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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.

http://www.excelsior.edu/exams/register-for-exams
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https://bookstore.excelsior.edu
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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 for persons with health problems related to infectious diseases, tissue trauma, neurological dysfunction and musculoskeletal 
dysfunction. Content areas include immune function, chain of infection, perioperative nursing, and neuromuscular functional 
assessment. Health problems such as HIV/AIDS, tuberculosis, hepatitis, degenerative neurological diseases, stroke and trauma are 
highlighted. Evidence-based, culturally sensitive nursing care, standards of professional nursing practice, as well as ethical, legal and 
regulatory requirements are addressed. Principles, concepts, and theories from the natural and social sciences in relation to safe 
quality nursing care are applied to patients and families across the lifespan. 

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

ment 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 related to infectious and communicable diseases, tissue trauma, neurological dysfunction, and 
musculoskeletal dysfunction. (Patient-Centered Care)

SLO2.  Apply the nursing process when making nursing judgments to provide safe, quality care for patients with infectious and 
communicable disease, tissue trauma, neurologic dysfunction, or musculoskeletal dysfunction. (Nursing Judgment)

SLO3.  Integrate principles of management and delegation when providing safe, quality nursing care for patient’s experiencing 
infectious and communicable diseases, tissue trauma, neurological dysfunction, and musculoskeletal dysfunction. 
(Nursing Judgment)

SLO4.  Apply standards of nursing practice to generate strategies to address ethical and legal matters when caring for 
patients with infectious and communicable diseases, tissue trauma, neurological dysfunction, and musculoskeletal 
dysfunction. (Professional Identity)

SLO5.  Apply principles of leadership and interprofessional collaboration when managing care of patients experiencing 
infectious and communicable disease, tissue trauma, neurologic dysfunction, or musculoskeletal dysfunction. 
(Professional Identity)

SLO6.  Incorporate evidence-based findings and technology into the provision of patient-centered nursing care for patients 
with infectious and communicable diseases, tissue trauma, neurological dysfunction, and musculoskeletal dysfunction. 
(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 

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 
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to receive assistive study aids, an amanuensis, 
or modification of an exam time to allow for the 
greatest access possible to taking an exam. Visit the 
Accessibility Office at Excelsior at www.excelsior.edu/
support-resources/accessibility-services, messaging 
acs@excelsior.edu or calling 1-844-427-4356 to learn 
more and request accommodations. 

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

9) Use the review questions, patient situation 
scenarios, and recommended web resources in 
the textbooks to help you assess your strengths 
and weaknesses. Review books and workbooks 
summarize important points but do not provide 
the depth that is required to learn new content. 
They are helpful to use as a review after you have 
studied. Similarly, NCLEX review books that include 
question-and-answer areas can help you to assess 
your test-taking ability but they should not be used 
as your primary method of study.

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

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

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

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

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

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

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

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

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

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

For example, the abbreviation RN is the standard 
term used in ECEs for someone fulfilling the role of a 
professional, registered nurse. However, a question in 
an exam on the professional development of nursing 
may show registered nurse (RN) spelled out because 
the context requires that usage. Similarly, a question 
on another exam may include reference to a nurse 
manager or a nurse colleague instead of RN, depending 
upon the situation.

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

Other examples of interchangeability include patient, 
the ECE term of choice for denoting the person who 
receives health care. However, in some questions, 
it may be appropriate to use client or resident if 
the situation takes place in a setting other than an 
acute care health facility. In still another example 
from the Reproductive Health ECE, woman may be 
used interchangeably with the term patient, even 
within the same item. Using terms interchangeably 
depends on the context of an item and whether the 
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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. and Rosenthal, L. (2019). Lehne’s Pharmacology for Nursing Care (10th ed.). Saunders.

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

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

Silbert-Flagg, J. & Pillitteri, A. (2018). Maternal and Child Health Nursing (8th ed.). Philadelphia, PA: Wolters 
Kluwer.

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 3 exam.

https://www.excelsior.edu/policy/student-participation-policy-for-online-courses/
https://www.excelsior.edu/policy/student-participation-policy-for-online-courses/
http://www.excelsior.edu/nursing
http://libguides.excelsior.edu.vlib.excelsior.edu/life-span-3
http://libguides.excelsior.edu.vlib.excelsior.edu/life-span-3
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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: 
Thinking, doing, and caring. (2nd ed.). Philadelphia; F. A. Davis, Company.

https://ebookcentral.proquest.com/lib/excelsior-ebooks/detail.action?docID=5217522
https://ebookcentral.proquest.com


The examples provided in the content outline are 

not intended to be comprehensive. Use the required 

readings for wide-ranging, current information.
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 I.  Infectious and Communicable Disease 

25 percent of exam  

REQUIRED READINGS 

Burchum, J. R., & Rosenthal, L.D. (2016). Lehne’s 
pharmacology for nursing care (9th ed.)

Chapter 68: Childhood Immunizations

Chapter 84: Drugs that weaken Bacterial Cell Wall I

Chapter 85: Drugs that weaken Bacterial cell II

Chapter 86: Bacteriostatic Inhibitors of Protein 
Synthesis

Chapter 88: Sulfonamides and Trimethoprim

Chapter 89: Drug therapy of Urinary Tract Infections

Chapter 90: Antimycobacterial agents

Chapter 91: Miscellaneous Antibacterial Drugs: 
Fluoroquinolones, Metronidazole, Daptomycin, 
Rifampin, Rifaximin, Bacitracin, and Polymyxins

Chapter 92: Anti-fungal agents

Chapter 93: Antiviral agents 1

Chapter 94: Antiviral agents II

Chapter 95: Drug Therapy for STD

Chapter 97: Anthelmintics

Chapter 98: Antiprotozoal Drugs I

Chapter 99: Antiprotozoal Drugs II

Chapter 100: Ectoparasiticides

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

Chapter 3: Critical Thinking, Ethical Decision Making, 
and the Nursing Process

Chapter 14: Shock and Multi Organ Dysfunction 
Syndrome (sections on Overview of Shock, Stages 
of Shock, General Management Strategies, and 
Septic Shock)

Chapter 23: Management of Patients With Chest and 
Lower Respiratory Tract Disorders (section on 
pulmonary tuberculosis)

Chapter 36: Management of patients with immune 
deficiency disorders

Chapter 49: Assessment and Management of patients 
With Hepatic Disorders (sections on Viral 
Hepatitis, Hepatitis A, B, and C, and Nonviral 
Hepatitis)

Content Outline

The major content areas on the Health Differences Across the Life Span 3 examination and the 
percent of the examination devoted to each content area are listed below.

Content Area
Percent of the 
Examination

 I.  Infectious and Communicable 
Disease 25%

 II. Tissue Trauma 25%

 III. Neurological Dysfunction 25%

 IV.  Musculoskeletal Dysfunction 25%

Total 100%

Cognitive Activity
Percent of the 
Examination

 I. Knowledge
0–5%

 II. Comprehension

 III.  Application and Higher-Level 
Abilities

95–100%

Total 100%



12 594/AB

Chapter 55: Management of Patients with Urinary 
Disorders (section on Infections of the Urinary 
Tract)

Chapter 61: Management of Patients with 
Dermatologic Disorders (section on “Infectious 
Dermatoses”) 

Chapter 63: Assessment and Management of Patients 
with Eye and Vision Disorders (section on 
Infectious and Inflammatory Conditions)

Chapter 69: Management of Patients with Neurologic 
Infections, Autoimmune Disorders, and 
Neuropathies (section on Infectious Neurologic 
Disorders)

Chapter 71: Management of Patients with Infectious 
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 (8th ed.)

Chapter 34: Child Health Assessment (sections 
on Immunizations and Concluding a Health 
Assessment)

Chapter 40: Nursing Care of a Family When a 
Child has a Respiratory Disorder (sections on 
Disorders of the Upper Respiratory Tract: Acute 
Nasopharyngitis to Croup and sections on 
Disorders of the Lower Respiratory Tract: Influenza 
and Tuberculosis)

Chapter 42: Nursing Care of a Family When a Child 
has an Immune Disorder

Chapter 43: Nursing Care of a Family When a Child 
has an Infectious Disorder

Chapter 45: Nursing Care of a Family When a Child 
has a Gastrointestinal Disorder (section on 
Diarrhea and Hepatitis)

Chapter 50: Nursing Care of a Family When a Child 
has Vision or Hearing Disorder (table on Infectious 
and Inflammatory Eye Disorders)

Chapter 51: Nursing Care of a Family When a Child 
has a Musculoskeletal Disorder (section on 
Infectious and Inflammatory Disorders of the 
Bones and Joints)

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. Modes of transmission and associated 
infections

1. Contact-direct and indirect (for 
example: Human Immunodeficiency 
Virus (HIV)/Acquired Immunodeficiency 
Syndrome [AIDS]; Hepatitis B and 
C]; Infectious Mononucleosis; 
Conjunctivitis; Staphylococcal 
infections [Skin infections]; Hepatitis 
A and E; Salmonella [food poisoning]; 
Shigellosis [dysentery]; and Giardia.

2. Droplet nuclei (for example: Influenza; 
Rubella [German measles]; Pharyngitis; 
Bronchiolitis; Streptococcal Pneumonia, 
Pharyngitis; Respiratory Syncytial Virus 
[RSV]); Meningitis; and Severe Acute 
Respiratory Syndrome [SARS]).

3. Airborne (for example: Tuberculosis 
[TB]; Varicella [chicken pox and herpes 
zoster]; Rubeola [measles]).

4. Hospital and Community Acquired 
Infections (for example: Pneumonia, 
Clostridium difficile [C-Diff]; Methicillin 
Resistant Staph Aureus [MRSA]; 
Vancomycin Resistant Enterococcus 
[VRE], Catheter Associated Urinary 
Tract Infection [CAUTI]; Central Line 
Associated Bloodstream Infection 
[CLABSI]).

5. Other and Emerging Infections (for 
example: Lyme disease; Ebola Virus, 
Zika virus).

6. Complications of infection (such 
as Sepsis; Systemic Inflammatory 
Response Syndrome [SIRS], Septic 
Shock; drug resistant infections such 
as Methicillin-Resistant Staphylococcus 
Aureus [MRSA] and Multi-Drug 
Resistance for TB).

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

http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456115&p=4022853
http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456115&p=4022853
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1. Assessment: a 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; previous 
exposure to causative agents; 
immunization status; perform 
medication reconciliation; living 
and working conditions [crowded 
living environments, prisons’, long 
term care facilities]; recent travel; 
occupation; sanitation; exposure to 
crowds).  

b. Conduct focused assessment 
related to signs and symptoms 
of infectious disease (for 
example: alteration in vital signs; 
pain assessment; skin lesions 
associated with AIDS [Kaposi 
Sarcoma]; “bulls eye” associated 
with Lyme Disease; bloody/
frothy sputum; night sweats 
and weight loss associated with 
Tuberculosis; nasal flaring and/
or sternal retractions for the child 
with pneumonia; neurological 
assessment for the child 
experiencing bacterial meningitis 
[orientation, papillary response, 
motor response, response to 
noxious stimuli]).

c. Assess for the presence 
of potential complications 
(for example: pneumonia; 
cytomegalovirus and candidiasis 
[HIV/AIDS]; liver failure, cirrhosis 
and hepatic encephalopathy 
[hepatitis]; respiratory failure; 
dehydration and perforation 
[inflammatory bowel disease]; 
increased intracranial pressure 
[meningitis]).

d. Assess the patient’s and significant 
other’s readiness for self-care, 
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; and 
the relationship between high-risk 
behaviors and infectious disease).

e. Review laboratory and other 
diagnostic data. Recognize critical 
values and when to collaborate 
with appropriate members of the 
health care team. (for example: 
Complete Blood Count [CBC]; 
Rubella titers; Sputum for Acid-Fast 
Bacilli [TB]; Culture and Sensitivity 
reports [blood, urine, and sputum]; 
Mantoux TB Skin Test, Quanti-
FERON-TB Gold results [TB]; 
Erythrocyte Sedimentation Rate 
[inflammatory bowel disease], EIA[ 
for HIV], viral load and PCR [for 
HIV], CD4/CD8 [for HIV], Presence 
of Serum Hepatitis (B), stool 
samples [C-diff] and Chest X-Rays).

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

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

b. Analyze and synthesize data for 
patterns and cues to identify 
nursing diagnosis using NANDA-I 
classification system (for example: 
Risk for Infection; Impaired Skin 
Integrity; Readiness for Enhanced 
Comfort, Impaired Comfort, and 
Dysfunctional Gastrointestinal 
Motility).
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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: 
the 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).

b. Establish expected outcomes 
and include a time frame for 
achievement of the outcome (for 
example: patient will be afebrile 
within 2 hours; patient will 
consume 60% of kosher diet at 
each meal; the patient will make 
a decision regarding treatment 
option by the end of the teaching 
session).

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; Centers for Disease Control 
and Prevention [CDC] guidelines 
for hand hygiene, donning/doffing 
personal protective equipment, 
and appropriate tiers of isolation 
precautions; Agency for Healthcare 
Research and Quality [AHRQ] 
guidelines on ending healthcare 
acquired infections; Joint 
Commission National Patient 
Safety Goals to reduce the risk of 
healthcare associated infections, 
improve antibiotic prescribing 
practices in hospitals and Foley 
catheter associated urinary tract 
infections [CAUTI]; Institute of 
Healthcare Improvement [IHI] the 
use of “bundles” such as Severe 
Sepsis Bundle and the Central Line 
Associated Bloodstream Infection 
[CLABSI] Bundle.  

d. Integrate ethical and legal 
implications (for example: practice 
in accordance with ANA Code of 
Ethics, maintain confidentiality; 
recognizing ethical dilemmas and 
advocating for patient wishes; 
using appropriate interpreters to 
enhance patient communication 
and understanding report 
communicable infections required 
by law; mandatory immunization 
schedules for school-aged 
children).

4. Implementation: the 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; 
establish reasonable expectations 
with the patient; Identify external 
factor interfering with the patient’s 
recovery-stressors [the inability to 
work, ability to afford medications 
and maintain the therapeutic 
regime]).

b. Prevent the spread of infection (for 
example: standard precautions; 
transmission-based precautions 
[airborne, droplet and contact], 
personal protective equipment; 
protective barrier techniques; 
evaluate staff members application 
of infection control; environmental 
considerations; protocol for 
reportable diseases; current 
research for isolating patients with 
MRSA).

c. Promote, maintain, and/or restore 
the patient’s physiological and 
psychosocial functioning (for 
example: manage fluid and 
electrolyte imbalance; identify and 
manage skin impairment; manage 
fatigue; make dietary adjustments; 
address comfort needs; consider 
complementary therapy).

d. Manage potential complications 
(for example: promptly notify 
physician of change in patients 
condition; call the rapid response 
team; call a code blue; maintain 
oxygenation [apply/increase 
oxygen]; obtain necessary lab 
work; maintain hydration; maintain 
oxygenation, elevation of the 
head of the bed to 90 degrees, 
neutral head alignment and the 
administration of osmotic diuretics 
for increased intracranial pressure; 
transfer patient to a higher level 
of care; prepare patient for 
emergency surgery).

e. 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 drip 
rates for intravenous anti-
infective therapy; calculate drug 
dosages for children according 
to body weight; administer anti-
infective medications such 
as antibacterials, antifungals, 
antivirals; administer medications 
to relieve signs and symptoms 
associated with infectious disease 
i.e., anti-inflammatory agents, 
antipyretics, antidiarrheal agents 
for side effect of antibiotics; 
monitor patient’s response to 
administration of medications 
such as therapeutic, adverse, 
side effects; assess and monitor 
intravenous insertion therapy 
and maintenance of insertion 
site for peripheral and central 
lines; use an infusion pump to 
administer high-risk medications 
such as Vancomycin, Amphotericin 
B; document administered 
medications in the Electronic 
Medical Record [EMR]).
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f. Educate patient about disease 
management including the 
personal factors contributing to 
the health problem. Incorporate 
related areas such as medication 
regimen, procedures, treatments, 
and diagnostic tests. (for example: 
the role of culture and sensitivity 
reports in determining appropriate 
antibiotics; provide instruction 
about hygienic practices; 
emphasize the need to avoid 
sharing of razors, toothbrushes, 
drinking devices to prevent 
transmission of blood borne 
and body fluid diseases; provide 
information to address high risk 
behaviors and their consequences 
[unsafe sexual practices]; life style 
choices; teach the patient about 
the need for proper nutrition; teach 
parents about the need to obtain 
immunization for their child/family; 
teach parents/caregivers about the 
importance of rest and hydrations 
for a child with pharyngitis; teach 
about medication adherence, 
diet modifications to improve 
impaired nutrition, the importance 
of rest, infection prevention 
[proper disposal of secretions for 
the patient with TB]; advise the 
patient with hepatitis about over 
the counter [OTC] medications that 
may increase risk for further liver 
involvement, i.e., Acetaminophen; 
teach parents/caregivers about 
safety precautions if child develops 
paresthesia from anti-retroviral 
medications). 

g. Promote continuity of care (for 
example: conduct patient/
family education; act as a 
patient advocate; recognize 
RN leadership role; identify the 
need for referrals [PT, OT, RT] 
and follow through with obtaining 
required orders; collaborate with 
members of the inter-professional 
health care team; activate rapid 
response team when appropriate; 
discharge planning [working with 
Case Manager to identify home 
care needs]; identify community 
resources with patient such as 
support groups, shelters, clinics; ; 
assist patients to identify reliable 
online chat rooms and support 
groups assess whether parents/
caregivers require follow up care 
for child at home).

h. 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 in a 
patient(s) condition without delay; 
evaluate effectiveness of patient 
care provided by other members 
of the health care team; did the 
LPN/LVN encourage the amount 
of the patient’s fluid intake? 
determine whether infection 
control techniques were applied 
correctly and consistently; 
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.
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a. Evaluate patient response to 
attainment of the expected 
outcomes (for example: was the 
patient’s urine output greater 
than 30mL/hr?, infant’s ability 
to consume formula feedings; 
decrease in wound drainage; 
decrease in pain of skin lesion 
for herpes zoster; effects of 
antipyretic medication; alterations 
in the patient’s condition; 
patient verbalizes the intention 
to practice safe sex; patient 
verbalizes knowledge of the 
mode of transmission; patient 
with tuberculosis adheres to the 
medication regimen; infection 
resolving following administration 
of antiviral medications; the child 
experiencing meningitis will state 
pain is manageable and shows no 
signs of facial grimacing).

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 systemic 
infection and develops tachycardia; 
reassign members of the health 
care team when there is a change 
in the patient’s condition; provide 
additional diversional activities 
for the child with varicella who is 
experiencing increasing pruritus; 
intervene when observing 
insensitivity/bias of care givers 
when caring for challenging 
patients, or whose life style is 
different, and/or who are non-
adherent with treatment plan).

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).

 II.  Tissue Trauma  

25 percent of exam

REQUIRED READINGS

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

Chapter 26: Local Anesthetic

Chapter 27: General Anesthetic

Chapter 28: Opoid Analgesics

Chapter 71: Cyclooxygenase Inhibitors: Nonsteroidal 
anti-inflammatory drugs and acetaminophen

Chapter 78: Drugs for Peptic Ulcer disease

Chapter 88: Sulfonamides and Trimethoprim (section 
on Sulfonamide Preparations)

Chapter 109: Management of Poisoning

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

Chapter 3: Critical Thinking, Ethical Decision Making, 
and the Nursing Process

Chapter 17: Preoperative Nursing Management

Chapter 18: Intraoperative Nursing Management

Chapter 19: Postoperative Nursing Management

Chapter 40: Musculoskeletal Care Modalities (section 
on The Patient Undergoing Orthopedic Surgery)

TEST YOUR KNOWLEDGE
Infection is the effect of a foreign organism in the 
body. Types of infection include: bacterial, fungal, viral, 
protozoan, parasitic, and prion disease. 

Other viral conditions include: Zika virus, human 
immunodeficiency virus, (HIV), hepatitis C, polio, 
influenza, Dengue fever, H1N1 swine flu and Ebola. 

Some things to consider: How would you protect 
yourself, your patient and others from transmission of 
infectious agents? 

What is the most effective strategy for preventing the 
transmission of infection? What are three categories 
of transmission based precautions? What are the 
ways in which disease can be transmitted? What 
other considerations should the RN be assessing when 
dealing with a patient with a communicable disease or 
infectious process?

These questions relate to EPSLO # 2 and SLO # 2 - 
Apply the nursing process to make nursing judgments, 
substantiated with evidence to provide safe, quality 
patient care across the lifespan (nursing judgement).
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Chapter 42: Management of Patients with 
Musculoskeletal Trauma (section on Fractures)

Chapter 45: Management of Patients with Oral and 
Esophageal Disorders (sections on Chemical 
Burns and  Gastrointestinal Reflux Disease)

Chapter 46: Management of Patients with Gastric and 
Duodenal Disorders (sections on Gastritis and 
Peptic Ulcer Disease)

Chapter 47: Management of Patients with Intestinal 
and Rectal Disorders (sections on Irritable Bowel 
Syndrome, Appendicitis, Diverticular Disease, and 
Inflammatory Bowel Disease)

Chapter 62: Management of Patients with Burn Injury

Chapter 72: Emergency Nursing (sections on 
Environmental Emergencies and Poisonings)

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 (8th ed.)

Chapter 37: Nursing Care of a Family When a Child 
Needs Diagnostic or Therapeutic Modalities

Chapter 45: Nursing Care of a Family When a Child 
has a Gastrointestinal Disorder (sections on 
Appendicitis and Inflammatory Bowel Disease: 
Ulcerative Colitis and Crohn Disease)

Chapter 51: Nursing Care of a Family When a Child 
has a Musculoskeletal Disorder (section on 
Disorders of Skeletal Structure)

Chapter 52: Nursing Care of a Family When a Child 
has an Unintentional Injury (section on Thermal 
Injuries, Poisoning, and Bites)

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 Types of tissue trauma

1. Unintentional

a. Physical and mechanical (for 
example: fractures). 

b. Thermal (for example: burns, 
frostbite).

c. Chemical (for example: ingested 
poisons and lead poisoning).

2. Intentional

a. Surgical intervention: select 
surgical procedures (for example: 
tonsillectomy; appendectomy; 
cholecystectomy; exploratory 
laparotomy; gastrectomy; 
ileostomy; colostomy; and bariatric 
procedures).

3. Gastrointestinal Inflammatory Disorders 
(for example: appendicitis; inflammatory 
bowel disease [Crohn’s disease, 
ulcerative colitis], diverticulitis; gastritis; 
peptic ulcers; gastroesophageal reflux 
disease [GERD]).

4. Treatment Modalities (for example: 
peri-operative care [pre-operative care 
and teaching, pre-op medications; 
intra-operative care including patient 
positioning; role of the RN; post-
operative care including PACU and 
recovery from anesthesia; pain 
management; wound care; physical 
activity; dietary modifications]; 
pharmacologic therapy such as narcotic 
analgesics, anesthesia).

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

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

http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456115&p=4022855
http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456115&p=4022855
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a. Conduct a patient-centered health 
history including patient’s reaction 
to illness (for example: mechanism 
of injury; age; developmental 
level; life style choices; high risk 
behaviors; patient preferences; 
values; personal needs; ask 
about subjective symptoms; 
understanding of surgical 
procedure; nutritional status; past 
illnesses; family history; allergies; 
previous exposure to causative 
agents; perform medication 
reconciliation; living and working 
conditions [lead based paints]; 
occupation).

b. Conduct a focused assessment 
related to signs and symptoms 
of tissue trauma (for 
example: alteration in vital 
signs; oxygenation; level of 
consciousness; surgical incisions; 
surgical dressings; surgical drains 
and drainage; wounds; drainage 
from wounds; description and 
location of burn [redness, blisters, 
edema, weeping of fluid, charring, 
and sloughing of skin], determining 
the severity of the burn [depth, 
location, percentage of body [Rule 
of Nines, Lund Brower Method]; 
fractures [deformity, open or closed 
fracture, compartment syndrome]).

c. Assess for the presence of 
potential complications (for 
example: surgical complications 
[surgical site infection, dehiscence, 
evisceration, hemorrhage, shock, 
thrombophlebitis, pulmonary 
embolus, pneumonia, atelectasis, 
hematoma, and an anastomotic 
leak [gastric bypass surgery]; 
intraoperative complications 
[anesthesia awareness, 
nausea, vomiting, anaphylaxis, 
hypoxia, hypothermia, malignant 
hyperthermia]; orthopedic and 
burn complications [compartment 
syndrome, infection, and sepsis]; 
decreased level of consciousness 
in child experiencing lead 
poisoning).

d. Assess the patient’s and 
significant other’s readiness for 
self-care, teaching and learning 
(for example determine barriers 
to learning, learning preferences, 
verify the patients understanding 
of the disease along with the 
diagnostic tests and procedures 
used in conjunction with the 
disease; pre-operative, post-
operative, and discharge 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: Complete Blood Count 
[CBC]; Coagulation Studies [PT/
PTT, INR, Fibrinogen]; Serum 
electrolytes [Na, K+, Cl, Glucose, 
Ca+, BUN, Creatinine]; Liver 
Function Studies [ALS, AST]; 
Arterial Blood Gases [pH, PO2, 
PCO2, HCO3, O2 Saturation]; 
Pulse Oximetry; Chest X-Ray; CT 
Scan; MRI; X-Rays; Ultrasound; 
Endoscopy; Colonoscopy; 
Proctosigmoidoscopy).

2. Diagnosis: the identification and 
prioritization of patient problems, 
labeled as nursing diagnoses, based 
upon the analysis of the 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 Tissue Integrity; Impaired 
Skin integrity; Impaired Gas 
Exchange; Impaired Physical 
Mobility; Deficient Fluid Volume; 
Dysfunctional Gastrointestinal 
Motility; Acute Pain; Impaired 
Comfort; and Disturbed Body 
Image).
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c. Set priorities based assessment 
and patient needs (for example: 
Maslow’s Hierarchy of Needs).

3. Outcome Identification and Planning: 
the 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).

b. Establish expected outcomes 
and include a time frame for 
achievement of the outcome (for 
example: the patient will maintain 
oxygen saturation greater than 
98% after interventions; the post 
operative patient will have a urine 
output greater than 30mL/hour 
after the interventions). 

c. Use established nursing 
standards, protocols, and evidence-
based findings to move the patient 
towards the expected outcomes 
(for example: ANA Standards of 
Professional Nursing Practice; 
State Nurse Practice Acts; Centers 
for Disease Control and Prevention 
[CDC]; Joint Commission National 
Patient Safety Goals; Surgical 
Complications Improvement Project 
[SCIP]).

d. Integrate ethical and legal 
implications (for example: 
practice in accordance with ANA 
Code of Ethics, maintain patient 
confidentiality; recognizing ethical 
dilemmas and advocating for 
patient wishes; appropriate use 
of interpreters to enhance patient 
communication and understanding 
[use of bilingual consents, 
teaching]). 

4. Implementation: the 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 other 
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 return to work for a 
period of time]. 

b. Promote, maintain, and/or restore 
the patient’s physiological and 
psychosocial functioning (for 
example: intra-operative care 
[maintaining surgical asepsis; 
awareness of risk of latex allergy; 
proper patient positioning; 
identification management of 
fluid and electrolyte imbalance; 
manage pain and comfort [pain 
medication, guided imagery, 
distraction, massage, therapeutic 
touch]; manage vital signs; wound 
care [burn treatments, pressure 
dressings, wet-to-moist dressings, 
skin grafts]; use non-adherent 
roller gauze to secure dressings 
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for child’s sensitive skin; monitor 
intake and output; respiratory 
management [O2, coughing and 
deep breathing exercises, use of 
incentive spirometer, importance of 
early ambulation]; manage stoma 
care; monitor vital signs prior to 
the administration of narcotics; 
monitor glucose levels for the 
patient receiving corticosteroids; 
monitor blood lead levels [serum 
ferritin]; manage surgical drains 
and devices).

c. Management of potential 
complications (for example: 
promptly notify physician of 
changes in patient condition; 
call the rapid response team; 
call a code blue; maintain 
oxygenation; obtain necessary 
lab work; obtain wound culture 
for surgical site infection; 
administer packed red blood 
cells to the patient experiencing 
hemorrhage; administer fluids to 
the patient experiencing shock; 
administer anticoagulants and 
maintain oxygenation for the 
patient experiencing a pulmonary 
embolus; encourage coughing 
and deep breathing exercises, 
use of incentive spirometer, 
and early ambulation for the 
patient experiencing atelectasis; 
maintain limb elevation for the 
patient experiencing compartment 
syndrome; transfer to a higher 
level of care; prepare patient for 
emergency surgery). 

d. Administer prescribed 
medications and intravenous 
therapy (for example: perform 
medication reconciliation; 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 drug 
dosages for children according 
to body weight; calculate dosage 
for medication administration; 
administer antibiotics; administer 
medication to relieve pain and 

inflammation [narcotic, non-
steroidal anti-inflammatory drugs 
[NSAIDS]; methods to assist 
pediatric patients to consume 
oral medications; patient 
controlled analgesia [PCA]; 
monitor lead levels in children 
who are receiving chelating 
agents; corticosteroids; narcotic 
antagonists; antacids; antiemetics; 
antihistamines; anticholinergics; 
wound debriding agents [burns]; 
histamine-2 blockers; protein 
pump inhibitors; the use of 
conscious sedation [Midazolam, 
Propofol] for patient experiencing 
a colonoscopy, endoscopy, and/or 
proctosigmoidoscopy). 

e. Educate patient about disease 
management including the 
personal factors contributing to 
the health problem. Incorporate 
related areas such as medication 
regimen, procedures, treatments, 
and diagnostic tests (for 
example: describe and teach 
about endoscopic procedures; 
pre-operative and post-operative 
teaching; teach patient about 
diets to manage inflammatory 
bowel diseases; teach patient how 
to manage dumping syndrome; 
refer the patient to an appropriate 
self-help group or postsurgical 
support group; use therapeutic 
communication to encourage 
the patient to verbalize feelings 
regarding changes in body 
image; teach about safe home 
environment; medications).
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f. Promote continuity of care 
(for example: act as a patient 
advocate; reinforce patient/family  
education; recognize RN leadership 
role; identify the need for referrals 
[PT, OT, RT, rehabilitation] and 
follow through with obtaining 
required orders; collaborate with 
members of the interprofessional 
health care team; activate rapid 
response team when appropriate; 
discharge planning [working with 
Case Manager to identify home 
care needs]; identify community 
resources with patient such as 
support groups [burn victims, 
obesity, amputees] shelters, and 
clinics; assist patients to identify 
reliable online chat rooms and 
support groups).

g. Assign, supervise, and 
communicate patient care needs 
to members of the nursing care 
team: RN, LPN/LVN, unlicensed 
assistive personnel [UAP] (for 
example: assign LPN/LVN to 
monitor vital signs in the early 
postoperative patient, assign LPN/
LVN to change a burn dressing 
using surgical asepsis; validate 
ability to implement assigned 
tasks according to established 
guidelines determine whether the 
unlicensed assistive personnel 
reported patient’s condition 
as instructed; intervene when 
observing insensitivity/bias of care 
givers when caring for challenging 
patients or non-adherent with 
treatment plan; utilize lift team 
for turning, positioning, and 
ambulating gastric bypass patient; 
use standardized tools for hand-off 
communication [SBAR]). 

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

a. Evaluate patient response to 
attainment of the expected 
outcomes (for example: was the 
patient’s urine output greater than 
30mL/hr?; is there decrease in 
wound drainage? decrease in pain 
of patient with burns; alterations 
in the patient’s condition, patient 
verbalizes knowledge and 
understanding of ostomy care, the 
patient experiencing a gastrectomy 
can state the reasons for small 
frequent meals).

b. Revise the patient’s plan of care 
based on new or additional patient 
data (for example: increase the 
frequency of assessment for the 
burn patient who is hypotensive; 
reassign members of the health 
care team when there is a change 
in the patient’s condition; identify 
new diversions through the use 
of technology for a hospitalized 
teenager; intervene when 
observing insensitivity/bias of care 
givers when caring for challenging 
patients or non-adherent with 
treatment plan).

c. Consider areas for quality 
improvement (for example: 
use evidence-based findings 
such as QSEN competencies to 
improve performance; process for 
addressing errors; actions taken to 
prevent future errors; adequacy of 
policies and procedures; evaluating 
that sterile or aseptic technique is 
correctly performed).
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 III.  Neurological Dysfunction  

25 percent of exam

REQUIRED READINGS

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

Chapter 21: Drugs for Parkinsons

Chapter 23: Drugs for Multiple Sclerosis

Chapter 24: Drugs for Epilepsy

Chapter 25: Drugs for Muscle Spasm and spasticity

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

Chapter 3: Critical Thinking, Ethical Decision Making, 
and the Nursing Process

Chapter 65: Assessment of Neurologic Function

Chapter 66: Management of Patients with Neurologic 
Dysfunction

Chapter 67: Management of Patients with 
Cerebrovascular Disorders

Chapter 68: Management of Patients with Neurologic 
Trauma

Chapter 69: Management of Patients with Neurologic 
Infections, Autoimmune Disorders, and 
Neuropathies (section on Autoimmune Processes)

Chapter 70: Management of Patients with Oncologic 
or Degenerative Neurologic Disorders (section on 
Degenerative 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 5th 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 (8th ed.)

Chapter 27: Nursing Care of the Child Born with a 
Physical or Developmental Challenge (section on 
Hydrocephalus)

Chapter 49: Nursing Care of a Family When a Child 
has a Neurologic Disorder

Chapter 52: Nursing Care of a Family When a Child 
has an Unintentional Injury (beginning of chapter 
up to the section on Abdominal Trauma, and 
section on Glasgow Coma Scale)

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 Neurological Dysfunction

1. Degenerative conditions (for example: 
multiple sclerosis; Parkinson’s disease; 
myasthenia gravis; Huntington’s 
disease; amyotrophic lateral sclerosis 
[ALS]).

2. Conditions of altered neurological 
pathways (for example: seizure 
disorders; head injuries; hydrocephalus; 
spinal cord injuries; cerebrovascular 
accidents [CVAs/ brain attacks/
ischemic and hemorrhagic strokes]; 
Guillain-Barré syndrome).

TEST YOUR KNOWLEDGE
Tissue Trauma: Tissue trauma can occur both as 
unplanned (burns, impact injuries, fractures, frostbite, 
poisons both ingested and topical) and planned 
(surgical and procedural intervention). 

Can you as the RN identify the signs and symptoms of 
soft tissue injuries? What are some examples of soft 
tissue injury that you can think of?

What is the expected length of time for a soft tissue 
incision to heal after a surgical intervention? How long 
for a surgical intervention on bone to be expected to 
heal?

For non-surgical soft tissue injuries, how long does it 
take to recover?

What are the first signs of sepsis?

These questions relate to EPSLO # 2 and SLO # 2 - 
Apply the nursing process to make nursing judgments, 
substantiated with evidence to provide safe, quality 
patient care across the lifespan (nursing judgement).

http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456115&p=4022856
http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456115&p=4022856
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3. Treatment modalities (for example: 
surgical and invasive procedures 
such as craniotomy, laminectomy, 
carotid endarterectomy; halo traction, 
monitoring increased intracranial 
pressure and cerebral edema 
(ventriculostomy drainage catheter or 
fiber optic monitor); pharmacologic 
therapy such as analgesics; 
anticholinergics; corticosteroids and 
hormones (vasopressin); osmotic 
diuretics such as mannitol or hypertonic 
3% saline; loop diuretics; barbiturates 
agents, thrombolytic agents (Alteplase 
Activase, t-PA); anticonvulsants and 
vagus nerve stimulator; anti-Parkinson’s 
medications (dopaminergics, dopamine 
agonists; anticholinergics; disease-
modifying therapy for MS).

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

1. Assessment: the 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:, 
age; developmental level; life 
style choices (inactivity, high risk 
behaviors (smoking, drug and 
alcohol use, driving with poor 
vision); patient preferences; 
values; personal needs; ask about 
onset of symptoms, precipitating 
factors (stress, emotional upset, 
drug toxicity); common and 
subjective symptoms (visual 
disturbances, vertigo, headache, 
difficulty with speech, inability 
to read or write, alteration in 
memory, motor function, balance 
or coordination); nutritional status; 
past illnesses; family history of 
genetic diseases and or congenital 
abnormalities; achievement 
of developmental milestones; 
performance in school; trauma or 
falls; allergies; previous, perform 
medication reconciliation).

b. Conduct a focused assessment 
related to signs and symptoms 
of neurologic dysfunction (for 
example: alteration in vital signs; 
level of consciousness; Glasgow 
Coma Scale [assess cognitive 
function-orientation to person, 
place and time, speech (aphasia), 
motor function (strength, symmetry, 
voluntary and involuntary 
movement, movement in response 
to painful stimuli or abnormal 
posturing or nuchal rigidity)]; 
balance, gait, coordination, tactile 
sensation (numbness, tingling); 
position sense and reflexes; 
cranial nerve function (pupil 
reaction, swallowing ability and gag 
reflex); dysphagia; Battle’s sign). 

c. Assess for the presence 
of potential complications 
[collaborative problems] (for 
example; aspiration; respiratory 
distress; autonomic dysreflexia; 
increased intracranial pressure; 
lethargy, change in purposeful 
movements to decerebrate or 
decorticate posturing; cerebral 
herniation [Cushing’s triad, vertigo, 
vomiting, headache, and behavioral 
changes such as restlessness]; 
in the case of trauma, leakage 
of CSF fluid, rhinorrhea and/or 
otorrhea; tremors and convulsive 
movements; seizures; status 
epilepticus; neurogenic shock; 
re-bleeding; shunt obstruction for 
the child with hydrocephalus; skin 
breakdown and pressure ulcers in 
the child with spinal cord injury; 
infection; alterations in fluid and 
electrolytes such as hyponatremia; 
thrombophlebitis). 
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d. Assess the patient’s and 
significant other’s readiness for 
self-care, teaching and learning 
(for example: determine barriers 
to learning; learning preferences; 
verify the patients understanding 
of the disease along with the 
diagnostic tests, procedures, 
surgeries and measures to 
prevent complications [such as 
preventing urinary retention or 
promoting bowel elimination used 
in conjunction with the disease]; 
pre-operative, post-operative, and 
discharge teaching and referrals 
to rehabilitation, physical and 
occupational therapy. 

e. Review laboratory and other 
diagnostic data. Recognize critical 
values and when to collaborate 
with appropriate members 
of the health care team (for 
example: Coagulation Studies 
[PT/PTT, INR, Fibrinogen]; Serum 
electrolytes [Na, K+, Cl, Glucose, 
Ca+, BUN, Serum Ammonia and 
Liver Function Tests, Creatinine; 
hyperlipidemia (LDL, HDL, Total 
Cholesterol),alcohol and drug 
screens; arterial blood gases 
and pulse oximetry; X-rays, CT 
Scan; MRI; Cerebral Angiography; 
Ultrasound (Carotid Flow Studies 
and Transcranial Doppler), 
Positron Emission Tomography, 
Cerebral Angiography, EEG, Lumbar 
Puncture, cerebral spinal fluid 
analysis, cultures and sensitivity; 
swallow evaluation) Employ age 
appropriate techniques to assist in 
the assessment and collection of 
diagnostic data [use upright, head 
forward position with an infant 
when assisting with a lumbar 
puncture, ask questions that are 
age appropriate such as the name 
of a familiar object rather than 
their whole name).

2. Diagnosis: the identification and 
prioritization of patient problems, 
labeled as nursing diagnoses, based 
upon the analysis of the 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: Self-Care Deficit; 
Ineffective Thermoregulation; 
Impaired Verbal Communication; 
Disturbed Sensory Perception; 
Dysfunctional Gastrointestinal 
Motility; Sexual Dysfunction; 
Disturbed Body Image; Interrupted 
Family Processes; Readiness for 
Enhanced Self-Care; Readiness 
for Enhanced Knowledge; Risk 
for Aspiration; Risk for Disuse 
Syndrome; Risk for Autonomic 
Dysreflexia).

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: 
the 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 health promotion and 
maintenance as well as those 
directed at palliative care and end 
of life (living will), (for example: 
variations based on developmental 
level; culture; and personal 
preferences/values; patient’s 
medical history; influence on acute 
illness).
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b. Establish expected outcomes 
and include a time frame for 
achievement of the outcome 
(for example: the patient will 
demonstrate stable vital signs 
and respiratory patterns after 
interventions; the patient will 
demonstrate a score of 15 on 
the Glasgow Coma Scale after 
interventions). 

c. Use established nursing 
standards, protocols, and 
evidence-based findings to move 
the patient towards the expected 
outcomes (for example: ANA 
Standards of Professional Nursing 
Practice; State Nurse Practice 
Acts; Centers for Disease Control 
and Prevention [CDC]; American 
Heart Association Code Stroke; 
Joint Commission National Patient 
Safety Goals).

d. Integrate ethical and legal 
implications (for example: 
practice in accordance with ANA 
Code of Ethics, maintain patient 
confidentiality; recognizing ethical 
dilemmas and advocating for 
patient wishes; appropriate use 
of interpreters to enhance patient 
communication and understanding 
[use of bilingual consents, 
teaching and communication tools 
are available for patient use]). 

4. Implementation: the 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 other 
to cope with the health problem 
(for example: use therapeutic 
communication skills and 
communication tools; 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 return to work for a 
period of time, inability to achieve 
self-care, inability to eat or move 
freely]).

b. Promote, maintain, and/or restore 
the patient’s physiological and 
psychosocial functioning (for 
example: monitor and manage 
vital signs; neurological signs and 
use nursing judgment to identify 
the need for increased frequency; 
maintain airway; strictly monitor 
intake and output and restrict 
fluid, when ordered; provide 
oxygen management; manage skin 
care and frequent repositioning; 
manage and maintain proper body 
positioning and alignment (neutral 
head and neck position with head 
elevated 30 degrees); assist with 
positioning for lumbar puncture 
recognizing variations for pediatric 
patients; manage surgical drains 
and devices such as intracranial 
device(s); manage pain and 
discomfort comfort; promote 
adequate nutrition and elimination 
and provide and promote the 
use of assistive devices (eating, 
bathing and grooming, mobility and 
communication devices); reduce 
risk for injury during seizure by 
providing a safe environment).

c. Manage potential complications 
(for example: promptly notify 
physician of changes in patient 
condition; call the rapid response 
team; call a code blue; maintain 
oxygenation; obtain necessary 
laboratory work; respiratory failure; 
increased intracranial pressure; 
cerebral edema, bleeding; 
vasospasm; autonomic dysreflexia 
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[identify bowel and bladder 
triggering stimuli, administer 
antihypertensives; administer 
antispasmodics; and prevent 
hyperthermia]; prevent aspiration; 
prevent the complications of 
immobility in adults and children 
[pneumonia, thrombus formation, 
constipation, bladder retention, 
paralytic ileus and loss of motor 
function and decreased coping 
ability]).

d. Administer prescribed 
medications and intravenous 
therapy (for example: perform 
medication reconciliation; assess 
pertinent data prior to and after 
administration such as lab 
results; identify contraindications 
for medication administration 
including allergies; modifications 
related to the patient’s age 
and weight; calculate dosage 
for medication administration; 
administer anticonvulsants 
[hydantoins; barbiturates; 
benzodiazepines; anxiolytics], 
antihypertensives, administer 
medication to relieve edema 
[corticosteroids such as Solu-
Medrol]; administer medication 
to relieve pain [acetaminophen]; 
administer medication to relieve 
symptoms of Parkinson’s disease 
[dopaminergics-carbidopa/
levodopa]; dopamine agonists; 
anticholinergics; muscle relaxants; 
acetylcholinesterase inhibitors; 
interferon alpha; thrombolytic 
agents [Alteplase (Activase), t-PA, 
heparin, oral anticoagulants]; 
assess and monitor intravenous 
insertion therapy and maintenance 
of insertion site for peripheral 
and central lines; document 
administered medications in the 
Electronic Medical Record (EMR).

e. Educate patient about disease 
management including the purpose 
of procedures, treatments, and 
diagnostic tests (for example: 
describe, teach about diagnostic 
tests such as actions required 
before, during and after testing 

such as immobility, withholding 
of medications prior to an EEG; 
removal of all metal objects before 
an MRI test such as medication 
patches and the introduction of 
contrast media and allergies; 
sensations that may occur during 
testing and post lumbar puncture 
headache; pre-operative and post-
operative teaching about what to 
expect before and after surgery; 
teach patients methods to avoid 
increasing intracranial pressure 
such as avoiding coughing; teach 
patient about the purpose of 
medications and the expected 
results such dissipation of clots 
in thrombolytic therapy; the 
reduction of muscle spasms or 
tremors; teach patient how to 
manage assistive devices and 
implement swallowing techniques 
to avoid aspiration; teach patient 
and family about CVA risk factors 
and methods of prevention; 
teach patient self-care such as 
self- catheterization; the signs 
of shunt failure for the patient 
with hydrocephalus; refer the 
patient to an appropriate self-
help group or support group; use 
therapeutic communication to 
encourage the patient to verbalize 
feelings regarding changes in body 
image; teach about safe home 
environment; teach the patient and 
family about the progression of 
the illness; encourage the patient 
and family to participate in care; 
teach the patient with MS to plan 
rest periods; teach the patient and 
family about genetic predisposition 
and testing for the patient with the 
neurologic disorders [Huntington’s 
disease, Parkinson’s disease]).
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f.  Promote continuity of care 
(for example: act as a patient 
advocate; reinforce patient/family 
education; recognize RN leadership 
role; identify the need for referrals 
[PT, OT, RT, rehabilitation] and 
follow through with obtaining 
required orders; collaborate with 
members of the inter-professional 
health care team; activate rapid 
response team when appropriate; 
discharge planning [working with 
case manager and social worker to 
identify home care needs]; identify 
community resources with patient 
such as support groups [National 
Stroke Association, American 
Heart Association, Brain Injury 
Association, Epilepsy Foundation] 
shelters, and clinics;, teach the 
patient experiencing seizures to 
wear a medic alert identification; 
assist patients to identify reliable 
online chat rooms and support 
groups).

g. Assign, supervise, and 
communicate patient care needs 
to members of the nursing care 
team: RN LPN/LVN, unlicensed 
assistive personnel [UAP] (for 
example: assign UAP to turn and 
position patient with hemiparesis; 
reassign staff to meet patient’s 
nutritional needs when patient 
develops swallowing difficulties; 
validate ability to implement 
assigned tasks according to 
established guidelines). 

5. Evaluation: the plan of care is 
evaluated based on patient outcomes:

a. Evaluate patient response to 
attainment of the expected 
outcomes (for example: the patient 
with a head injury will maintain 
normal respiratory rate and 
rhythm and a normal neurologic 
signs and cerebral perfusion; 
patient verbalizes knowledge and 
understanding of care; the patient 
experiencing a seizures can state 
the presence of premonitory signs 
or aura; the patient experiencing 
a cerebral vascular accident will 
regain pre-illness motor function; 
the patient experiencing a brain 
injury will achieve the ability for 
self-care and independent decision 
making, feelings about loss of 
function are verbalized).

b. Revise the patient’s plan of care 
based on new or additional patient 
data (for example: complications 
such as increased intracranial 
pressure are recognized and 
responded to immediately; 
increase the frequency of 
neurological assessment for the 
head injury patient becoming 
restless; reassign members of the 
health care team when there is a 
change in the patient’s condition; 
provide nutritional support and 
supplemental feeding to maintain 
the patient’s weight; introduce 
relaxation therapy to reduce 
stress; observe for insensitivity 
of care givers when caring for 
challenging patients).
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c. Consider areas for quality 
improvement (for example: use 
evidence-based findings such as 
QSEN competencies to improve 
performance; process for 
addressing errors; actions taken to 
prevent future errors; adequacy of 
policies and procedures; evaluating 
the timely administration of 
medications; review process for 
respiratory precautions for child 
with seizures; provide staff 
education regarding proper head 
and neck alignment for the child 
with a ventral-peritoneal shunt or 
for patients with a spinal cord 
injury).

 

IV.  Musculoskeletal Dysfunction 

25 percent of exam

REQUIRED READINGS

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

Chapter 28: Opioid Analgesics

Chapter 71: Cyclooxygenase Inhibitors: Nonsteroidal 
anti-inflammatory drugs and acetaminophen

Chapter 73: Drug Therapy of Rheumatoid Arthritis

Chapter 74: Drug Therapy for Gout

Chapter 75: Drugs affecting calcium levels and Bone 
Mineralization

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

Chapter 3: Critical Thinking, Ethical Decision Making, 
and the Nursing Process

Chapter 38: Assessment and Management of Patients 
with Rheumatic Disorders

Chapter 39: Assessment of Musculoskeletal Function

Chapter 40: Musculoskeletal Care Modalities

Chapter 41: Management of Patients with 
Musculoskeletal Disorders (beginning of chapter 
up to the section on Musculoskeletal Infections)

Chapter 42: Management of Patients with 
Musculoskeletal Trauma

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

Use Mosby’s Guide to Nursing Diagnosis 5th 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 (8th ed.)

Chapter 51: Nursing Care of a Family When a Child 
has a Musculoskeletal Disorder (section on 
Disorders of the Skeletal Muscles)

Chapter 52: Nursing Care of a Family When a Child 
has an Unintentional Injury (section on Athletic 
Injuries)

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 Musculoskeletal 
Dysfunction

1. Rheumatic disorders (for example: 
rheumatoid arthritis; gout; juvenile 
rheumatoid arthritis).

2. Degenerative and age related 
disorders (for example: osteoarthritis; 
osteoporosis; ligament injuries [rotator 
cuff tears, epicondylitis, meniscal 
injuries]).

TEST YOUR KNOWLEDGE
Can you as the RN recognize and describe the signs and 
symptoms associated with neurological disorders? 

What are some examples that you can identify and 
describe?

Can you as the RN list the most common neurological 
disorders?

What are some common diagnostic testing modalities 
used to evaluate and diagnose neurological disorders?

The specific cause of neurological problems varies - can 
you identify some related links?

These questions relate to EPSLO # 2 and SLO # 2 - 
Apply the nursing process to make nursing judgments, 
substantiated with evidence to provide safe, quality 
patient care across the lifespan (nursing judgement).

http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456115&p=4022859
http://libguides.excelsior.edu.vlib.excelsior.edu/c.php?g=456115&p=4022859
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3. Autoimmune disorders (for example: 
systemic lupus erythematosus [SLE]; 
scleroderma).

4. Inherited disorders (muscular 
dystrophy; scoliosis). 

5. Conditions of musculoskeletal 
dysfunction (for example: Legg- Calvé-
Perthes disease; slipped femoral 
Epiphysis; herniated intervertebral 
disc).

6. Treatment modalities (for example: 
surgical and invasive procedures such 
as joint replacement [hip and knee 
arthroplasty]; amputation; external 
fixation devices; casting [extremity 
and Spica for children]; bracing; 
halo traction; spinal instrumentation 
for scoliosis; immobilization; 
pharmacologic therapy such as 
disease-modifying agents; anti- 
inflammatory agents [NSAIDs and 
corticosteroids]; analgesics). 

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

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

a. Conduct a patient-centered health 
history including patient’s reaction 
to illness (for example: age; 
developmental level; life style 
choices; patient preferences; 
values; personal needs; ask about 
subjective symptoms; nutritional 
status; debility from illness; 
past illnesses; family history; 
allergies; perform a medication 
reconciliation).

b. Conduct a focused assessment 
related to signs and symptoms of 
musculoskeletal dysfunction (for 
example: peripheral neurovascular 
assessment [distal pulses; 
capillary refill; temperature 
of extremities; response to 
tactile stimuli; motor function]; 
musculoskeletal assessment 
[presence or absence of 
abnormalities, level of mobility, 
pain with movement]; skin 
assessment [color changes of 
skin, integrity of skin, temperature 
of skin, and moisture of skin]; 
surgical incisions; dressings; 
drains; drainage from wounds; 
level of mobility, need of assistive 
devices [trapeze, walker, cane, 
crutches]; pain; comfort; 
interventions that relieve pain [for 
those with chronic illness]).

c. Assess for the presence of 
potential complications (for 
example: compartment syndrome; 
hematoma; hemorrhage; fat 
emboli syndrome; shock; 
venous thromboembolism; renal 
failure, pericarditis, and pleurisy 
[SLE]; heart failure, dysphasia, 
CREST syndrome [scleroderma]; 
prosthesis displacement, deep 
vein thrombosis, infection [total hip 
arthroplasty]).

d. Assess the patient’s and 
significant other’s readiness for 
self-care, teaching and learning 
(for example: ask questions to 
identify the patient’s specific 
learning need; what it the patient/
significant other’s preferred 
method of learning).

e. Review laboratory and other 
diagnostic data. Recognize critical 
values and when to collaborate 
with appropriate members of the 
health care team (For example: 
X-Rays; MRI; CT Scan; BUN; 
Creatinine; Erythrocyte Count; 
Erythrocyte Sedimentation Rate 
[ESR]; Hemoglobin/Hematocrit 
[H/H], WBC, Uric Acid, Rheumatoid 
Factor).
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2. Diagnosis: the identification and 
prioritization of patient problems, 
labeled as nursing diagnoses, based 
upon the analysis of the 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.

b. Analyze and synthesize data for 
patterns and cues to identify 
nursing diagnosis using NANDA-I 
classification system (for example: 
Acute Pain; Chronic Pain; Fatigue; 
Disturbed Body Image; Ineffective 
Coping; Impaired Physical Mobility; 
Impaired Transfer Ability).

c. Set priority based assessment 
and patient needs (for example: 
Maslow’s Hierarchy of Needs).

3. Outcome Identification and Planning: 
the 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 health promotion and 
maintenance as well as those 
directed at palliative care and end 
of life. (for example: variations 
based on developmental level; 
culture; and personal preferences/
values; patient’s medical history 
influence on acute illness).

b. Establish expected outcomes 
and include a time frame for 
achievement of the outcome (for 
example: a child experiencing 
juvenile rheumatoid arthritis 
will rate pain as a 2 or less 
on the FACES pain scale after 
interventions).

c. Use established nursing 
standards, protocols, and evidence-
based findings to move the patient 
towards the expected outcomes 
(for example: ANA Standards of 
Professional Nursing Practice; 
State Nurse Practice Acts; Centers 
for Disease Control and Prevention 
[CDC]; Joint Commission National 
Patient Safety Goals; Surgical 
Complications Improvement Project 
[SCIP]).

d. Integrate ethical and legal 
implications (for example: 
practice in accordance with ANA 
Code of Ethics, maintain patient 
confidentiality; recognizing ethical 
dilemmas and advocating for 
patient wishes; appropriate use 
of interpreters to enhance patient 
communication and understanding 
[use of bilingual consents, 
teaching]).

4. Implementation: the 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 other 
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 return to work; patient 
fears not being able to provide for 
family]).
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b. Promote, maintain, and/or 
restore the patient’s physiological 
and psychosocial functioning 
(for example: proper patient 
positioning; use of abduction 
pillows; splints; assistive devices 
[trapeze, cane, walker, crutches]; 
manage pain and comfort [acute 
and chronic]; monitor vital signs 
prior to administration of narcotics; 
monitor glucose levels in patient 
receiving corticosteroids; pin care 
to an external fixator; elevation of 
affected extremities; application of 
cold compresses; application of an 
egg crate mattress under a patient 
experiencing skeletal traction and 
implementing a turning schedule 
for a patient experiencing skeletal 
traction).

c. Management of potential 
complications (for example: 
promptly notify physician of 
changes in patient condition; call 
the rapid response team; call a 
code blue; maintain oxygenation; 
obtain necessary lab work; 
elevate the effected extremity 
at the level of the heart [for the 
patient experiencing compartment 
syndrome]; restoring blood volume 
and circulation for the patient 
experiencing hemorrhagic shock; 
identification of elevated BUN/
creatinine and decreased urine 
output in patient experiencing 
SLE; transfer patient to a higher 
level of care; prepare patient for 
emergency surgery).

d. Administer prescribed 
medications and intravenous 
therapy (for example: perform 
medication reconciliation; 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 drug 
dosages for children according 
to body weight; calculate dosage 
for medication administration; 
administer antibiotics; administer 
medication to relieve pain and 
inflammation [narcotic, non-
steroidal anti-inflammatory drugs 
[NSAIDS]; corticosteroids; narcotic 
antagonists; patient controlled 
analgesia [PCA]; gold containing 
compounds[RA]).

e. Educate patient about disease 
management including the 
personal factors contributing to 
the health problem. Incorporate 
related areas such as medication 
regimen, procedures, treatments, 
and diagnostic (for example: 
describe and teach about use of 
assistive devices; pre-operative, 
post-operative, and discharge 
teaching; use therapeutic 
communication to encourage 
patient to verbalize feelings 
regarding body changes [patient 
experiencing SLE, Rheumatoid 
Arthritis, and amputation]; teach 
about creating a safe home 
environment; use of a raised toilet 
seat and prosthetic precautions 
[affected leg should not be 
crossed, hip should not bend 
more than 90 degrees, affected 
leg should not turn inward] for the 
patient experiencing a total hip 
arthroplasty; medications).



 33594/AB

f. Promote continuity of care 
(for example: act as a patient 
advocate; reinforce patient/family 
education; recognize RN leadership 
role; identify the need for referrals 
[PT, OT, RT, rehabilitation] and 
follow through with obtaining 
required orders; collaborate with 
members of the inter-professional 
health care team; activate rapid 
response team when appropriate; 
discharge planning [working with 
Case Manager to identify home 
care needs]; identify community 
resources with patient such 
as support groups [amputees, 
RA] shelters, and clinics; assist 
parents and patients to identify 
reliable online chat rooms and 
support groups).

g. Assign, supervise, and 
communicate patient care needs to 
members of the nursing care team: 
RN LPN/LVN, unlicensed assistive 
personnel [UAP] (for example: 
assign LPN/LVN to monitor vital 
signs in the patient experiencing 
musculoskeletal disorders; 
validate ability to implement 
assigned tasks according to 
established guidelines; determine 
whether the unlicensed assistive 
personnel reported patient’s 
condition as instructed; intervene 
when observing insensitivity/
bias of care givers when caring 
for challenging patients or those 
non-adherent with treatment plan; 
use standardized tools for hand-off 
communication [SBAR]).

5. Evaluation: the 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: alterations 
in the patient’s condition; 
increased sense of self in the child 
experiencing scoliosis; decrease 
in phantom pain of patient 
experiencing amputation).

b. Revise the patient’s plan of care 
based on new or additional patient 
data (for example: increase 
the frequency of peripheral 
neurovascular assessment for the 
patient experiencing compartment 
syndrome; increase the frequency 
of a peripheral neurovascular 
assessment for the patient 
experiencing a DVT secondary to 
immobility; reassign members of 
the health care team when there is 
a change in the patient’s condition; 
increase frequency of assessing 
pain, using FACES pain scale, for 
the child complaining of increased 
pain; increase frequency of 
neurological assessments in child 
experiencing numbness while in 
halo traction for cervical scoliosis).

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

TEST YOUR KNOWLEDGE
Musculoskeletal Dysfunction: Can you as the RN list 
some common musculoskeletal disorders?

What are some signs and symptoms that you would 
expect to see within patients with osteoarthritis? 
Rheumatoid arthritis? Can you describe the differences 
between osteoarthritis and rheumatoid arthritis? 

Can you name some of the most common 
musculoskeletal injuries? 

Are you as the RN familiar with the treatment 
modalities for musculoskeletal injury?

These questions relate to EPSLO #2 and SLO #2 
Apply the nursing process to make nursing judgments, 
substantiated with evidence to provide safe, quality 
patient care across the lifespan (nursing judgement).
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Sample Questions

1. A patient asks an RN why a Mantoux skin test 
is used to diagnose tuberculosis (TB). What 
would be the RN’s response? 

1) “It’s used to detect exposure to the TB 
bacillus.” 

2) “It’s used to establish a diagnosis of TB.” 

3) “It’s used to determine drug sensitivity.” 

4) “It’s used to determine treatment.” 

2. When administering an initial dose of 
amphotericin B, the RN should monitor the 
patient for which adverse reaction? 

1) Emotional lability

2) Pulmonary edema 

3) Hyperkalemia 

4) Shaking chills 

3. Which assessment indicates to the RN that 
a patient’s wound is healing by secondary 
intention? 

1) The sutures are intact in the epithelium. 

2) The wound edges are well approximated. 

3) The wound is dry with no drainage. 

4) The would base has granulation tissue. 

4. Which nursing intervention will an RN use 
when caring for an older adult who has 
experienced heat stroke? 

1) Apply a cooling blanket. 

2) Assess for hyperkalemia. 

3) Obtain an oral temperature. 

4) Maintain a warm environment. 

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

answer rationales can be found on pages 38−41 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.



36 594/AB

5. What is the expected effect of an antacid 
such as aluminum hydroxide (Amphojel) on the 
stomach? 

1) It decreases gastric acidity. 

2) It reduces gastric motility. 

3) It blocks the action of histamine. 

4) It inhibits the production of gastric acid. 

6. An RN is taking the history of a patient who 
is scheduled for magnetic resonance imaging 
(MRI). Which data should the RN consider 
significant when preparing the patient for the 
MRI? 

1) Claustrophobia 

2) Hypertension 

3) Iodine allergy 

4) Impaired vision 

7. Which will the RN note as the earliest sign of 
an altered neurological status in a patient who 
is experiencing a traumatic brain injury (TBI)? 

1) Seizure activity 

2) Slow pupillary response 

3) Widening pulse pressure 

4) Change in level of consciousness 

8. Which interventions should be included in the 
plan of care for a child who is experiencing a 
seizure?

(Select all that apply.) 

1) Noting the time of the seizure 

2) Restraining the child 

3) Ensuring the child is not left alone 

4) Placing the child in a prone position 

5) Moving any furniture away from the child 

6) Insert a padded tongue blade in the 
child’s mouth 

9. Which class of medication will the RN expect 
to administer to a patient who is experiencing 
increased intracranial pressure? 

1) Antihypertensives 

2) Calcium channel blockers 

3) Osmotic diuretics 

4) Vasodilators 

10. An RN is caring for a patient who has a 
history of multiple sclerosis with numerous 
exacerbations of the condition. Which 
instruction should the RN give to this patient? 

1) Limit intake of carbonated beverages. 

2) Avoid emotionally stressful situations. 

3) Limit exposure to persons with viral 
infections. 

4) Increase the number of hours of sleep 
per night. 

11. An RN is reviewing the diet history of a 
patient who is experiencing gout. Which 
foods, as noted in the patient’s diet history, 
would indicate that the patient needs more 
education on how to live with the illness?

(Select all that apply.) 

1) Liver 

2) Citrus fruits 

3) Green vegetables 

4) Cod fish 

5) Beer 

12. An RN performs a neurovascular assessment 
on a child who had a cast applied for a 
fractured tibia. Which evidence indicates 
possible neurovascular compromise? 

1) Capillary refill of less than 3 seconds 

2) Report of pain on movement of toes 

3) Palpable dorsalis pedis pulse 

4) Toes that are warm to the touch 

13. A community health RN is planning to conduct 
a health screening for patients who have 
scoliosis. Which target would the RN choose? 

1) An 8-year-old boy 

2) A 16-year-old boy 

3) A 6-year-old girl 

4) A 10-year-old girl 
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14. Which patient instruction will an RN include 
when teaching a patient with osteoarthritis 
(OA) about nonsteroidal anti-inflammatory 
drugs (NSAIDs)? 

1) Use aspirin for breakthrough pain. 

2) Taper off medications when discontinuing. 

3) Expect gastric irritation as a common 
adverse reaction. 

4) Take the medication on an empty 
stomach. 

15. Immediately following an above the knee 
amputation, a patient has an elastic wrap 
applied. Which assessment by the RN 
indicates that the desired outcome of this 
treatment has been attained? 

1) There is moderate wound drainage. 

2) There is uniform compression of the 
stump. 

3) There is absence of phantom limb pain. 

4) There is constricted circulation of the 
limb. 
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Sample Questions:
Connecting Rationales to the Learning Outcomes

*correct answer

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

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

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

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

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

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

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

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

SLO1.  Incorporate concepts of patient-centered care to promote risk reduction, health maintenance, and disease 
management related to infectious and communicable diseases, tissue trauma, neurological dysfunction, and 
musculoskeletal dysfunction. (Patient-Centered Care)

SLO2.  Apply the nursing process when making nursing judgments to provide safe, quality care for patients with infectious 
and communicable disease, tissue trauma, neurologic dysfunction, or musculoskeletal dysfunction. (Nursing 
Judgment)

SLO3.  Integrate principles of management and delegation when providing safe, quality nursing care for patient’s 
experiencing infectious and communicable diseases, tissue trauma, neurological dysfunction, and 
musculoskeletal dysfunction. (Nursing Judgment)

SLO4.  Apply standards of nursing practice to generate strategies to address ethical and legal matters when caring 
for patients with infectious and communicable diseases, tissue trauma, neurological dysfunction, and 
musculoskeletal dysfunction. (Professional Identity)

SLO5.  Apply principles of leadership and interprofessional collaboration when managing care of patients experiencing 
infectious and communicable disease, tissue trauma, neurologic dysfunction, or musculoskeletal dysfunction. 
(Professional Identity)

SLO6.  Incorporate evidence-based findings and technology into the provision of patient-centered nursing care 
for patients with infectious and communicable diseases, tissue trauma, neurological dysfunction, and 
musculoskeletal dysfunction. (Spirit of Inquiry)
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1. (I)

 *1) The Mantoux skin test only detects a person’s 
exposure to the TB bacillus, and is not definitive 
for the presence of active disease. 

 2) The Mantoux test and the chest X ray are used 
to establish a diagnosis of tuberculosis. 

 3) Drug sensitivity is not determined by the 
screening and diagnostic tests used to 
determine tuberculosis exposure. 

 4) The treatment modality for tuberculosis is a 
preestablished medication regimen. 

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

2. (I)

 1) Emotional lability is not a side effect of 
amphotericin B. 

 2) Pulmonary edema is not a side effect of 
amphotericin B. 

 3) Renal impairment can be a side effect of 
amphotericin B and cause hypokalemia, not 
hyperkalemia. 

 *4) The nurse must monitor the patient taking 
amphotericin B for evidence of anaphylactic 
shock, such as shaking and chills. 

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

3.(II)

 1) If the sutures are intact in the epithelium, the 
wound is healing by primary intention. 

 2) If the wound edges are will approximated, the 
wound is healing by primary intention. 

 3) A wound healing by secondary intention does 
have drainage. 

 *4) In a wound healing by secondary intention, 
granulated tissue forms into connective tissue 
and fills in the affected area.

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

 

4. (II)

 *1) Administering a cooling blanket will reduce the 
body’s temperature. 

 2) Assessing for hyperkalemia is not necessary for 
heatstroke. 

 3) The temperature is monitored continuously by 
inserting a probe into the rectum or esophagus. 

 4) A cool environment is necessary to reduce body 
temperature. 

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

5. (II)

 *1) Amphojel reacts with gastric acid to decrease 
acidity. 

 2) Amphojel has no effect on gastric motility. 
Central nervous system depressants reduce 
gastric motility. 

 3) Amphojel has no effect on inhibiting histamine. 
H2 receptor antagonists such as cimetidine 
(Tagamet) block the action of histamine. 

 4) Amphojel does not inhibit the production of 
gastric acid. Omeprazole (Prilosec) inhibits the 
gastric acid pump.

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

6. (III)

 *1) Claustrophobia would be a significant finding 
since the patient undergoing an MRI lies on a 
platform that is moved through a narrow tube-
like machine. 

 2) Blood pressure in the patient with hypertension 
will be monitored, but it is not considered 
significant when preparing the patient for an 
MRI. 

 3) No dye is used for an MRI. 

 4) Impaired vision would create the need for a 
more descriptive patient orientation, but it is not 
a contraindication for an MRI.

This question relates to EPSLO #1 and SLO #1.
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7. (III)

 1) Seizure activity can occur as a result of brain 
injury, but it is not the first sign of altered 
neurological status related to brain injury. 

 2) Poor pupillary response is a later sign of 
increased intracranial pressure (ICP) related to 
brain injury. 

 3) Widening pulse pressure is a serious 
development related to increased intracranial 
pressure (ICP) that can result from brain injury, 
but it is not the first sign. 

 *4) A change in the level of consciousness is the 
first sign of altered neurological status related 
to brain injury and is indicative of increased 
intracr4anial pressure (ICP). 

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

8. (III)

 *1) Timing provides the doctor with valuable 
information. 

 2) Restraining the child could cause injury. 

 *3) Stay with the child to reduce chance of injury 
and allow for observation of the seizure. 

 4) Place on the side (in lateral position) to prevent 
aspiration. 

 *5) Move furniture to prevent injury. 

 6) Nothing should be placed into the mouth. This 
could injure the child’s mouth, gums, and teeth.

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

9. (III)

 1) Antihypertensives reduce blood pressure. 

 2) Calcium channel blockers increase myocardial 
oxygen supply. 

 *3) Osmotic diuretics draw free water from the areas 
of the brain, decreasing intracranial pressure. 

 4) Vasodilators reduce blood pressure. 

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

10. (III)

 1) Limiting the intake of carbonated beverages has 
no effect on exacerbations of multiple sclerosis. 

 2) Avoiding emotionally stressful situations is very 
important. Exacerbations are associated with 
periods of emotional and/or physical stress. 

 *3) Limiting exposure to persons with viral infections 
is necessary. 

 4) Increasing the number of hours of sleep at night 
is not necessary. 

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

11. (IV)

 *1) Patients with gout need to avoid foods that are 
high in purine such as organ meats. 

 2) Citrus fruits have no purine. 

 3) Green vegetables have no purine. 

 *4) Seafood is high in purine

 *5) Alcoholic beverages, especially beer, are high in 
purines. 

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

12. (IV)

 1) Capillary refill time of less than three seconds is 
a normal finding. 

 *2) Complaint of pain on movement of the toes 
is a sign of neurovascular compromise of the 
affected extremity and a sign of compartment 
syndrome. 

 3) Palpable dorsalis pedis pulse is a normal 
finding. 

 4) Toes that are warm to the touch is a normal 
finding. 

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

*correct answer
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13. (IV)

 1) This child may develop scoliosis, but the 
condition is more common in females. 

 2) The condition is more likely in females, and is 
found much earlier than age 16. 

 3) This child is too young to be diagnosed with 
scoliosis. 

* 4) Age of incidence for scoliosis is between eight 
and 15. The condition is most common in girls 

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

14. (IV)

 1) Salicylates must be avoided when taking 
NSAIDs. 

 2) May be stopped abruptly without undue side 
effects. 

 *3) Gastric irritation, stomach ulcer and bleeding 
may occur. NSAIDs should be taken with food. 

 4) This medication should be taken with food to 
help avoid ulcers.

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

15. (IV)

 1) Moderate wound drainage is not a desired 
outcome for a rigid cast dressing. 

 *2) Uniform compression of the stump is the desired 
outcome for early fitting for a prosthesis. 

 3) A rigid cast dressing will not prevent phantom 
pain. 

 4) Adequate circulation to the distal part of the 
leg is necessary. Care is taken so there is no 
constriction of the circulation. 

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

*correct answer
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