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You are conducting an assessment with an elderly patient who has recently been widowed and has gone
to live with family members in a new city. The patient has lost weight and demonstrates a general lack
of interest in the activities of daily living. She also reports a lack of appetite. This patient is displaying
signs of what?

A. Repression..

B. Ineffective family coping.
C. Failure to thrive.

D. Ineffective coping.

Answer: C

Explanation:

The patient described in the question is displaying signs of "Failure to Thrive." This term is commonly
used in geriatric care to describe a condition where an elderly individual experiences a noticeable
decline in their physical and psychological well-being. This decline is often multifactorial, encompassing
physical health, mental health, and social well-being.

In the case of the elderly patient, several contributing factors are evident. Firstly, the recent
bereavement following the death of a spouse can lead to significant emotional distress and depression.
Bereavement is associated with symptoms such as loss of appetite, weight loss, and a general disinterest
in daily activities—symptoms that are clearly present in this patient. Depression not only affects
emotional state but can also have physical manifestations, contributing substantially to the failure to
thrive.

Moreover, relocating to a new city and living with family members might contribute to feelings of
disorientation, loss of independence, and anxiety, further exacerbating the patient's condition. Such
significant life changes can be particularly challenging for elderly individuals, potentially leading to social
withdrawal and decreased engagement in daily activities.

The clinical presentation of weight loss, lack of appetite, and a general disinterest in activities of daily
living are classic signs of failure to thrive. This umbrella term captures the multifaceted nature of the
patient's decline, which spans physical, emotional, and social dimensions. It's crucial in such cases to
conduct a comprehensive assessment that includes not only medical evaluation but also psychological
and social work consultations to address the broad spectrum of needs that may be contributing to the
patient's condition.

Interventions may include nutritional support, mental health counseling, and perhaps most importantly,
ensuring the patient has adequate social support and engagement in the new living environment.
Addressing these issues holistically is key to managing and potentially reversing the failure to thrive in
elderly patients.
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You are assessing a male patient who has some findings indicative of prostate cancer. The Adult Nurse
Practitioner understands that risk factors for this disease include all of the following EXCEPT:

A. history of genital trauma

B. African ancestry

C. high-fat diet

D. family history of prostate cancer

Answer: A

Explanation:

Prostate cancer is recognized as the most prevalent non-skin cancer affecting men in the United States,
and understanding its risk factors is crucial for early detection and prevention. Various well-documented
risk factors significantly elevate the probability of developing prostate cancer.

Among these risk factors, African ancestry is significant. Studies have shown that men of African descent
have a higher incidence and a more aggressive progression of prostate cancer compared to men from
other racial backgrounds. This higher risk is believed to be due to a combination of genetic,
environmental, and possibly socioeconomic factors.

Another notable risk factor is a family history of prostate cancer. Men who have a first-degree relative
(such as a father or brother) diagnosed with prostate cancer are at a higher risk of developing the
disease themselves. This risk increases further if multiple family members are affected and if the
relatives were diagnosed at a young age, suggesting a potential hereditary component to the disease.
Diet, particularly a high-fat diet, has also been implicated in the risk profile for prostate cancer. Diets
high in fat, especially animal fat, may increase prostate cancer risk, although the exact mechanism is not
entirely clear. It is hypothesized that high fat intake might influence hormone levels, thereby promoting
cancer cell growth in the prostate.

Contrary to the established risk factors mentioned above, history of genital trauma is not recognized as
a risk factor for prostate cancer. There is no substantial evidence linking trauma to the genital area with
an increased risk of developing prostate cancer. This misconception might arise from the general
concerns about health following any form of trauma, but it does not specifically correlate with this type
of cancer.

In conclusion, when assessing risk factors for prostate cancer, it is critical to focus on evidence-based
factors such as racial ancestry, family history, and dietary habits. Understanding that genital trauma
does not contribute to prostate cancer risk helps in prioritizing medical history and screening efforts
more effectively.

What step of the nursing model does the nurse set short and long term goals for the managing or
improving of a patient's care?

A. Diagnosis.

B. Evaluation

C. Plan/Outcome.
D. Assessment
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Answer: C

Explanation:

The correct step of the nursing process where nurses set short and long-term goals for managing or
improving a patient's care is the "Plan/Outcome" step. This step is crucial as it directly follows the
"Diagnosis" step and precedes the "Implementation" phase in the nursing process. The main focus here
is to use the data gathered during the assessment and the identified diagnoses to formulate a
comprehensive plan that addresses the patient’s specific needs.

In the Plan/Outcome step, the nurse collaborates with the patient and other healthcare team members
to outline clear, achievable goals. These goals are tailored to improve or maintain the patient's health
status and can be classified as either short-term or long-term. Short-term goals are usually achievable
within a few hours to a few days and focus on immediate needs, such as managing acute pain. Long-
term goals span over weeks or months, aiming at more sustained outcomes such as improving mobility
or managing chronic conditions.

The planning phase also involves specifying the interventions that are required to achieve these goals.
This includes deciding on the appropriate treatments, therapies, patient education, and support needed.
For instance, if a goal is to manage pain, the plan might include medication schedules, non-
pharmacological interventions like heat therapy, and patient education on pain management
techniques.

Moreover, the nurse needs to ensure that the goals set are SMART: Specific, Measurable, Achievable,
Relevant, and Time-bound. This approach ensures that each goal is clear and provides a definite
framework for evaluation. The specificity of the goals allows for precise interventions, measurability
ensures tracking progress, achievability keeps the goals realistic, relevance aligns the goals with patient-
centered outcomes, and time-bound aspects ensure that there is a deadline for assessment.

Once the plan is developed, it's documented in the patient's care plan, which guides all healthcare
professionals involved in the patient's care. It is a dynamic document that can be revised and updated as
the patient's condition evolves or as goals are met. This flexibility is crucial as it allows the healthcare
team to stay responsive to the changing needs of the patient.

Finally, after the plan is implemented in the subsequent "Implementation” phase, the outcomes are
continuously evaluated in the "Evaluation" step. This evaluation checks whether the goals are met and
how effective the interventions have been. Based on this evaluation, further adjustments to the plan
can be made, thus making it a cyclic and ongoing process aimed at achieving the best possible patient
outcomes.

You are treating your patient with a 5HT4 agonist for his gastrointestinal disorder. Of the following,
which would you prescribe?

A. Senna.

B. Cisapride.
C. Tegaserod.
D. Alosetron.

Answer: C
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Explanation:

To address the question of which medication to prescribe for a patient's gastrointestinal disorder using a
5HT4 agonist, it is essential to understand the pharmacological role of each option listed. Here is an
expanded explanation of the drug choices provided:

Tegaserod: This medication is a 5HT4 agonist and is used specifically to treat certain gastrointestinal
disorders, particularly those associated with symptoms of irritable bowel syndrome (IBS) predominantly
featuring constipation. Tegaserod works by enhancing the release of neurotransmitters that increase
the movement of the intestines, thereby promoting bowel movements and alleviating constipation. Due
to its mechanism of action targeting the 5HT4 receptor, tegaserod is the correct choice when a 5HT4
agonist is indicated for gastrointestinal issues.

Senna: Senna is categorized as a stimulant laxative. It operates by stimulating the muscles in the
intestines, which helps to facilitate the movement of stool through the bowel. Though effective for
constipation, Senna does not function as a 5HT4 agonist and therefore does not fit the requirement for
the medication needed in this scenario.

Cisapride: Previously used as a promotility agent, Cisapride enhances the release of acetylcholine at the
myenteric plexus, which stimulates gastrointestinal motility and accelerates gastric emptying. It acts on
serotonin receptors, but its primary action is not on the 5HT4 receptor. Furthermore, due to concerns
about serious cardiac side effects, its availability is highly restricted in many countries.

Alosetron: This medication is a 5HT3 antagonist used primarily to manage severe diarrhea-predominant
irritable bowel syndrome (IBS) in women. By blocking the 5HT3 receptors, alosetron slows the
movement of stools through the intestines, which is the opposite effect of what is typically desired with
a 5HT4 agonist. Therefore, alosetron is not suitable for the requirement of a 5HT4 agonist.

In conclusion, for a patient needing a 5HT4 agonist for treating a gastrointestinal disorder, Tegaserod is
the appropriate prescription among the options listed. It directly targets the SHT4 receptors and is
effective in enhancing gut motility, specifically in cases related to constipation-predominant IBS. Other
drugs listed either do not target the 5HT4 receptor or have different primary indications and
mechanisms of action that do not align with the therapeutic needs specified.

Which of the following goes beyond the scope of practice in most cases?

A. Prescribing pain medication.

B. Checking a patient's blood pressure.

C. Asking the patient to provide a urine sample.
D. Weighing the patient.

Answer: A

Explanation:

The scope of practice for healthcare professionals, such as nurses, is defined by state laws, professional
licensing boards, and the policies of healthcare institutions. It outlines the procedures, actions, and
processes that a healthcare professional is allowed to undertake in keeping with the terms of their
professional license. The question asked is about determining which activity typically goes beyond the
standard scope of practice for most nurses.

The first option, "Prescribing pain medication," is generally beyond the typical scope of practice for
registered nurses (RNs) in most states. Prescribing medications, particularly controlled substances like
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pain medications, usually falls under the purview of advanced practice registered nurses (APRNs), such
as nurse practitioners, or other licensed practitioners like physicians and physician assistants. Even in
cases where APRNs have the authority to prescribe medications, there might still be restrictions or the
need for collaborative agreements with physicians, especially for prescribing certain types of pain
medications.

Checking a patient’s blood pressure, asking a patient to provide a urine sample, and weighing the
patient are all common nursing tasks. These are well within the standard scope of practice for both
registered nurses and licensed practical nurses (LPNs). These activities are fundamental components of
patient assessment and monitoring, which are crucial for making informed medical decisions and
managing patient care effectively.

Therefore, among the options listed, "Prescribing pain medication" is the one that typically goes beyond
the scope of practice for most nurses, unless they are advanced practitioners with specific authorization
to prescribe medications. This limitation helps ensure patient safety and the proper use of medications,
relying on the specialized training and expertise of those legally empowered to prescribe such
treatments.

Which of the following is Not a factor that would require a diagnosis of sensory/ perceptual alteration?

A. Hypoxia.

B. Hypothermia.

C. Neurological disease.
D. Disorientated time.

Answer: B

Explanation:

In addressing the question about which factor would not require a diagnosis of sensory/perceptual
alteration, it's important to understand what typically contributes to such a diagnosis. Sensory or
perceptual alterations can arise from various conditions that impact the sensory organs or the
perception areas of the brain. These alterations can manifest as changes in seeing, hearing, touching,
tasting, and smelling, often affecting how individuals interact with their environment.

Hypoxia, which refers to low oxygen levels in the body, can directly impact brain function, including
sensory perception. When the brain does not receive adequate oxygen, it cannot function properly,
potentially leading to sensory and perceptual disturbances. This makes hypoxia a relevant factor in the
diagnosis of sensory/perceptual alterations.

Neurological disease is another critical factor that often leads to sensory/perceptual alterations.
Diseases such as multiple sclerosis, Parkinson's disease, or a brain injury can affect the neural pathways
that relay information from the sensory organs to the brain or directly impact the brain's ability to
process those signals. Thus, neurological diseases are heavily linked to changes in sensory and
perceptual function.

Disorientation in time, or an altered perception of when events occur, can be a symptom of broader
cognitive or perceptual issues. This condition often accompanies other sensory alterations, especially in
conditions like dementia or delirium, where the brain's ability to process sensory input and time is
impaired.
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On the other hand, hypothermia typically refers to a lowered body temperature, which can affect many
physiological processes. While severe hypothermia can impact brain function and lead to confusion or
altered mental status, it does not directly cause sensory or perceptual alterations as defined within the
scope of conditions like those involving direct sensory pathways or brain perception areas. Instead,
hypothermia is generally treated as a separate physiological condition with its own symptoms and
required interventions. Thus, according to NANDA, hypothermia itself is not listed as a factor or feature
in the diagnosis of sensory/perceptual alterations but is recognized as a condition needing distinct
diagnosis and management.

In conclusion, among the options provided — hypoxia, neurological disease, disoriented time, and
hypothermia — hypothermia is the factor that typically does not require a diagnosis of
sensory/perceptual alteration. It is essential to treat and diagnose hypothermia based on its specific
clinical features and not primarily under the sensory/perceptual diagnostic category.

You are conducting an assessment with a patient who indicates that she regularly uses laxatives. Which
of the following would you expect this patient to demonstrate upon auscultation?

A. Absent bowel sounds.

B. Splashing bowel sounds.

C. Bubbling bowel sounds.

D. Hyperactive bowel sounds.

Answer: D

Explanation:

The correct expectation when auscultating a patient who regularly uses laxatives would be to hear
hyperactive bowel sounds. Here's an expanded explanation:

Laxatives are substances that help to increase bowel movements. They are often used to treat
constipation or to clear the bowel before medical procedures. There are various types of laxatives,
including bulk-forming, osmotic, stimulant, and stool softeners. Each operates differently, but the
general effect is to facilitate easier and increased passage of stool through the intestines.

When a person uses laxatives, especially stimulant laxatives, they cause the muscles in the intestines to
contract more frequently and forcefully. This increased contraction results in more rapid movement of
the contents through the bowels, a condition known as increased bowel motility.

During a physical examination, specifically when auscultating the abdomen, hyperactive bowel sounds
can be heard. These sounds are characterized by very frequent and loud noises that occur due to the
intensified and rapid movement of gas and fluid through the intestines. They are a clear indication of
increased bowel activity.

Hyperactive bowel sounds differ from normal bowel sounds mainly in their frequency and loudness.
Normal bowel sounds occur at a rate of 5 to 30 per minute, but in the case of laxative use, the rate can
be much higher. These sounds are sometimes also described as 'rushing' or 'gurgling' sounds that can be
heard even without a stethoscope if the activity is intense enough.

It's important for healthcare providers to note these sounds as they can provide valuable information
regarding the patient's gastrointestinal activity and the effects of their laxative use. Persistent
hyperactive sounds, especially if accompanied by other symptoms like diarrhea, abdominal pain, or
dehydration, might indicate excessive use of laxatives or other underlying gastrointestinal disorders.
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In summary, regular use of laxatives, particularly stimulant types, is expected to produce hyperactive
bowel sounds upon auscultation. These sounds signify heightened activity in the bowel and are a direct
effect of the action of laxatives on the muscles of the gastrointestinal tract. Monitoring and discussing
these findings can help in managing the patient's use of laxatives and addressing any associated medical
concerns.

Methanol is most commonly found where?

A. In windshield wiper fluid.
B. Metal cleaners.

C. In rubbing alcohol.

D. In hand sanitizer gel.

Answer: A

Explanation:

Methanol, a type of alcohol often used in various industrial and consumer products, is most commonly
found in windshield wiper fluid. This fluid, which is essential for maintaining clear visibility through
automotive windshields, utilizes methanol due to its excellent properties as a solvent and its ability to
lower the freezing point of the liquid, thereby preventing it from freezing in colder temperatures.

Aside from windshield wiper fluid, methanol is also prevalent in other products such as antifreeze,
where it helps to lower the freezing point of water to prevent engine coolant from freezing.
Additionally, methanol is used in the production of shellac, varnish, and paint thinner due to its
effectiveness in dissolving various substances and facilitating quicker drying times.

It's important to note the differences between methanol and other types of alcohols used in commercial
and industrial products. For example, ethyl alcohol (ethanol) is commonly found in metal cleaners,
whereas isopropanol (isopropyl alcohol) is often used in products like rubbing alcohol and hand sanitizer
gels. Each type of alcohol serves distinct purposes and is chosen based on its specific properties and
effectiveness for particular uses.

In summary, while methanol is versatile and found in many products, it is most commonly associated
with and prevalent in windshield wiper fluid, serving a crucial role in automotive care and maintenance.

Which of the following is NOT considered a hematological emergency?

A. Blocked airway.
B. Hemorrhage.
C. Acute anemia.
D. Thrombosis.

Answer: A

Explanation:
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The question asks which option among the given choices is NOT a hematological emergency. "Blocked
airway." This is because a blocked airway pertains primarily to respiratory issues rather than issues
related to the blood or hematological systems.

Hematological emergencies, on the other hand, are conditions that arise from abnormalities in the
blood. These could include issues such as severe bleeding (hemorrhage), sudden drops in hemoglobin or
red blood cells (acute anemia), or dangerous clotting within blood vessels (thrombosis). Each of these
conditions directly involves the blood or its components and thus qualifies as hematological.

A blocked airway is classified as a respiratory emergency because it involves the physical obstruction of
the airway, preventing adequate air intake and potentially leading to respiratory failure. This type of
emergency requires immediate action to clear the airway and restore normal breathing but does not
typically involve the treatment or management of blood or its components.

In summary, while a blocked airway is indeed a very serious and life-threatening situation requiring
immediate medical intervention, it is not categorized under hematological emergencies. Hematological
emergencies specifically relate to disorders or acute conditions involving the blood system. Hence,
understanding the distinction between different types of emergencies is crucial for appropriate medical
response and treatment.

All but which of the following increases a patient's risk for falling?

A. Fear of falling.

B. Blood pressure medication
C. Being female.

D. Being male.

Answer: D

Explanation:

The question asks which factor among the provided options does NOT increase a patient's risk for
falling. Let's analyze each option:

**Fear of falling.** Fear of falling can indeed increase the risk of falling. Patients who are afraid of falling
might alter their normal walking pattern, reduce their physical activities, or become overly cautious. This
fear can lead to muscle weakness and reduced flexibility over time, ultimately increasing the risk of falls.
Additionally, the anxiety associated with the fear of falling can distract a person, making them more
prone to accidents.

**Blood pressure medication.** Certain medications, such as those for blood pressure, can increase the
risk of falls. Blood pressure medications can cause side effects such as dizziness, hypotension (low blood
pressure), or even muscle weakness, all of which can impair a person's stability and balance. This makes
it more likely for a patient to experience a fall while on these medications.

**Being female.** Contrary to the assertion in the question, research typically shows that being female
can actually increase the risk of falls, particularly in older adults. Women generally have a higher life
expectancy than men and are more likely to live with chronic conditions that can affect balance and
physical strength, such as osteoporosis. These factors make women statistically more prone to falls as
compared to men.

**Being male.** The original question suggests that being male does not increase the risk of falling. It is
noted that male patients might be at a higher risk due to cultural or personal attitudes that make them

Vist usat: https.//www.examsboost.com/test/aanp-anp



less likely to seek help or use assistive devices. However, statistically, women are more likely to fall.
Therefore, being male is generally not considered a direct risk factor for falling compared to being
female.

From the analysis, we can determine that the option "Being male" is the correct answer to the question,
as it does not inherently increase the risk of falling when compared to the other options listed. This
conclusion is based on general statistics and does not account for individual circumstances or specific
health conditions that might affect an individual male's risk of falling.
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