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Question No: 1 
Baby David's T98.6F after converting to Celsius. What is the correct answer? 
A. 37 degrees. 
B. 38 degrees. 
C. 39 degrees. 
D. 40 degrees. 
Answer: A  
Explanation: 37 degrees Celsius is the right temperature for T98.6F. This is obtained from the formula to 
convert Fahrenheit into Celsius using C = (F-32)5/9. 
 
Question No: 2 
After baby John's mom leaves you find a rattle in his isolette. What course of action should nurse Ellen take? 
A. Remove the rattle and give it to his mom when she returns. 
B. Leave it in the isolette. 
C. Put it in his hand and let him play with it. 
D. Shake it near his head hard and sing a lullabye. 
Answer: A  
Explanation: If the nurse finds a rattle of the baby’s isolette, she must remove the rattle and give it to his mom 
when she returns. The baby cannot have that with him for safety reasons. 
 
Question No: 3 
Many nurses find it difficult in to get accurate information when making their assessment using the 
stethoscope and it can near impossible with a crying or irritable baby. What can the nurse do in order to make 
her job a little easier? 
A. Rock the baby to sleep before attempting the assessment. 
B. Give the baby a pacifier or bottle as a temporary aid to stop the crying 
C. Wait to the nursery becomes quiet and the baby stops crying 
D. Just do the best she can and get whatever she can from her examination 
Answer: B  
Explanation: Give the baby a pacifier or bottle as a temporary aid to stop the crying. The auscultation should 
not be delayed in the event there is something abnormal that may be occurring, especially if the baby is crying 
for what may seem like no apparent reason. 
 
Question No: 4 
Julia gave birth to a baby girl who is 2,930 grams in weight. The baby was admitted at the NICU due to a low 
APGAR score because her mother had a prolonged second stage of labor. As a result, the neonate had 
asphyxia. Which of the following would a nurse expect to find in a newborn with asphyxia? 
A. Hypocapnia 
B. Ketosis 
C. Acidosis 
D. Hyperoxemia 



Answer: C  
Explanation: A nurse would expect to find acidosis in a newborn with asphyxia. Asphyxia leads to acidosis, 
hypoxia, hypoxemia, and tissue anoxia. This results in hypercapnia (not hypocapnia) due to the increase in 
carbonic acid concentration in the fetal circulation because the carbon dioxide fails to get eliminated from 
the infant’s lungs due to inadequate respiration. Ketosis is seen in diabetic ketoacidosis. 
 
Question No: 5 
Sixteen hours after birth, the nurse noticed that the neonate is jittery, hyperactive, sneezes frequently, 
produces a high-pitched cry, and is having difficulty sucking. Evaluation reveals that the neonate has increased 
deep tendon reflexes and a decreased Moro reflex. The nurse should suspect a case of: 
A. Syphilis in the neonate 
B. Cerebral palsy 
C. Fetal alcohol syndrome 
D. Opiod withdrawal 
Answer: D  
Explanation: The nurse should suspect a case of opiod drug withdrawal. The signs are indicative of opiod drug 
withdrawal in which typical changes occur in the central nervous system; it is a must to observe the neonate 
during the first 24-48 hours of life. 
 
Question No: 6 
Baby Boy Mcintosh was immediately transferred from the birthing center to the neonatal intensive care unit 
because of myelomeningocele. The nurse assigned at the unit should immediately: 
A. Provide newborn care 
B. Start the prophylaxis (antibiotic) 
C. Apply a sterile saline dressing 
D. Assess for any signs of paralysis 
Answer: C  
Explanation: The nurse at the unit should immediately apply a sterile saline dressing. This nursing intervention 
will help in the prevention of infection while keeping the membrane moist. 
 
Question No: 7 
During the assessment, the nurse noticed that one of the admitted neonates, who is small-for-gestational-
age, is jittery, has a high-pitched cry, and has irregular respirations. The nurse must be aware that these signs 
could be an indication of: 
A. Hypercalcemia 
B. Hypovolemia 
C. Hypoglycemia 
D. Hypothyroidism 
Answer: C  
Explanation: The nurse must be aware that the signs presented are indicative of hypoglycemia. Neonates who 
are small-for-gestational-age may exhibit hypoglycemia (especially during the first 2 hours of life) due to 
depletion in glycogen storage, as well as inhibited gluconeogenesis. 
 
Question No: 8 



Nurse Dolores is caring for a fifteen-day-old neonate who has a necrotizing enterocolitis (NEC). What nursing 
care plan should be included for the neonate? 
A. Measure abdominal girth at least every two hours 
B. Dilute the milk formula as ordered 
C. Hyperventilate the neonate before each feeding 
D. Introduce formula feeding by lavage 
Answer: A  
Explanation: A nursing care plan should include measuring of the abdominal girth every two hours. Neonates 
who have NEC have prolonged gastric emptying; therefore, any increase in abdominal girth (>1 cm in 4 hours) 
is significant and it needs immediate intervention. 
 
Question No: 9 
A neonate was admitted at the hospital due to hydrocephalus. After the insertion of a shunt to treat the 
disease, the nurse should evaluate the function of the shunt by: 
A. Palpation of the anterior fontanel 
B. Notation of the frequency of voiding 
C. Assessment of periorbital edema 
D. Observation of symmetric Moro reflex 
Answer: A  
Explanation: After the insertion of a shunt to treat the disease, the nurse should evaluate the function of the 
shunt by palpation of the anterior fontanel. A bulging fontanel will be an indication of increased intracranial 
pressure. Other options are not significant indicators of increased intracranial pressure. 
 
Question No: 10 
A one-week-old infant was admitted at the neonatal intensive care unit after surgery to treat esophageal 
atresia. What would be an immediate postoperative nursing priority for this patient? 
A. Administering oral milk feeding slowly 
B. Observing for signs of infection at the incision site 
C. Reporting episodes of vomiting to the physician 
D. Checking for the patency of nasogastric tube 
Answer: D  
Explanation: An immediate postoperative nursing priority for this patient is checking for the patency of 
nasogastric tube. Postoperatively, the nasogastric tube is useful in decompression of the stomach and limits 
tension at the suture line. 
 
Question No: 11 
A nurse is caring for a pregnant patient and is assessing the fetal heart rate. The nurse notes that the fetal 
heart rate is abnormal for the third time; this is made known to the physician to order a fetal scalp pH sample. 
The nurse is aware that the fetus may be compromised if the fetal pH is: 
A. 7.17 
B. 7.22 
C. 7.30 
D. 7.34 
Answer: A  



Explanation: The nurse is aware that the fetus may be compromised if the fetal pH is 7.17. This value is 
indicative of fetal hypoxia; any reading that is less than 7.20 is dangerous and requires an emergency birth. 
Any reading higher than 7.2 is not life-threatening. 
 
Question No: 12 
The nurse is caring for several infants who are forty-eight hours old. Among the following infants, which 
should be given highest priority by the nurse? 
A. A bottle-fed infant who takes 1-ounce of milk every three to five hours 
B. A breastfed infant who lost 0.5 ounce of his weight 
C. A bottle-fed infant who takes two to three ounces of milk every two to four hours 
D. A breastfed infant who feeds every two to four hours 
Answer: A  
Explanation: The infant that should be given highest priority by the nurse is a bottle-fed infant who takes 1-
ounce of milk every three to five hours. The patient exhibits poor feeding (1 ounce = 30 ml), which indicates 
specific problems. The infant normally loses weight during the first week of life and he/she usually gains weight 
in the second week. 
 
Question No: 13 
When caring for a neonate in acute respiratory distress from laryngotracheobronchitis who has a body 
temperature of 38.7 ºC, the nurse should give priority to: 
A. Monitor the neonate’s respiratory status continuously 
B. Deliver 40% humidified oxygen 
C. Provide support to decrease apprehension 
D. Initiate measures to decrease fever 
Answer: A  
Explanation: When caring for a neonate in acute respiratory distress from laryngotracheobronchitis who has 
a body temperature of 38.7 ºC, the nurse should give priority to monitor the neonate’s respiratory status 
continuously. In this case, patency of the airway is determined by continuous monitoring for signs of 
respiratory distress as laryngeal spasms can occur abruptly. 
 
Question No: 14 
The nurse is checking for cervical dilation of a patient who is in labor, when the nurse observes that the 
umbilical cord has prolapsed. The nurse’s initial action would be to: 
A. Obtain the fetal heart rate 
B. Cover the cord with sterile saline soaks 
C. Position the patient on her side 
D. Place the patient in Trendelenburg’s position 
Answer: D  
Explanation: The nurse’s initial action would be to place the patient in Trendelenburg’s position. Placing the 
patient in this position will prevent further prolapse and relieves pressure on the cord. 
 
Question No: 15 
A clinical nurse specialist is monitoring the blood glucose level of a neonate who was born to a diabetic 
mother. The nurse determined that the blood glucose level is 50 mg/dL. What would be the action of the 



nurse? 
A. Feed the baby orally with 10% dextrose in water 
B. Monitor the neonate continuously for the next twenty-four hours 
C. Alert the physician and request an order of glucose 50% 
D. Assess the cord serum glucose level 
Answer: B  
Explanation: The action of the nurse should be to monitor the neonate continuously for the next twenty-four 
hours. The blood glucose level is within the normal range for neonates, so it doesn’t require any measure 
aside from continuously monitoring the patient for the next twenty-four hours. 
 
Question No: 16 
A nurse is caring for a patient who is receiving magnesium sulfate therapy intravenously for preeclampsia. 
The patient gives birth to a baby weighing 4.2 pounds in the 36th week of gestation. The nurse is aware that 
a finding in the newborn that may indicate magnesium sulfate toxicity is: 
A. Tachycardia 
B. Pallor 
C. Hypotonia 
D. Tremors 
Answer: C  
Explanation: The nurse is aware that a finding in the newborn that may indicate magnesium sulfate toxicity is 
hypotonia. Hypotonia occurs with magnesium sulfate toxicity because of skeletal and smooth muscle 
relaxation. 
 
Question No: 17 
A clinical nurse specialist is caring for a neonate who develops hyperbilirubinemia. The physician ordered 
phototherapy BID. During the therapy, the nurse should include which plan of care: 
A. Keep the eye shield on continuously 
B. Cover the patient with a blanket made of light material 
C. Take the vital signs every hour 
D. Give fluids at least every two hours 
Answer: D  
Explanation: During the therapy, the nurse should include a plan of care to give fluids at least every two hours. 
During phototherapy, there is an increase in insensible and interstitial fluid losses, therefore extra fluids are 
needed to prevent dehydration. 
 
Question No: 18 
Prior to discharge from the newborn nursery at forty-eight hours old, the nurse knows that murmurs are 
frequently assessed and are most often due to which factor? 
A. A ventricular septal defect 
B. Transition from fetal to pulmonic circulation 
C. Heart disease of the newborn period 
D. Cyanotic heart disease 
Answer: B  
Explanation: The nurse knows that murmurs are frequently assessed and are most often due to transition from 



fetal to pulmonic circulation. As the transition occurs, the murmurs may become loud and then resolve. 
 
Question No: 19 
A clinical nurse specialist is planning a nursing care for a pregnant patient who is admitted with a diagnosis 
of abruption placenta. The nurse should include a careful observation for signs and symptoms of: 
A. Seizure 
B. Jaundice 
C. Hypovolemic shock 
D. Hypertension 
Answer: C  
Explanation: The nurse should include a careful observation for signs and symptoms of hypovolemic shock. 
In this case, uterine bleeding can lead to a massive internal hemorrhage that can cause hypovolemic shock. 
 
Question No: 20 
A neonate with cardiac disease has been admitted to the nursery from the delivery room. 
Which finding helps the nurse to differentiate between a cyanotic and an acyanotic defect? 
A. Neonates with cyanotic heart disease feed poorly 
B. The pulse oximeter does not read above 93% 
C. Cyanotic heart disease causes high fevers 
D. Neonates with cyanotic heart disease usually go directly to the operating room 
Answer: B  
Explanation: A finding that helps the nurse to differentiate between a cyanotic and an acyanotic defect is that 
the pulse oximeter does not read above 93%. Cyanotic heart diseases are unlikely to produce a reading above 
93%. 
 
Question No: 21 
A child ingested twenty maximum strength acetaminophen tablets thirty minutes ago and is seen at the 
emergency department. The ER nurse calls one of the staff nurses at the NICU to identify which physician’s 
order should be done first. The NICU nurse should state that it must be: 
A. Gastric lavage PRN 
B. Acetylcesteine for age per pharmacy 
C. Activated charcoal per pharmacy 
D. Start IV dextrose 5% with 0.33% normal saline KVO 
Answer: A  
Explanation: The ER nurse calls one of the staff nurses at the NICU to identify which physician’s order should 
be done first. The NICU nurse should state that it must be gastric lavage PRN. The nurse must remove the 
drug as much as possible through a gastric lavage. The next would be the activated charcoal and lastly, the 
IV fluids. 
 
Question No: 22 
A newborn was admitted to the neonatal intensive care unit. His diagnosis is febrile seizures. In preparing for 
his admission, which of the following is the most important nursing action? 
A. Request an order of a stat admission CBC 
B. Place a urine collection bag and specimen cup at the bedside 



C. Place a cooling mattress on his bed 
D. Pad the side rails of his bed 
Answer: D  
Explanation: In preparing for his admission, the most important nursing action is to pad the side rails of his 
bed. The patient has a diagnosis of febrile seizures. Precautions to prevent injury and promote safety should 
take precedence. 
 
Question No: 23 
A nurse is caring for a neonate with a suspected diagnosis of rheumatic fever. The nurse reviews the laboratory 
results, knowing that which laboratory study would assist in confirming the diagnosis? 
A. Immunoglobulin 
B. RBC count 
C. WBC count 
D. Antistreptolysin O titer 
Answer: D  
Explanation: The nurse reviews the laboratory results, knowing that a laboratory study that would assist in 
confirming the diagnosis is antistreptolysin O titer. A diagnosis of rheumatic fever is confirmed by the presence 
of two major manifestations or one major and two minor manifestations from the Jones criteria. In addition, 
evidence of a recent streptococcal infection is confirmed by a positive antistreptolysin O titer, streptozyme 
assay, or an anti-DNase B assay. 
 
Question No: 24 
A nurse reviews the record of a newborn infant and notes that a diagnosis of esophageal atresia with 
tracheoesophageal fistula is suspected. The nurse expects to note which likely sign of this condition 
documented in the record? 
A. Increased crying 
B. Coughing at nighttime 
C. Choking with feedings 
D. Severe projectile vomiting 
Answer: C  
Explanation: The nurse expects to note choking with feedings. Any child who exhibits the “3 Cs”-coughing, 
choking with feedings, and unexplained cyanosis-should be suspected of tracheoesophageal fistula. 
 
Question No: 25 
A nurse admits a child to the hospital with a diagnosis of pyloric stenosis. On admission assessment, which 
data would the nurse expect to obtain when asking the mother about the child’s symptoms? 
A. Diarrhea 
B. Projectile vomiting 
C. Increased urine output 
D. Vomiting large amounts of bile 
Answer: B  
Explanation: On admission assessment, the data that the nurse would expect to obtain when asking the 
mother about the child's symptoms is projectile vomiting. Clinical manifestations of pyloric stenosis include 
projectile vomiting, irritability, hunger and crying, constipation, and signs of dehydration, including a decrease 



in urine output. 
 
Question No: 26 
A nurse is preparing to care for an infant with a diagnosis of intussusception. The nurse reviews the child’s 
record and expects to note which symptom of this disorder documented? 
A. Diarrhea 
B. Ribbon-like stools 
C. Profuse projectile vomiting 
D. Bright red blood and mucus in the stools 
Answer: D  
Explanation: The nurse reviews the child’s record and expects to note the symptom of bright red blood and 
mucus in the stools. Intussusception is a telescoping of one portion of the bowel into another. The condition 
results in an obstruction to the passage of intestinal contents. The child with intussusception typically has 
severe abdominal pain that is crampy and intermittent, causing the child to draw in the knees to the chest. 
Vomiting may be present, but is not projectile. Bright red blood and mucus are passed through the rectum 
and commonly are described as currant jelly-like stools. Watery diarrhea and ribbon-like stools are not 
manifestations of this disorder. 
 
Question No: 27 
A sweat test is performed on an infant with a suspected diagnosis of cystic fibrosis. The nurse reviews the test 
results and determines that which of the following is a positive result for cystic fibrosis? 
A. Chloride level of 20 mEq/L 
B. Chloride level of 30 mEq/L 
C. Chloride level of 40 mEq/L 
D. Chloride level of 70 mEq/L 
Answer: D  
Explanation: The nurse reviews the test results and determines that a positive result for cystic fibrosis is a 
chloride level of 70 mEq/L. In a sweat test, sweating is stimulated on the child’s forearm with pilocarpine, the 
sample is collected on absorbent material, and the amounts of sodium and chloride are measured. A sample 
of at least 50 mg of sweat is required for accurate results. A chloride level higher than 60 mEq/L is considered 
to be a positive test result. A chloride level of 40 mEq/L suggests cystic fibrosis and requires a repeat test. A 
chloride level of less than 40 mEq/L indicates no cystic fibrosis. 
 
Question No: 28 
A mother arrives in an emergency room with her infant and the mother states that the child fell off a bunk 
bed. A head injury is suspected and a nurse is assessing the child continuously for signs of increased 
intracranial pressure (ICP). Which of the following is a late sign of increased ICP in this child? 
A. Nausea 
B. Bradycardia 
C. Bulging fontanel 
D. Dilated scalp veins 
Answer: B  
Explanation: A late sign of increased ICP in this patient is bradycardia. Late signs of increased intracranial 
pressure (ICP) include a significant decrease in level of consciousness, bradycardia, and fixed and dilated pupils. 



A bulging fontanel and dilated scalp veins are early signs of increased ICP and would be noted in an infant, 
not a 5-year-old child. Nausea is an early sign of increased ICP. 
 
Question No: 29 
A nurse is performing an admission assessment on a newborn infant with a diagnosis of spina bifida 
(myelomeningocele). A priority nursing assessment for this newborn is: 
A. Pulse rate 
B. Palpation of the abdomen 
C. Specific gravity of the urine 
D. Head circumference measurement 
Answer: D  
Explanation: A priority nursing assessment for this newborn is head circumference measurement. Newborn 
infants with spina bifida (myelomeningocele type) are at risk for hydrocephalus; therefore, the head 
circumference should be measured to obtain a baseline. 
 
Question No: 30 
A lumbar puncture is performed on an infant suspected of having bacterial meningitis and cerebrospinal fluid 
(CSF) is obtained for analysis. A nurse reviews the results of the CSF analysis and determines that which of the 
following results would verify the diagnosis? 
A. Clear CSF, elevated protein, and deceased glucose level 
B. Clear CSF, decreased pressure, and elevated protein level 
C. Cloudy CSF, elevated protein, and decrease glucose level 
D. Cloudy CSF, decreased protein, and decreased glucose level 
Answer: C  
Explanation: A nurse reviews the results of the CSF analysis and determines a result that would verify the 
diagnosis is a cloudy CSF, elevated protein, and decrease glucose level. Meningitis is diagnosed by testing 
cerebrospinal fluid obtained by lumbar puncture. In the case of bacterial meningitis, findings usually include 
an elevated pressure, turbid or cloudy cerebrospinal fluid, and elevated leukocyte, elevated protein, and 
decreased glucose levels 
 
Question No: 31 
A nurse is planning care for a newborn of a diabetic mother. A priority nursing diagnosis for this infant would 
be: 
A. Hyperthermia related to excess fat and glycogen 
B. Risk for injury related to low blood glucose levels 
C. Risk for delayed development related to excessive size 
D. Risk for aspiration related to impaired suck and swallow 
Answer: B  
Explanation: A priority nursing diagnosis for this infant is risk for injury related to low blood glucose levels. 
The neonate born to a diabetic mother is at risk for hypoglycemia, so risk for injury related to low blood 
glucose levels would be priority nursing diagnosis. The infant would also be at risk for hyperbilirubinemia, 
respiratory distress, hypocalcemia, and congenital anomalies. Hyperthermia, risk for delayed development, 
and risk of aspiration are not expected problems. 
 




