of a typical antipsychotic 
agent.

 *2)  The medication may cause GI upset and 
headache.

 3)  This is important that family understands that 
short-term memory that has been lost.

 4)  Aricept is a type Cholinesterase Inhibitor not an 
antipsychotic agent.

This question relates to EPSLO #1 and SLO #1.

8. (IIB4a)

 *1)  The nurse communicates an understanding of 
the patient’s concerns with this response.

 2)  While the patient does have the right to refuse 
treatment, this is not helpful as it does not 
facilitate essential patient care.

 3)  The focus in this answer is on the staff and not 
on the patient’s concerns.

 4)  This is true but does not address the patient’s 
concerns and bringing in a third party may be 
distressing to the patient.

This question relates to EPSLO #1 and SLO #1.

9. (IIB1d) 

 1)  Participation in unit activities indicates improved 
self-control but refusing to talk to staff indicates 
the patient does not yet trust the staff.

 2)  Journaling is a good coping skill but by itself 
does not indicate trust in the staff.

 3)  Asking for policies may be appropriate 
information-seeking or it may be an indication of 
a lack of trust in what staff have communicated 
to the patient.

 *4)  The patient is demonstrating confidence in the 
RN by agreeing to a one-on-one conversation.

This question relates to EPSLO #1 and SLO #1.

10. (IB1a) 

 1)  Industry versus inferiority applies to school-age 
children, ages 6–12 years.

 2)  Identity versus role confusion applies to 
adolescents, ages 12–20 years.

 *3)  Intimacy versus isolation applies to young adults, 
ages 20–30 years.

 4)  Generativity versus stagnation applies to adults, 
ages 30–65 years.

This question relates to EPSLO #1 and SLO #1.
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11. (IIIB2a) 

 1)  There is no evidence of his communication.

 *2)  The patient’s problems of high anxiety, fear, 
hallucinations, poor judgment and balance 
increase his risk for injury.

 3)  There is no data to support this nursing 
diagnosis.

 4)  There is no data to support this nursing 
diagnosis.

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

12. (IB4c)

 1)  This action is not needed at this time.

 2)  VS will be taken, but BP is first.

 *3)  The medical emergency associated with an 
MAOI and ingestion of tyramine (an amino acid 
found in red wine, cheese) is a hypertensive 
crisis. Taking BP is the initial action. BP may be 
elevated and lead to a CVA. Other vital signs will 
be taken, but BP is first.

 4)  VS will be taken, but BP is first and most critical 
given the expected response to drug food 
combination.

This question relates to EPSLO #1 and SLO #1.

13. (IIIB4c) 

 *1) 0.2 mL

  5mg/1ml = 1mg/Y ml. 

   Solve for Y: multiply both sides of the equation 
by Y: 5Ymg/1 ml= 1 mg/1ml. 

  Then divide by 5: Ymg/1ml = 1 mg/5ml. 

  So Y = 1/5, or 0.2

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

14. (IIB4c) 

 1)  Failure to demonstrate a therapeutic response 
to the medication does not mean that the 
diagnosis is incorrect. 

 *2)  The initial doses of stimulants like Ritalin are 
low and are increased in small increments 
to observe patient response and ability to 
tolerate the medication. The patient may not 
demonstrate a therapeutic response until the 
dosage is increased.

 3)  The onset of action is generally within 30 
minutes to an hour at a therapeutic dosage.

 4)  The onset of action is usually within 30 minutes 
to an hour at a therapeutic dosage. Ritalin does 
not need to be administered over several weeks 
before observing a therapeutic effect.

This question relates to EPSLO #1 and SLO #1.

15. (IVB1b2) 

 1)  This is also uremic frost, caused by casts of 
toxins deposited on the skin from renal failure 
and waste build up. This is not caused by 
increased protein in the urine.

 *2)  Because the Albumin level is decreased and the 
protein leaves the body, the cells become weepy 
and allow fluid to weep into the interstitial space 
causing pitting edema.

 3)  As we are on the subject of kidneys, flank pain 
may be a reasonable choice, but protein in the 
urine does not cause flank pain.

 4)  This is also uremic fetor, and is caused by waste 
products collecting in the blood because of 
kidney failure, not related to increased protein in 
the urine.

This question relates to EPSLO #2 and SLO #2.
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16. (IVB1d) 

 *1)  Home health care will allow this patient to 
remain at home while receiving the needed 
nursing services of oversight during this stressful 
time for the patient.

 2)  Short-term nursing will meet the patient’s 
physical needs; however, the patient will lose 
autonomy in a nursing facility.

 3)  Pastoral care can help decrease stress; 
however, this service will not provide the 
greatest autonomy.

 4)  Massotherapy services can help relax and 
decrease stress; however, this service will not 
provide the greatest autonomy.

This question relates to EPSLO #5 and SLO #5.

17. (IVB3c) 

 1)  Although diet teaching is important, fluid 
balance is the initial priority.

 2)  Physical priorities will supersede psychological 
considerations to maintain safe metabolic 
parameters.

 3)  The fistula establishes an internal site for 
hemodialysis access and does not require 
wound care.

 *4)  Rapid weight gain or development of peripheral 
edema indicate the complication of fluid volume 
overload and must be addressed immediately.

This question relates to EPSLO #1 and SLO #1.

18. (IVB4d)

 1)  A stiff toothbrush will further irritate the mouth. 
A soft toothbrush should be used.

 *2)  The patient who receives external sources of 
radiation therapy is at risk for mucositis, dryness 
of the mouth, dysphagia, redness of the skin, 
anorexia, and fatigue. Mints or candies can 
help with dryness of the mouth. It is helpful 
to teach patients different techniques that 
can help manage symptoms. This is the best 
recommendation at this time.

 3)  Musculoskeletal problems are not a common 
side effect of external radiation therapy for 
thyroid cancer. Range-of-motion exercises will 
not help the patient manage possible side 
effects.

 4)  Although dysphagia is a potential side effect, 
the patient does not have dysphagia at this 
time. A liquid diet when inappropriate could 
lead to malnutrition. This is not the best 
recommendation at this time.

This question relates to EPSLO #1 and SLO #1.

19. (IVB4b) 

 1)  Turning to the side every two hours helps in 
draining the dialysate fluid properly.

 2)  Administer prescribed pain medication is not the 
best option at this time. Further assessment of 
pain is required.

 3)  Decreasing the rate of the infusion may 
not relieve the diffuse abdominal pain and 
tenderness as these are later signs of 
peritonitis.

 *4)  Diffuse abdominal pain and rebound tenderness 
are later signs of peritonitis, a common 
complication of peritoneal dialysis. Immediately 
stop the infusion and notify the health care 
provider.

This question relates to EPSLO #1 and SLO #1.
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20. (IVB1b)

 1)  Patients with appendicitis have consistently 
report right lower quadrant pain.

 *2)  Based on the information provided, the patient 
most likely has cholecystitis. The risk factors for 
cholelithiasis are obesity, multiple pregnancies, 
and diabetes.

 3)  Patients with pancreatitis have report of 
epigastric pain.

 4)  Patients with diverticulitis have report of left 
lower quadrant pain.

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

21. (VB4b) 

 1) See 3).

 2) See 3).

 *3)  Following a liver biopsy there is a risk for 
bleeding and/or excretion of bile juices from the 
biopsy site. Right sidelying with a pillow in the 
costal margin places pressure on the liver by 
pushing it against the chest wall.

 4) See 3).

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

22. (IIB1d)

 1) see 4)

 2) see 4)

 *3)  The RN is attempting to identify healthy coping 
mechanisms instead of using substances. 

 4)  This would be an immediate concern at 
admission not 1 week later. If the RN suspects 
depression, it should be asked directly. If the 
client is depressed, the patient should be asked 
about suicidal ideation directly.

This question relates to EPSLO #1 and SLO #1.

23. (VB4f)

 1)  Potentially unstable patient with acute 
condition—Requires patient education, 
assessment and evaluation. RN should retain.

 2)  Stable patient with acute condition—Requires 
discharge teaching and evaluation. RN should 
retain.

 3)  Unstable patient with acute condition—Requires 
assessment and evaluation of feeding. RN 
should retain.

 *4)  Stable patient with chronic condition. LPN/LVN 
may care for stable patients with predictable 
outcomes.

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