
PRACTICE EXAM 16 — FULL-LENGTH 

SIMULATION (115 QUESTIONS)  
1. A nurse manager is mediating a three-way conflict between a bedside nurse, a respiratory therapist, 

and a physician regarding the management of a ventilated patient. Each professional believes their 

discipline's approach is correct and the other two are contributing to the patient's delayed weaning. The 

conflict has escalated from professional disagreement to personal animosity, with each party refusing to 

collaborate. Which mediation approach is MOST effective? 

 

A. Meet with all three parties simultaneously to establish a shared clinical objective — successful 

patient weaning — and redirect the conflict from disciplinary turf to patient-centered outcome, facilitate 

each party's clinical perspective without allowing interruption, identify areas of clinical agreement, 

negotiate a unified weaning plan that incorporates contributions from all three disciplines, and establish 

communication expectations going forward 

B. Meet with each party individually to understand their clinical perspective and then develop a unified 

plan that the nurse manager presents to all three as the agreed-upon approach 

C. Escalate the conflict to the three parties' respective department heads and allow them to negotiate a 

resolution through departmental channels 

D. Assign a fourth clinician — such as a pulmonologist not involved in the conflict — to evaluate the 

patient independently and develop a weaning plan that overrides all three conflicting approaches 

 

2. A nurse manager is developing a communication strategy for supporting a family experiencing 

perinatal loss. The mother has delivered a stillborn infant at thirty-six weeks gestation. Staff report 

feeling helpless and uncertain about what to say. Some nurses avoid the room entirely. The mother's 

partner is expressing anger toward the clinical team. Which communication element is MOST critical 

for the nursing team? 

 

A. Provide staff with a list of appropriate and inappropriate phrases to use when communicating with 

bereaved parents 

B. Educate staff that their primary role is compassionate presence rather than verbal intervention — that 

sitting with the family, facilitating memory-making such as photographs, footprints, and naming, 

offering to hold the infant, and creating a sacred space for the family's grief provides more comfort than 

any spoken words, while also training staff on the specific logistics of perinatal bereavement including 

birth certificate completion, disposition options, and follow-up resource provision 



C. Assign only nurses who volunteer to care for the bereaved family since forcing nurses into this 

situation may compromise the quality of emotional support 

D. Refer all bereavement communication to the hospital chaplain and social worker since they have 

specialized grief counseling training 

 

3. A nurse manager is responsible for managing communication during an unannounced Joint 

Commission survey. Surveyors have arrived on the unit and are conducting patient interviews, staff 

interviews, and document reviews. Staff are visibly anxious, and several are approaching the nurse 

manager with urgent questions about how to respond to surveyor inquiries. Which communication 

guidance is MOST appropriate? 

 

A. Brief staff to respond to surveyor questions with the most favorable presentation of unit practices to 

ensure a positive survey outcome 

B. Coach staff to answer surveyor questions honestly and specifically based on their actual practice — 

explaining what they do, why they do it, and how they know it is correct — while remaining calm and 

professional, and direct them to say "I don't know but I can find out" rather than guessing when 

uncertain 

C. Instruct staff to refer all surveyor questions to the nurse manager so responses can be coordinated and 

consistent 

D. Distribute a survey preparation guide that staff can reference before responding to surveyor questions 

 

4. A nurse manager is addressing a situation where a patient who is a nurse at the same hospital has been 

admitted to the unit. The patient-nurse's colleagues from other units have been visiting during clinical 

hours, accessing the patient's medical record out of curiosity, and discussing the patient's condition in 

public areas of the hospital. The patient has not complained but the nurse manager has observed the 

privacy violations. Which action is MOST comprehensive? 

 

A. Address the privacy violations by reminding all hospital staff through established communication 

channels about HIPAA obligations regarding colleague patients, restrict medical record access to the 

patient's direct care team through the EHR access management system, establish visiting guidelines that 

apply to staff visitors as they would to any visitor, and proactively discuss privacy preferences with the 

patient to ensure their wishes are respected 

B. Notify the privacy officer about the record access violations and allow the privacy office to manage 

the investigation and staff notification 

C. Post a reminder about HIPAA requirements on the unit's communication board and send an email to 

all staff about the importance of respecting colleague patients' privacy 



D. Move the patient to a unit where they are less likely to be recognized to reduce the privacy exposure 

 

5. A nurse manager is implementing a structured approach to managing the "rumor mill" on the unit. 

During a period of organizational uncertainty about potential merger talks, informal communication 

networks have been spreading inaccurate information that has caused significant staff anxiety. Some 

rumors contain fragments of truth mixed with speculation. Which communication strategy is MOST 

effective for managing the rumor cycle? 

 

A. Identify the primary rumor sources on the unit and address them individually about the impact of 

spreading unverified information 

B. Ignore the rumors since addressing them gives them credibility and attention that sustains the rumor 

cycle 

C. Respond to each rumor individually with factual corrections distributed through official 

communication channels 

D. Implement a proactive "rumor response" communication practice that includes regular leadership 

updates about what is known and unknown, an accessible channel for staff to ask questions and receive 

honest answers, immediate response to rumors that could affect patient care or staff well-being, and 

acknowledgment that uncertainty naturally generates speculation rather than treating rumors as defiant 

behavior 

 

6. A nurse manager is developing a communication approach for a patient who has a progressive 

neurological condition that is gradually reducing their communication ability. Currently, the patient can 

speak in short phrases with significant effort. The patient has expressed a desire to document their care 

preferences while they still can communicate, anticipating the time when they will be unable to 

participate in clinical discussions. Which approach is MOST proactive? 

 

A. Complete a standard advance directive document with the patient and file it in the medical record 

B. Facilitate a comprehensive goals-of-care conversation now while the patient can still communicate, 

document detailed care preferences for multiple clinical scenarios the patient may face as the disease 

progresses, establish a communication plan that adapts to progressively declining ability including 

augmentative devices and designated communication partners, and ensure the care plan reflects the 

patient's authentic voice captured while they could still express it 

C. Arrange for the patient to record video statements about their care preferences that can be referenced 

when they can no longer communicate verbally 

D. Refer the patient to palliative care for advance care planning since they have specialized training in 

goals-of-care conversations for patients with progressive conditions 



7. A nurse manager is coaching a nurse who provides clinically competent care but consistently uses 

medical jargon when communicating with patients. Patients report not understanding their nurse's 

explanations, and teach-back verification reveals low comprehension rates compared to other nurses' 

patients. The nurse is unaware of the jargon usage, believing she communicates clearly. Which coaching 

intervention is MOST effective? 

 

A. Record a sample of the nurse's patient communication with the patient's consent, review the recording 

together to identify specific jargon instances the nurse uses unconsciously, demonstrate plain-language 

alternatives for each identified term, and practice the alternatives through role-play until plain language 

becomes the nurse's default communication mode 

B. Provide the nurse with a medical-to-plain-language glossary and ask her to reference it during patient 

conversations 

C. Pair the nurse with a colleague who communicates effectively in plain language and ask her to 

observe and model the colleague's approach 

D. Assign the nurse to a health literacy training program that covers plain language communication 

principles and techniques 

 

8. A nurse manager is implementing a communication protocol for managing patients during a code blue 

event. Current practice during codes is chaotic — multiple people speak simultaneously, orders are 

unclear, and team members are uncertain about their roles. The nurse manager wants to implement a 

crew resource management approach to code communication. Which element is MOST critical for code 

communication effectiveness? 

 

A. Assign specific team roles before each shift so every staff member knows their code role if a code is 

called during that shift 

B. Implement a structured pre-code briefing that occurs in the first thirty seconds of every code to verify 

team roles and establish communication ground rules 

C. Require closed-loop communication during all code events where every verbal order is repeated back 

by the receiver and confirmed by the sender before execution 

D. Designate a single "air traffic controller" — the code team leader — who directs all communication 

during the code, with all team members communicating through this central point rather than cross-

talking, and implement closed-loop communication for all orders and critical information exchanges 

 

9. A nurse manager is developing a communication plan for transitioning the unit from paper-based 

patient whiteboards to electronic bedside displays. The electronic displays auto-populate patient 

information, nursing assignments, care goals, and anticipated discharge dates from the EHR. Staff resist 



the change because they value the personal touch of hand-written boards and patients have expressed 

that electronic displays feel "institutional and cold." Which communication approach addresses both 

concerns? 

 

A. Implement the electronic displays while preserving a small writable section on each board for 

personal messages, nurse introductions, and patient-selected information that adds the human touch that 

auto-populated data cannot provide — communicating to staff that the electronic display handles the 

data accuracy and currency while the personal section maintains the connection patients value 

B. Delay the transition until staff acceptance increases through continued education about the benefits of 

electronic displays 

C. Implement the electronic displays as designed and allow patients to adjust to the new format over 

time 

D. Maintain the paper whiteboards and decline the electronic display implementation since patient 

preference should guide the decision 

 

10. A nurse manager is addressing a communication challenge where night shift nurses leave detailed 

handoff notes about patient concerns but day shift nurses report they do not have time to read them. The 

notes often contain important clinical observations, psychosocial concerns, and family communication 

needs that are lost when unread. Day shift nurses state that verbal handoff provides everything they 

need. Which resolution is MOST effective? 

 

A. Eliminate the written notes and standardize verbal-only handoff communication to ensure all 

information is communicated in a format day shift nurses will receive 

B. Integrate the most critical elements of written observations into the structured verbal handoff by 

designating a brief "overnight observations" segment within the handoff format that captures the 

clinical, psychosocial, and family communication insights night shift nurses currently document 

separately — combining the strengths of both communication modalities 

C. Require day shift nurses to read the overnight notes as a documentation compliance requirement and 

audit compliance 

D. Transition all handoff communication to the electronic health record where night shift nurses 

document and day shift nurses review, eliminating the separate written notes 

 

11. A nurse manager is developing a communication strategy for managing a patient who has been 

identified as a victim of elder financial exploitation by a family member who also serves as the patient's 

caregiver. The patient is cognitively intact but financially dependent on the exploiting caregiver. The 



patient has disclosed the exploitation to the nurse but asked that nothing be done because "I have 

nowhere else to go." Which response is MOST appropriate? 

 

A. Respect the patient's wish for no action since the patient is cognitively intact and has the right to 

make decisions about their own situation, including the decision to remain in an exploitative relationship 

B. Immediately report the suspected financial exploitation to adult protective services and law 

enforcement since elder exploitation is a reportable event regardless of the patient's wishes 

C. Inform the patient that the nurse has a mandatory reporting obligation for suspected elder abuse, 

explain the reporting process and what will happen after the report is filed, provide information about 

community resources for elder exploitation victims, and support the patient through the process while 

connecting them with social work for safety planning 

D. Document the patient's disclosure in the medical record and notify the social worker to follow up 

with the patient about available resources after discharge 

 

12. A nurse manager is implementing a "communication cascade" for rapidly disseminating urgent 

clinical information across all shifts. A critical safety alert has been issued requiring an immediate 

change in medication administration practice. The change must reach every nurse on every shift within 

twenty-four hours. Email communication has historically been unreliable for urgent practice changes 

because nurses do not check email during clinical shifts. Which cascade method is MOST effective? 

 

A. Post the change prominently at every medication preparation station and nursing workstation with a 

mandatory sign-off sheet that each nurse initials before their next medication administration 

B. Contact each charge nurse by telephone and require them to personally brief every nurse on their shift 

before the nurse's next medication administration 

C. Send an emergency text message to all nursing staff through the hospital's mass notification system 

D. Implement a multi-channel cascade that combines immediate charge nurse notification with face-to-

face briefing at each shift's beginning, prominent visual alerts at point-of-care locations, EHR clinical 

decision support alerts triggered during the affected medication administration, and a mandatory 

acknowledgment mechanism that confirms every nurse has received and understood the change — using 

redundant channels to ensure no nurse administers the affected medication without awareness of the 

change 

 

13. A nurse manager is developing a communication framework for managing patients who express 

anger toward the healthcare system — not about their current care, but about previous experiences at 

other facilities, insurance denials, perceived systemic discrimination, or frustration with the healthcare 



system's complexity. These patients may direct their systemic anger at the current nursing team despite 

receiving good care. Which communication approach is MOST therapeutic? 

 

A. Acknowledge the patient's frustration with the healthcare system as legitimate, validate their 

experiences without defending the system, clearly differentiate the current care team's commitment to 

their well-being from previous negative experiences, and establish a collaborative care relationship that 

demonstrates through action that this experience can be different 

B. Redirect the patient's anger toward the appropriate targets — previous facilities, insurance companies, 

or policy makers — and refocus their attention on the current hospitalization 

C. Set boundaries by explaining that the current nursing team cannot address systemic healthcare 

problems and that the patient should direct their frustration to patient advocacy organizations 

D. Listen to the patient's concerns empathetically but avoid engaging with systemic healthcare critiques 

since they are outside the scope of the nurse-patient relationship 

 

14. A nurse manager is implementing a structured rounding program where the nurse manager 

personally rounds on every patient within twelve hours of admission. During rounding, a patient states 

that the admitting nurse "seemed rushed and didn't really listen to my concerns." The patient identifies a 

specific concern about a medication allergy that was not documented correctly during admission. Which 

response addresses BOTH the immediate clinical concern and the communication quality issue? 

 

A. Thank the patient for the feedback, immediately correct the allergy documentation in the medical 

record, and discuss the communication concern with the admitting nurse privately after the round 

B. Thank the patient for the feedback, promise to follow up on the communication concern, and direct 

the patient to the charge nurse for the allergy documentation correction 

C. Correct the allergy documentation immediately at the bedside so the patient can verify its accuracy, 

address the patient's clinical concern in real time, acknowledge that the admission experience fell short 

of expectations, commit to following up on the communication issue, and use the findings to evaluate 

whether the admission assessment workflow allows adequate time for thorough patient communication 

D. Apologize for the admission experience, correct the allergy documentation, and assign a different 

nurse to the patient to improve the care relationship 

 

15. A nurse manager is developing a communication approach for managing patients who are 

involuntarily committed for psychiatric evaluation under a seventy-two-hour hold but are hospitalized 

on a medical-surgical unit for a co-occurring medical condition. These patients may be angry about the 

involuntary commitment, distrust the healthcare team, and view all medical interventions as extensions 

of their involuntary detention. Which communication principle is MOST important? 



 

A. Clearly explain the distinction between the involuntary psychiatric hold and the medical treatment, 

emphasizing that the patient retains the right to refuse medical treatment unrelated to the psychiatric 

commitment 

B. Treat the patient identically to all other medical-surgical patients and avoid discussing the psychiatric 

hold to normalize the medical hospitalization 

C. Assign a psychiatric nurse liaison to manage all communication with the involuntarily committed 

patient 

D. Maintain clear, honest communication that acknowledges the patient's anger about the involuntary 

commitment while distinguishing between psychiatric hold authority and medical treatment consent, 

explain the patient's rights regarding medical treatment decisions, build trust through consistent and 

transparent interactions, and avoid punitive or authoritarian communication that reinforces the patient's 

perception of being controlled 

 

16. A nurse manager is addressing a pattern where staff meetings have become unproductive — 

dominated by complaints, off-topic discussions, and repetitive issues that never resolve. Attendance has 

dropped to forty percent as nurses view the meetings as a waste of time. Which restructuring approach is 

MOST likely to restore meeting value? 

 

A. Reduce meeting frequency from monthly to quarterly so each meeting has more substantive content 

B. Redesign the meeting structure with a published agenda distributed in advance, time-limited 

segments for specific topics, a standing "what's working well" segment that balances complaint-focused 

discussion, action items with assigned owners and deadlines that are reviewed at the next meeting for 

follow-through, and a brief evaluation at the end where attendees rate the meeting's value — 

transforming meetings from venting sessions to action-oriented forums 

C. Transition from all-staff meetings to small-group discussions led by charge nurses who report themes 

to the nurse manager 

D. Replace in-person meetings with a weekly electronic newsletter that covers the same information 

more efficiently 

 

17. A nurse manager is developing a communication approach for a patient who speaks English fluently 

but processes information atypically due to a traumatic brain injury. The patient understands individual 

statements but cannot retain sequential information, frequently loses track of conversations, and 

becomes frustrated when clinical discussions exceed two to three minutes. Standard discharge education 

lasting thirty to forty minutes is impossible. Which adaptation is MOST appropriate? 

 



A. Provide all education in written format since the patient can review written materials at their own 

pace and compensate for retention difficulties through re-reading 

B. Assign a family member to attend all education sessions and serve as the patient's information proxy 

C. Reduce the education content to only the three most critical safety topics and accept that 

comprehensive education is not feasible for this patient 

D. Restructure all clinical communication into brief two-to-three-minute segments with a single focused 

topic per segment, provide written and visual reinforcement immediately after each segment, schedule 

multiple brief sessions throughout the day rather than single extended sessions, and verify retention 

through teach-back before introducing the next topic — adapting the communication structure to the 

patient's cognitive capacity rather than the standard format 

 

18. A nurse manager is implementing a "communication check-in" practice where nurses pause during 

complex clinical activities to verify that all team members share the same understanding of the patient's 

current status, the plan, and their individual responsibilities. This practice is adapted from aviation's 

"sterile cockpit" concept. Staff report that initiating a check-in during busy clinical moments feels 

awkward and disruptive. Which implementation approach addresses this barrier? 

 

A. Reserve communication check-ins for only the highest-risk clinical activities such as blood product 

transfusion and chemotherapy administration to reduce the frequency of the interruption 

B. Integrate the check-in into the workflow by creating specific trigger points — such as before a 

procedure, at the start of a transfusion, or during a clinical status change — where the brief verification 

occurs naturally as part of the clinical activity rather than as an interruption to it, and normalize the 

practice by framing it as a professional safety behavior rather than a disruption 

C. Allow nurses to conduct check-ins mentally rather than verbally to avoid the perceived disruption of 

verbal verification 

D. Implement check-ins only with new or inexperienced team members since experienced teams are less 

likely to have communication misunderstandings 

 

19. A nurse manager is developing a communication protocol for patients who are being discharged with 

a new diagnosis of a chronic condition — such as heart failure, diabetes, or COPD — that requires 

significant lifestyle modification. Research shows that patients newly diagnosed with chronic conditions 

experience predictable stages of adjustment including shock, denial, anger, negotiation, and acceptance. 

Most discharge education is delivered during the shock or denial phase when patients are least receptive 

to lifestyle change information. Which approach is MOST effective? 

 



A. Begin disease-specific education immediately upon diagnosis but adapt the content depth to the 

patient's readiness stage — providing survival-level information during shock/denial, expanding to self-

management skills as the patient moves toward acceptance, and establishing a post-discharge education 

plan that continues the learning process after the patient has had time to process the emotional impact of 

the diagnosis 

B. Delay all discharge education until the day of discharge when the patient is most motivated to learn 

about managing their condition at home 

C. Provide comprehensive disease management education regardless of the patient's emotional state 

since the information must be delivered during the hospitalization 

D. Assess the patient's readiness to learn at each interaction and document the assessment, deferring 

education until the patient demonstrates receptiveness 

 

20. A nurse manager is addressing a communication pattern where nurses routinely provide clinical 

updates to families by telephone during the shift but do not document these conversations in the medical 

record. When the next shift nurse interacts with the family, they are unaware of what was previously 

communicated, leading to inconsistent information and family frustration. Which system improvement 

is MOST effective? 

 

A. Implement a policy requiring all family telephone communications to be documented in the medical 

record, but accept that compliance may be inconsistent 

B. Designate a single nurse per shift as the family communication point person who manages and 

documents all family calls 

C. Integrate a brief family communication documentation field into the nursing shift summary that 

prompts the nurse to document the content of any family contacts during the shift, the family's response 

and any concerns raised, and any commitments made during the conversation — creating a 

communication continuity thread that the next shift can reference before their own family interactions 

D. Implement a family communication board in each patient's room where nurses write updates that are 

visible to all shifts and to the family during visits 

 

21. A nurse manager is developing a communication plan for a situation where a nurse has made a 

medication error that caused temporary patient harm. The organization's disclosure policy requires 

honest communication with the patient. The nurse who made the error is emotionally devastated and 

feels unable to participate in the disclosure conversation. Which approach is MOST appropriate? 

 

A. Require the nurse to participate in the disclosure since professional accountability demands that the 

person who made the error take responsibility in the conversation with the patient 



B. Allow the physician to conduct the disclosure without the nurse present and provide the nurse with 

emotional support separately 

C. Delay the disclosure until the nurse has received emotional support and is able to participate in the 

conversation 

D. Conduct the disclosure conversation with the patient and family led by the physician and nurse 

manager, support the nurse through the event using a second victim support program, facilitate the 

nurse's participation in the disclosure process at the level she can manage — recognizing that forcing 

immediate participation while the nurse is in acute distress may not serve the patient or the nurse 

effectively, while ensuring the patient receives timely honest communication regardless of the nurse's 

readiness 

 

22. A nurse manager is developing a structured approach to managing "information overload" for 

nursing staff. Nurses on the unit receive an average of forty-seven emails per day, twelve policy update 

notifications per month, eight required online learning modules per quarter, and daily EHR clinical alerts 

— in addition to the clinical information processing required for direct patient care. Staff report that the 

volume of non-clinical information demands reduces their capacity for clinical attention. Which 

management approach is MOST effective? 

 

A. Reduce the number of emails sent to nursing staff by consolidating multiple messages into a single 

daily digest 

B. Implement a tiered information delivery system that categorizes communications by urgency and 

relevance, directing immediate safety information through high-priority channels, operational 

information through daily briefings, and developmental information through self-paced platforms — 

reducing the cognitive load of information triage while ensuring critical communications receive 

appropriate attention 

C. Assign the charge nurse to filter and prioritize information for bedside nurses, communicating only 

the most relevant items during shift huddles 

D. Implement an information management training program that teaches nurses strategies for efficiently 

processing high volumes of professional communication 

 

23. A nurse manager is implementing a patient feedback system that collects real-time satisfaction data 

through bedside tablets rather than relying on post-discharge mail surveys. The real-time system 

provides immediate feedback about the patient's experience while the patient is still hospitalized, 

enabling service recovery before discharge. During the first month, sixty-two percent of patients 

participate. Feedback reveals several systemic issues not previously identified by the post-discharge 

survey. Which finding is MOST significant? 

 



A. The real-time feedback identifies problems that can be addressed while the patient is still 

hospitalized, transforming patient experience data from a retrospective measurement tool into a 

prospective improvement tool — enabling service recovery that prevents dissatisfaction rather than 

measuring it after the fact 

B. The sixty-two percent participation rate exceeds the typical twenty-five to thirty percent post-

discharge survey response rate, providing a more representative sample of patient experience 

C. The systemic issues identified by real-time feedback were not captured by the post-discharge survey 

because patients forgot the specific details by the time they received the mail survey 

D. The bedside tablet format may introduce response bias since patients who are more comfortable with 

technology may be overrepresented in the responses 

 

24. A nurse manager is developing a communication approach for a situation where a patient's religious 

beliefs conflict with recommended medical treatment. The patient is a Jehovah's Witness who requires a 

surgical procedure that may necessitate blood transfusion. The patient consents to the surgery but 

refuses all blood products. The surgical team is concerned about proceeding without the ability to 

transfuse if needed. Which communication facilitation is MOST appropriate? 

 

A. Arrange for the hospital chaplain to counsel the patient about the medical risks of refusing blood 

products 

B. Facilitate a structured pre-operative conversation between the patient, surgeon, and anesthesiologist 

that clearly establishes the patient's specific refusal parameters, identifies all acceptable alternatives to 

blood products, documents the patient's informed refusal including understanding of the risks, develops 

a bloodless surgery plan that maximizes the surgical team's comfort within the patient's parameters, and 

ensures all team members understand and will respect the patient's decision during the procedure 

C. Request an ethics committee consultation since the conflict between clinical recommendation and 

religious belief requires ethical mediation 

D. Recommend that the patient seek surgical care at a facility experienced in bloodless surgery 

techniques to ensure optimal clinical management within the patient's belief system 

 

25. A nurse manager is responsible for communicating a change in the unit's nurse-to-patient ratio from 

one-to-four to one-to-five for the day shift. The change is driven by organizational budget constraints, 

not by a change in patient acuity. Staff perceive the ratio change as dangerous and several have 

threatened to resign. The nurse manager personally disagrees with the decision but must implement it. 

Which communication approach is MOST appropriate? 

 



A. Communicate the ratio change with honest acknowledgment of the budget rationale while expressing 

personal agreement with staff's safety concerns and committing to monitor quality outcomes closely 

B. Implement the ratio change as a directive without personal commentary since expressing 

disagreement with organizational decisions undermines the nurse manager's role as an organizational 

representative 

C. Advocate privately for reversal of the decision while implementing it as directed and focusing public 

communication on how to maintain quality within the new ratio 

D. Communicate the change honestly, acknowledge that the decision was budget-driven, validate staff 

concerns about the safety implications, present the organizational rationale without misrepresenting it as 

clinically motivated, commit to rigorous quality monitoring with defined triggers for escalation if 

outcomes deteriorate, and advocate through appropriate channels for reversal if data supports the staff's 

safety concerns — maintaining integrity by neither endorsing a decision the manager disagrees with nor 

publicly undermining organizational leadership 

 

26. A nurse manager is developing a communication plan for managing the unit during a mass casualty 

event where the hospital's emergency department is overwhelmed and admitted patients are being 

temporarily housed on the unit's hallway spaces. Normal communication channels are overloaded, 

families are calling frantically for information about their injured family members, and the unit's regular 

patients are anxious about the chaotic environment. Which communication priority is MOST critical? 

 

A. Establish communication with families of injured patients to reduce the volume of incoming calls that 

are overwhelming the switchboard 

B. Focus communication on reassuring the unit's regular patients who may feel neglected during the 

mass casualty response 

C. Contact additional nursing staff to provide reinforcements for the increased patient volume 

D. Establish a communication command structure that designates specific staff for specific 

communication functions: one person managing family communication for mass casualty patients, one 

person providing reassurance to regular patients, one person coordinating with the hospital's incident 

command, and the nurse manager maintaining overall situational awareness and resource allocation — 

preventing communication chaos through defined roles 

 

27. A nurse manager is implementing a patient experience improvement initiative specifically targeting 

the "responsiveness of hospital staff" HCAHPS domain. The unit scores at the thirty-eighth percentile 

nationally on this measure, which asks patients how often they received help as soon as they wanted it 

and how often they received help getting to the bathroom or using a bedpan as soon as they wanted it. 

Which intervention is MOST targeted? 



A. Implement proactive nursing rounds at defined intervals — every one to two hours during the day 

and every two hours at night — that specifically address pain, positioning, personal needs including 

toileting, and proximity of call light and personal items, anticipating patient needs before they become 

requests and reducing the reactive response pattern that drives low responsiveness scores 

B. Increase staffing levels to reduce the time between patient request and nurse response 

C. Implement a call light response time tracking system that monitors and reports response times for 

each nurse 

D. Educate patients about realistic response time expectations given the clinical care demands that 

nurses must balance 

 

28. A nurse manager is developing a structured approach to managing communication with patients who 

are experiencing psychotic symptoms — such as hallucinations, delusions, or disorganized thinking — 

while hospitalized for a medical condition. Medical-surgical nurses report uncertainty about how to 

communicate therapeutically with patients who are not oriented to shared reality. Which communication 

principle is MOST important? 

 

A. Communicate using therapeutic techniques that neither reinforce nor directly challenge the psychotic 

content — acknowledging the patient's experience without agreeing with delusional beliefs, using clear 

and simple language, maintaining a calm and non-threatening demeanor, focusing on the patient's 

feelings and needs rather than the content of psychotic symptoms, and avoiding arguing about the reality 

of hallucinations or delusions 

B. Challenge delusional beliefs gently by presenting reality-based information to help orient the patient 

to shared reality 

C. Communicate exclusively through the patient's family members or psychiatric liaison since direct 

communication with psychotic patients requires specialized psychiatric training 

D. Limit communication to essential clinical activities and avoid non-clinical conversation that might 

trigger or exacerbate psychotic symptoms 

 

29. A nurse manager is implementing a "warm line" — a non-emergency telephone support service that 

discharged patients can call with clinical questions during the first seventy-two hours after discharge. 

The warm line is staffed by experienced nurses who provide clinical guidance, medication clarification, 

and symptom assessment. After three months, data shows the warm line receives an average of eighteen 

calls per day. Forty-two percent of calls involve medication questions, twenty-eight percent involve 

symptom concerns, eighteen percent involve wound care questions, and twelve percent involve 

equipment or supply issues. Which data point is MOST actionable? 

 



A. The eighteen calls per day demonstrates strong patient engagement with the warm line service 

B. The equipment and supply category should be routed to a non-clinical staff member since these calls 

do not require nursing assessment 

C. The medication question category at forty-two percent suggests that discharge medication education 

is inadequate, and the warm line data should be used to redesign the medication education process so 

that the most commonly asked questions are proactively addressed before discharge — transforming the 

warm line from a reactive service to a diagnostic tool that identifies upstream education gaps 

D. The symptom concern category should be prioritized since it has the highest potential for identifying 

patients who need to return to the emergency department 

 

30. A nurse manager is implementing an antimicrobial "timeout" — a structured reassessment of 

antibiotic therapy that occurs forty-eight to seventy-two hours after initiation when culture and 

sensitivity results are available. The timeout evaluates whether the antibiotic should be continued, 

narrowed, changed, or discontinued based on the available data. Which nursing role in the antimicrobial 

timeout is MOST impactful? 

 

A. Documenting the timeout discussion in the nursing notes for continuity of care 

B. Reminding the physician that the forty-eight-to-seventy-two-hour timeout is due 

C. Initiating the timeout discussion by documenting the patient's clinical response to the current 

antibiotic, flagging when culture results are available, and prompting the physician and pharmacist to 

reassess the antibiotic plan — functioning as the clinical trigger for the reassessment rather than waiting 

for the physician to independently remember the timeout 

D. Reviewing the culture and sensitivity results independently and suggesting antibiotic changes based 

on the data 

 

31. A nurse manager is conducting a clinical microsystem assessment of the unit. A clinical 

microsystem, as defined by Nelson, Batalden, and Godfrey, is the smallest functional unit within a 

healthcare system where patients, providers, support staff, information, and technology converge to 

produce care outcomes. The assessment evaluates five key elements: purpose, patients, professionals, 

processes, and patterns. Which finding from the microsystem assessment is MOST strategically 

valuable? 

 

A. Identification of the specific interaction patterns between the microsystem's elements that produce 

both its best outcomes and its most persistent problems — revealing the leverage points where targeted 

intervention will produce the greatest improvement because the interaction pattern, not any single 

element, drives the microsystem's performance 



B. Documentation of the microsystem's patient population demographics and clinical characteristics 

C. Mapping of the microsystem's clinical processes from admission through discharge 

D. Assessment of the professional staff's competency levels and development needs 

 

32. A nurse manager reviews the following data on sepsis bundle compliance and outcomes: 

 

| Quarter | Bundle Compliance | Sepsis Mortality | 

|---------|------------------|-----------------| 

| Q1 | 68% | 14.2% | 

| Q2 | 82% | 11.8% | 

| Q3 | 91% | 9.4% | 

| Q4 | 92% | 10.1% | 

 

Which interpretation requires the MOST investigation? 

 

A. The bundle compliance improvement from sixty-eight to ninety-two percent demonstrates a 

successful quality improvement trajectory 

B. The mortality improvement from Q1 to Q3 parallels the compliance improvement, demonstrating the 

bundle's clinical effectiveness 

C. The Q4 compliance plateau at ninety-two percent suggests the improvement initiative has reached its 

maximum achievable compliance level 

D. The Q4 mortality increase from 9.4% to 10.1% despite stable compliance at ninety-two percent 

suggests that either the bundle is not addressing all mortality-driving factors, the patient population has 

changed, or compliance quality (fidelity to the bundle's intent) has declined even though compliance 

quantity (completion of bundle elements) remains high — warranting investigation into whether staff 

are "checking the box" without clinical engagement 

 

33. A nurse manager is evaluating the unit's care bundle fidelity. Bundle fidelity differs from bundle 

compliance in that compliance measures whether each element was performed, while fidelity measures 

whether each element was performed correctly and with clinical intent. A central line insertion bundle 

may show ninety-five percent compliance (all elements checked off) but low fidelity if the chlorhexidine 



skin prep is applied but not allowed to dry, or if the timeout is performed but without genuine team 

engagement. Which metric MOST accurately captures fidelity? 

 

A. Chart audit results showing documentation completion rates for each bundle element 

B. Direct observation of bundle performance using a structured observation tool that evaluates not only 

whether each element is performed but whether it is performed with the technique, timing, and 

engagement that produces the element's intended clinical effect 

C. Outcome data (infection rates) as a proxy measure for bundle fidelity since high-fidelity bundles 

produce better outcomes 

D. Staff self-assessment surveys where clinicians evaluate their own bundle performance quality 

 

34. A nurse manager is developing a high-reliability organization assessment for the unit. The five 

principles of high reliability are preoccupation with failure, reluctance to simplify, sensitivity to 

operations, commitment to resilience, and deference to expertise. Assessment reveals that the unit 

performs well on most principles but scores lowest on "reluctance to simplify" — the tendency to 

investigate problems thoroughly rather than accepting simple explanations. Staff routinely attribute 

safety events to individual error without examining system complexity. Which intervention MOST 

directly addresses this weakness? 

 

A. Require all incident investigations to identify at least three system-level contributing factors before 

an investigation can be closed, preventing premature closure on simple individual-error explanations and 

forcing the investigation to examine the organizational, process, and environmental conditions that 

enabled the individual error 

B. Train all staff in root cause analysis methodology so they have the skills to conduct thorough 

investigations 

C. Implement a just culture framework that shifts focus from individual blame to system analysis 

D. Assign a dedicated safety analyst who reviews all incident investigations for depth and complexity 

before approving closure 

 

35. A nurse manager is evaluating the unit's environmental services partnership. Research shows that 

environmental cleanliness directly affects healthcare-associated infection rates, and that the quality of 

the nursing-environmental services relationship predicts cleaning thoroughness. The unit's HAI rates 

have increased, and observation reveals that room terminal cleaning is inconsistent — some rooms are 

cleaned thoroughly while others receive superficial attention. Which intervention is MOST effective? 

 



A. Implement a cleaning verification system using ultraviolet marking or ATP testing that objectively 

measures cleaning adequacy 

B. Develop a collaborative nursing-environmental services partnership that includes joint training on 

infection prevention, shared accountability for HAI outcomes, real-time communication about isolation 

requirements and discharge cleaning priorities, regular joint rounding to evaluate cleaning quality, and 

mutual recognition of each discipline's contribution to patient safety — transforming the relationship 

from a service request model to a patient safety partnership 

C. Escalate the inconsistent cleaning to the facilities management director and request improved 

performance from the environmental services team 

D. Assign nursing staff to verify room cleaning adequacy before accepting rooms for new patient 

admission 

 

36. A nurse manager is implementing a rapid cycle quality improvement approach for reducing 

medication administration delays. Traditional PDSA cycles on the unit have taken three to four months 

per cycle, and staff lose engagement before results are visible. Rapid cycle improvement compresses the 

Plan-Do-Study-Act cycle to one to two weeks. Which adaptation is MOST important for successful 

rapid cycling? 

 

A. Reduce the scope of each improvement test to a single, small change that can be implemented, 

measured, and evaluated within one to two weeks, use readily available data rather than waiting for 

statistically significant sample sizes, and make decisions based on trends and patterns rather than 

definitive statistical analysis — accepting that rapid learning from small tests produces faster 

improvement than waiting for perfect data from large studies 

B. Increase the number of staff involved in each improvement cycle to generate faster implementation 

C. Implement multiple changes simultaneously in each rapid cycle to accelerate the overall improvement 

timeline 

D. Use automated data collection tools that provide real-time results without requiring manual data 

gathering 

 

37. A nurse manager is evaluating the unit's participation in the National Database of Nursing Quality 

Indicators. NDNQI requires specific data submission protocols including standardized definitions, 

consistent collection methods, and validated measurement techniques. The nurse manager discovers that 

the unit's falls data has been collected using a definition that differs from the NDNQI standard — 

counting only falls that result in injury rather than all falls. Which consequence is MOST significant? 

 



A. The unit's falls data may underestimate the true fall rate, making the unit appear safer than it actually 

is in benchmark comparisons 

B. The data collection inconsistency could result in NDNQI rejecting the unit's data submission 

C. The non-standard definition means all historical falls data from the unit is invalid for benchmarking 

purposes, the current fall prevention program may be inadequately designed because the true fall burden 

is underestimated, and comparison with NDNQI peer data has been producing falsely favorable results 

that masked an actual performance gap — requiring both immediate definition correction and 

retrospective data recalculation 

D. The definition discrepancy only affects the denominator calculation and has minimal impact on the 

unit's relative performance ranking 

 

38. A nurse manager is implementing a patient safety reporting improvement initiative. Current 

reporting captures approximately three hundred events per year. Research suggests that the actual event 

rate is significantly higher based on direct observation studies showing that only ten to twenty percent of 

events are reported. The nurse manager wants to increase reporting by reducing barriers. Which barrier 

reduction is MOST effective? 

 

A. Simplify the reporting process so it can be completed in less than two minutes, enable reporting from 

mobile devices, eliminate the requirement for the reporter to identify the root cause, and provide 

immediate confirmation that the report was received and will be acted upon — addressing the practical 

barriers of time, access, complexity, and perceived futility that suppress reporting 

B. Implement mandatory reporting for all observed safety events and monitor compliance through 

regular audits 

C. Provide financial incentives for safety event reporting to motivate increased reporting volume 

D. Guarantee complete anonymity for all reported events to eliminate fear of identification 

 

39. A nurse manager is developing a protocol for managing healthcare worker exposure to blood and 

body fluids. A nurse sustains a needlestick injury from a hollow-bore needle used on a patient whose 

HIV status is unknown. The exposure occurred thirty minutes ago. Which action is MOST time-

sensitive? 

 

A. Complete the exposure incident report documentation and submit it to employee health 

B. Determine the source patient's HIV status through rapid testing and obtain consent for source patient 

testing 



C. Initiate the post-exposure prophylaxis evaluation within one to two hours of exposure by contacting 

the designated exposure response clinician, since the window for effective PEP initiation narrows 

significantly after seventy-two hours and earlier initiation improves effectiveness — with source patient 

testing and incident documentation proceeding concurrently but not delaying the PEP evaluation 

D. Clean the needlestick wound thoroughly and apply antiseptic to reduce the risk of pathogen 

transmission 

 

40. A nurse manager is evaluating the unit's patient classification system accuracy. The system assigns 

acuity scores that drive staffing calculations. The nurse manager suspects the system underestimates 

actual workload because it does not capture several time-intensive nursing activities including discharge 

planning coordination, family communication, care transitions management, and psychosocial support. 

Which validation approach is MOST appropriate? 

 

A. Survey nursing staff about which activities they believe the classification system fails to capture and 

present the findings to the vendor for system modification 

B. Conduct a comprehensive time-motion study comparing the actual nursing time spent per patient 

against the time predicted by the classification system, identify the specific activity categories that 

produce the greatest discrepancy between predicted and actual nursing hours, and use the data to 

advocate for classification system modification or staffing adjustment 

C. Supplement the current classification system with a nursing workload adjustment factor that adds a 

percentage increase to account for unmeasured activities 

D. Replace the current classification system with a system that includes a broader range of nursing 

activities in its acuity algorithm 

 

41. A nurse manager reviews the following nurse-sensitive indicator data compared to NDNQI 

benchmarks: 

 

| Indicator | Unit Rate | NDNQI Mean | NDNQI Percentile | 

|-----------|----------|-----------|-----------------| 

| Falls/1,000 PD | 3.2 | 3.0 | 42nd | 

| CAUTI/1,000 CD | 1.8 | 1.5 | 35th | 

| HAPI Stage 2+/1,000 PD | 0.6 | 0.9 | 72nd | 

| RN satisfaction composite | 3.4/5.0 | 3.5/5.0 | 44th | 



Which quality improvement prioritization is MOST strategic? 

 

A. Focus improvement on CAUTI since it has the lowest percentile ranking and the largest gap from the 

NDNQI mean 

B. Prioritize CAUTI improvement since it represents the greatest gap from both the NDNQI mean and 

desired performance, the unit performs below average on this indicator, and CAUTI reduction has well-

established evidence-based interventions — while monitoring falls as a secondary priority and 

maintaining the strong HAPI performance 

C. Address RN satisfaction first since engaged nurses perform better on all quality indicators and 

improving satisfaction may naturally improve clinical outcomes 

D. Prioritize falls prevention since falls have the highest absolute rate on the unit regardless of the 

percentile ranking 

 

42. A nurse manager is implementing a healthcare-associated infection prevention strategy that extends 

beyond clinical bundle compliance to address the environmental and operational factors that contribute 

to infection. Research identifies that infection prevention success depends on the interaction between 

clinical practices, environmental cleaning, hand hygiene culture, antimicrobial stewardship, and patient 

and family engagement. Which approach MOST comprehensively addresses the multi-factorial nature of 

HAI prevention? 

 

A. Implement each infection prevention component through separate departmental initiatives 

coordinated by the infection preventionist 

B. Focus on the single highest-impact intervention — hand hygiene — since it is the foundational 

practice that affects all HAI types 

C. Develop an integrated infection prevention ecosystem where clinical bundles, environmental cleaning 

protocols, hand hygiene monitoring, antimicrobial stewardship, and patient education are coordinated as 

interconnected elements of a single prevention strategy — with shared metrics, joint accountability, and 

regular cross-functional review — rather than operating as independent programs 

D. Implement a comprehensive monitoring program that tracks all infection prevention components 

through a centralized dashboard 

 

43. A nurse manager is evaluating the unit's compliance with the Joint Commission's "Do Not Use" 

abbreviation list. Despite years of education, chart audits consistently show seven to twelve percent non-

compliance with prohibited abbreviations — primarily "U" for units, "IU" for international units, and 

trailing zeros in medication dosing. Standard re-education has not resolved the persistence. Which 

approach addresses the root cause of the persistent non-compliance? 



A. Implement progressive discipline for nurses who continue to use prohibited abbreviations after 

receiving education 

B. Mandate that all medication orders be entered electronically to eliminate handwritten abbreviations 

entirely 

C. Conduct focused interviews with the non-compliant nurses to identify the specific barrier to behavior 

change 

D. Address the root cause at the system level by implementing electronic order entry that eliminates 

handwritten abbreviation opportunities, adding clinical decision support that flags prohibited 

abbreviations in free-text fields, and recognizing that persistent non-compliance despite education 

reflects a system design problem rather than a knowledge deficit — handwritten abbreviation habits are 

deeply ingrained and require system-level barriers rather than education-level solutions 

 

44. A nurse manager is developing an approach to managing the clinical implications of "alarm fatigue" 

specifically related to continuous cardiac monitoring. The unit monitors an average of eighteen patients 

continuously on telemetry. Analysis shows that the unit generates approximately four thousand five 

hundred cardiac monitor alarms per day. Research confirms that eighty-five to ninety-nine percent of 

cardiac alarms are non-actionable. Staff have been observed silencing alarms without assessment. Which 

risk is MOST immediate? 

 

A. The volume of non-actionable alarms desensitizes staff to the point where a genuine cardiac 

emergency alarm may be silenced or ignored, creating a direct patient safety threat — the immediate 

risk is not the noise but the behavioral adaptation that causes staff to treat all alarms as non-urgent, 

making the monitoring system paradoxically less safe than no monitoring at all for certain patients 

B. The noise from four thousand five hundred daily alarms creates an environmental stressor that 

contributes to staff burnout and patient sleep disruption 

C. The non-actionable alarm volume generates documentation burden as nurses must document alarm 

responses for regulatory compliance 

D. The alarm volume may indicate that the monitoring parameters need adjustment to reduce the 

sensitivity of the detection algorithms 

 

45. A nurse manager is developing a unit-specific quality improvement project to reduce preventable 

patient harm. The IHI Global Trigger Tool methodology identifies adverse events through systematic 

chart review rather than relying on voluntary incident reporting. The nurse manager has conducted a 

GTT review and identified that the unit's adverse event rate is significantly higher than what incident 

reporting captures. Which finding is MOST significant? 

 



A. The voluntary reporting system may need improvement since it is capturing only a fraction of actual 

adverse events 

B. The GTT methodology provides a more accurate picture of the unit's true adverse event burden, 

revealing that the safety improvement priorities may be different from what incident report data suggests 

— since the events identified by GTT but not captured by voluntary reporting may represent different 

categories of harm requiring different interventions than those currently being addressed 

C. The GTT findings should replace the voluntary reporting system as the primary safety event 

identification method 

D. The discrepancy between GTT findings and voluntary reporting should be shared with staff to 

motivate increased incident reporting 

 

46. A nurse manager is evaluating the unit's performance on the CMS Hospital Value-Based Purchasing 

program and must understand how the unit's nurse-sensitive indicators contribute to the overall VBP 

score. The VBP program evaluates performance across domains weighted differently in the payment 

calculation. Which understanding is MOST critical for directing unit-level improvement efforts? 

 

A. The specific measures where the unit's performance most negatively affects the hospital's VBP score, 

since targeted improvement on the lowest-performing measures produces the largest composite score 

improvement per improvement dollar 

B. The overall VBP payment adjustment amount so the nurse manager can calculate the financial impact 

of improvement efforts 

C. The relationship between the unit's quality outcomes and the hospital's VBP rank compared to peer 

hospitals nationally 

D. Identifying which specific VBP domain measures the unit directly influences through nurse-sensitive 

indicators, calculating the unit's contribution to the hospital's score on those specific measures, and 

focusing improvement efforts on the measures where the unit has both the greatest performance gap and 

the largest scoring weight — maximizing the unit's contribution to the organizational VBP payment 

 

47. A nurse manager is implementing a patient safety culture improvement initiative based on AHRQ 

survey results. The survey reveals that staff score the unit's "frequency of events reported" dimension at 

forty-one percent positive — well below the national average of sixty-five percent. This means staff do 

not believe that errors and near-misses are consistently reported. Which improvement approach is 

MOST foundational? 

 

A. Implement a simplified event reporting system that reduces the time required to submit a report 



B. Begin by demonstrating that reports lead to visible action — publicly sharing de-identified examples 

of how reported events produced system improvements, closing the feedback loop with reporters by 

communicating what happened after their report was submitted, and making the connection between 

reporting and improvement visible to all staff — since the primary barrier to reporting is not process 

complexity but the belief that reporting does not produce change 

C. Increase the frequency of incident report feedback to individual reporters so they see the outcome of 

their submissions 

D. Implement mandatory reporting for all observed safety events with compliance monitoring to 

increase the reporting rate 

 

48. A nurse manager is developing a comprehensive approach to managing medication errors that 

distinguishes between prescribing errors, dispensing errors, administration errors, and monitoring errors. 

Data shows: 

 

| Error Type | % of Total | Nurse Involvement | 

|-----------|-----------|-------------------| 

| Prescribing | 38% | Indirect (fails to intercept) | 

| Dispensing | 12% | Minimal | 

| Administration | 32% | Direct (commits error) | 

| Monitoring | 18% | Direct (fails to monitor) | 

 

Which improvement strategy addresses the LARGEST nursing-influenceable error burden? 

 

A. Focus on administration errors since they represent the largest category where nurses directly commit 

the error 

B. Address monitoring errors since they represent a missed nursing assessment opportunity that could 

prevent patient harm 

C. Address both administration errors and intercepting prescribing errors simultaneously, since nurses 

directly commit thirty-two percent of errors through administration and fail to intercept thirty-eight 

percent of prescribing errors — together representing seventy percent of total errors where nursing 

intervention could make a difference 

D. Focus on prescribing errors since they represent the largest single category and improving physician 

ordering reduces the downstream error burden on nursing 



49. A nurse manager is evaluating the unit's readiness to implement a rapid response system 

enhancement that uses continuous patient monitoring data and predictive algorithms to identify patients 

at risk for deterioration earlier than traditional vital sign assessment. The system requires nursing staff to 

interpret algorithmic risk scores, integrate them with clinical assessment, and respond to generated 

alerts. Which readiness factor is MOST critical? 

 

A. Staff willingness and ability to interpret and act on algorithmic risk scores in conjunction with their 

own clinical assessment — since the technology is only as effective as the clinical response it generates, 

and staff who do not trust, understand, or appropriately integrate the algorithmic output will either 

ignore the alerts or respond inappropriately 

B. The accuracy and reliability of the predictive algorithm as validated in peer-reviewed research 

C. The technology infrastructure required to support continuous monitoring and real-time data 

processing 

D. The availability of rapid response team resources to manage the increased activation volume the 

enhanced system may generate 

 

50. A nurse manager is developing a quality improvement project using the Model for Improvement 

framework. The framework begins with three fundamental questions: What are we trying to accomplish? 

How will we know that a change is an improvement? What change can we make that will result in 

improvement? The nurse manager's project aims to reduce catheter-associated urinary tract infections. 

The team has defined the aim and identified changes to test but is struggling with the second question — 

how to measure improvement. Which measurement approach is MOST appropriate? 

 

A. Track CAUTI rate per one thousand catheter days using a statistical process control chart that 

distinguishes between common cause variation (inherent in the process) and special cause variation 

(resulting from the intervention), establishing whether observed changes represent genuine improvement 

or normal fluctuation — since determining whether a change is truly an improvement requires statistical 

methodology that separates signal from noise 

B. Compare the post-intervention CAUTI rate to the pre-intervention rate using a simple before-and-

after comparison 

C. Use the NDNQI benchmark as the comparison standard and measure whether the unit's rate moves 

toward or away from the benchmark after the intervention 

D. Track the absolute number of CAUTIs per month and evaluate whether the count decreases after the 

intervention 

 

 



51. A nurse manager is applying the Transtheoretical Model of Change (Prochaska and DiClemente) to 

understand staff readiness for a major practice change. The model identifies five stages of change: 

precontemplation (unaware or uninterested), contemplation (considering change), preparation (planning 

to change), action (implementing change), and maintenance (sustaining change). Assessment reveals 

that forty percent of staff are in precontemplation, thirty percent in contemplation, twenty percent in 

preparation, and ten percent in action. Which leadership approach is MOST strategically matched to this 

distribution? 

 

A. Focus leadership resources on moving the forty percent precontemplation group to contemplation 

since they represent the largest group 

B. Concentrate resources on the thirty percent in contemplation and twenty percent in preparation since 

they are closest to action and represent the best return on leadership investment 

C. Focus on supporting the ten percent already in action to build visible success that naturally draws 

others forward 

D. Apply stage-matched interventions across all groups simultaneously — providing awareness and 

education for precontemplators, exploring benefits and barriers for contemplators, concrete planning 

support for preparers, and reinforcement and troubleshooting for actors — since attempting to move all 

staff with a single strategy wastes effort on groups that are not developmentally ready for that 

intervention 

 

52. A nurse manager is applying Everett Rogers' Diffusion of Innovation theory to accelerate adoption 

of a new clinical practice. Rogers identified five adopter categories: innovators (2.5%), early adopters 

(13.5%), early majority (34%), late majority (34%), and laggards (16%). The nurse manager has 

successfully engaged the innovators and early adopters. The practice change has stalled at the boundary 

between early adopters and the early majority — the point Rogers calls "the chasm." Which strategy is 

MOST effective for crossing the chasm? 

 

A. Increase pressure on the early majority through performance expectations and accountability 

measures 

B. Leverage the early adopters as peer champions who can demonstrate the practice change's practical 

benefits to the early majority in their own clinical language, since the early majority adopts based on 

peer evidence of practical success rather than theoretical evidence or leadership direction — and the 

credibility of respected clinical peers is the bridge that crosses the chasm 

C. Provide additional education and evidence to the early majority to address their knowledge gaps 

D. Wait for the early majority to naturally adopt as they observe the early adopters' continued success 

over time 



53. A nurse manager is applying Bolman and Deal's Four-Frame leadership model to diagnose a 

persistent organizational problem. The four frames are: Structural (roles, rules, goals, policies), Human 

Resource (needs, skills, relationships), Political (power, conflict, competition), and Symbolic (culture, 

meaning, ritual). The unit has implemented three different patient experience improvement initiatives 

over two years, each with a solid structural design, adequate staffing and training, and leadership 

support. All three have failed. Using the four-frame model, which frame analysis is MOST likely to 

reveal why structurally sound initiatives keep failing? 

 

A. The political frame — examining whether hidden power dynamics, competing interests, or 

unresolved conflicts between influential staff members are sabotaging initiatives regardless of their 

structural merit, since persistent failure of well-designed programs most often reflects political 

undercurrents that structural solutions cannot address 

B. The human resource frame — examining whether staff skills and needs are being adequately 

addressed by the initiatives 

C. The structural frame — examining whether the organizational design supports the initiatives' 

implementation requirements 

D. The symbolic frame — examining whether the initiatives conflict with the unit's deeply held cultural 

beliefs, values, or identity 

 

54. A nurse manager is applying W. Edwards Deming's "System of Profound Knowledge" to improve 

unit performance. Deming identified four components: appreciation for a system, knowledge of 

variation, theory of knowledge, and psychology. Assessment reveals that the unit's quality improvement 

efforts consistently fail because staff make changes based on anecdotal evidence from individual patient 

cases rather than systematic data analysis. Which Deming component is MOST deficient? 

 

A. Appreciation for a system — staff do not understand how changes in one part of the system affect 

other parts 

B. Psychology — staff motivation and engagement are insufficient to sustain improvement efforts 

C. Theory of knowledge — staff need education on the scientific method and how to test theories of 

improvement through structured experimentation 

D. Knowledge of variation — staff do not distinguish between common cause variation (inherent system 

variation) and special cause variation (unusual events requiring investigation), leading them to make 

changes based on individual patient events that represent normal variation rather than genuine system 

problems requiring intervention 

 



55. A nurse manager is applying the Theory of Constraints to improve patient flow on the unit. The 

Theory of Constraints, developed by Eli Goldratt, states that every system has one constraint 

(bottleneck) that limits the entire system's output, and improving performance at the constraint produces 

the greatest system improvement. The nurse manager has identified the discharge process as the 

constraint — the average time from discharge order to patient departure is four hours, creating a 

bottleneck that delays new admissions. According to TOC, which improvement step comes FIRST? 

 

A. Identify and exploit the constraint — analyze the discharge process to find the specific step within the 

discharge process that creates the longest delay, and maximize the throughput of that specific step 

without adding resources, since TOC teaches that the constraint's output determines the system's output, 

and improving any non-constraint step produces no system benefit 

B. Add resources to the discharge process to reduce the four-hour turnaround time 

C. Implement a parallel discharge process that runs multiple discharge steps simultaneously 

D. Subordinate all other unit processes to support the discharge constraint by aligning admission timing, 

staffing allocation, and communication priorities to maximize discharge throughput 

 

56. A nurse manager is applying the concept of "collective impact" to a community health improvement 

initiative. Collective impact occurs when organizations from different sectors commit to a common 

agenda for solving a complex social problem. The unit frequently readmits patients with heart failure 

who cannot afford medications, lack transportation to follow-up appointments, and have inadequate 

nutrition. No single organization can address all these barriers. Which collective impact element is 

MOST distinctive from traditional collaboration? 

 

A. Shared accountability for outcomes across all participating organizations 

B. A structured communication process between participating organizations 

C. A common measurement system where all participating organizations track the same metrics and 

share data — enabling every partner to see whether the collective effort is producing results and which 

individual contributions are most effective, creating shared accountability through shared measurement 

rather than independent evaluation by each organization 

D. A formal governance structure that coordinates the activities of all participating organizations 

 

57. A nurse manager is developing a strategy for "influence without authority" — the ability to produce 

organizational change when the nurse manager lacks the positional authority to mandate the change. The 

nurse manager wants to implement a multidisciplinary bedside rounding model but cannot direct 

physicians, pharmacists, or therapists to change their rounding practices. Which influence strategy is 

MOST effective? 



A. Build the case through evidence and relationship — present outcome data from similar 

multidisciplinary rounding implementations, identify and engage physician champions who see the 

clinical value, demonstrate the model through a voluntary pilot with interested clinicians, and use the 

pilot's positive outcomes to create momentum that draws additional participants through evidence of 

benefit rather than mandate 

B. Request that the chief nursing officer mandate multidisciplinary rounding through an organizational 

policy 

C. Implement nursing-only bedside rounding and invite other disciplines to join when they observe the 

improved patient outcomes 

D. Build a coalition of supportive clinicians across disciplines and present a unified proposal to 

organizational leadership requesting multidisciplinary rounding implementation 

 

58. A nurse manager is evaluating the unit's crisis leadership capability. Research on crisis leadership 

identifies five competencies that distinguish effective crisis leaders: rapid situational assessment, 

decisive action under uncertainty, clear communication under pressure, emotional steadiness, and 

adaptive problem-solving. Assessment reveals that the nurse manager excels at situational assessment 

and communication but struggles with decisive action under uncertainty — overthinking decisions when 

rapid action is required. Which development approach is MOST targeted? 

 

A. Develop decision-making speed through structured practice using crisis simulation scenarios that 

require time-limited decisions, build a personal decision framework that defines "good enough" decision 

thresholds for crisis situations, and practice the discipline of acting on eighty percent information rather 

than waiting for one hundred percent certainty — recognizing that in crises, the cost of delayed action 

usually exceeds the cost of imperfect action 

B. Delegate crisis decision-making to the charge nurse team who may be more naturally decisive under 

pressure 

C. Develop detailed crisis response protocols that pre-make decisions for the most common crisis 

scenarios, reducing the need for in-the-moment decision-making 

D. Practice crisis decision-making through tabletop exercises where the nurse manager walks through 

scenarios and makes decisions without time pressure, gradually increasing the time constraint as comfort 

develops 

 

59. A nurse manager is evaluating two approaches to managing change resistance. Approach A uses 

Lewin's three-stage model (Unfreeze-Change-Refreeze) which treats change as a linear progression from 

current state through transition to new state. Approach B uses a complexity-based change model that 

views change as a continuous process of emergence and adaptation within a complex adaptive system. 



The nurse manager is attempting to transform the unit's culture from hierarchical to collaborative — a 

change that has no clear "end state." Which model is MOST appropriate? 

 

A. The complexity-based model is more appropriate because cultural transformation does not have a 

definable end state that can be "refrozen" — culture continuously evolves through the interactions of the 

people within the system, and the leader's role is to create conditions that favor collaborative emergence 

rather than engineering a specific cultural configuration 

B. Lewin's model is more appropriate because cultural change requires a clear transition plan with 

defined phases 

C. Both models should be applied simultaneously since each addresses different dimensions of the 

change 

D. Neither model is appropriate for cultural change, which requires a specialized organizational 

development approach 

 

60. A nurse manager is developing a leadership communication approach for managing organizational 

politics ethically. The nurse manager observes that some nurse managers advance their units' interests 

through political maneuvering — controlling information, building exclusive alliances, and undermining 

competitors' proposals. The nurse manager wants to be politically effective without being politically 

manipulative. Which approach BEST balances political effectiveness with ethical leadership? 

 

A. Avoid all organizational political activity since ethical leadership should be based on merit and 

evidence rather than political maneuvering 

B. Engage in organizational politics selectively, participating only in activities that directly benefit the 

unit's patients and staff 

C. Build political effectiveness through transparent advocacy — openly stating the unit's interests and 

rationale, building alliances based on genuine mutual benefit rather than strategic manipulation, sharing 

information widely rather than controlling it, supporting other units' initiatives when they have merit, 

and framing proposals in terms of organizational benefit rather than unit advantage — demonstrating 

that political effectiveness and ethical conduct are compatible 

D. Learn the political skills of the successful nurse managers but apply them toward ethical objectives 

 

61. A nurse manager is implementing a "leadership development through action learning" approach. 

Action learning, developed by Reg Revans, combines real-world problem-solving with structured 

reflection and group learning. A small group of nurses works on a genuine unit problem, meets regularly 

to reflect on their approach, and develops leadership capabilities through the experience of leading 

change. Which action learning principle is MOST critical for leadership development? 



A. The group must work on a real organizational problem rather than a hypothetical case study since 

genuine stakes produce genuine development 

B. The group must work on a problem that is genuinely important to the organization and genuinely 

uncertain in its solution, meets regularly for structured reflection where members question each other's 

assumptions, and includes a skilled facilitator who focuses on the learning process rather than the 

problem solution — since the leadership development occurs through the reflective questioning process, 

not through the problem solution itself 

C. The group must include members from different organizational levels to develop cross-hierarchical 

leadership skills 

D. The group must present their findings to organizational leadership to create accountability for the 

action learning outcomes 

 

62. A nurse manager is developing a "strategic thinking" capability that goes beyond operational 

management. Strategic thinking differs from strategic planning in that planning is a systematic process 

of developing strategy while thinking is a cognitive skill of seeing patterns, anticipating future 

conditions, and making connections between disparate information. Most nurse managers excel at 

operational management but lack strategic thinking capability. Which behavior MOST demonstrates 

strategic thinking? 

 

A. Developing a comprehensive annual strategic plan with defined objectives, milestones, and metrics 

B. Identifying emerging trends in the healthcare environment, connecting those trends to potential future 

impacts on the unit, and proactively positioning the unit to capitalize on opportunities or mitigate threats 

before they materialize — seeing what is coming rather than reacting to what has arrived 

C. Analyzing the unit's SWOT (Strengths, Weaknesses, Opportunities, Threats) and developing 

strategies to address each element 

D. Benchmarking the unit's performance against competitors and developing strategies to close 

performance gaps 

 

63. A nurse manager is applying the concept of "coalition building" to advance a nursing practice 

initiative that requires support from multiple organizational stakeholders who do not naturally 

collaborate. The initiative requires buy-in from nursing leadership, medical staff, quality department, 

finance, IT, and patient experience. Building a coalition from diverse stakeholders with different 

priorities requires finding common ground. Which coalition-building principle is MOST fundamental? 

 

A. Identify the most powerful stakeholder and secure their support first since their endorsement will 

attract other coalition members 



B. Build the coalition from the bottom up, starting with the easiest stakeholders to persuade and building 

momentum toward the more resistant ones 

C. Develop a compelling proposal and present it simultaneously to all stakeholders, allowing each to 

evaluate the initiative on its merits 

D. Frame the initiative in terms that resonate with each stakeholder's specific priorities — clinical 

quality for medical staff, financial return for finance, workflow efficiency for IT, and patient outcomes 

for quality — demonstrating that the same initiative serves multiple organizational interests, since 

successful coalitions are built when each member sees their own priorities reflected in the shared 

objective 

 

64. A nurse manager is evaluating the effectiveness of the unit's committee structure. The unit has five 

standing committees: quality improvement, patient experience, education, scheduling, and shared 

governance. Assessment reveals that committee meetings consume approximately two hundred forty 

hours of nursing time per month (approximately six percent of total productive hours). Several 

committee functions overlap, some committees have not produced measurable outcomes in over a year, 

and staff view committee participation as a burden rather than a professional development opportunity. 

Which restructuring is MOST appropriate? 

 

A. Reduce the number of committees from five to two or three by consolidating overlapping functions, 

establish clear charters with measurable objectives for each remaining committee, implement sunset 

provisions that require committees to demonstrate value at defined intervals, and restructure meeting 

formats to minimize time burden while maximizing productive output 

B. Eliminate all standing committees and address issues through ad hoc project teams formed to solve 

specific problems and dissolved when the problem is resolved 

C. Maintain all five committees but reduce meeting frequency to reduce the time burden on nursing staff 

D. Evaluate each committee against defined productivity criteria — measurable outcomes produced, 

alignment with unit strategic priorities, and return on the time investment — then restructure or dissolve 

committees that cannot demonstrate value, consolidate overlapping functions, and redesign surviving 

committees with clear charters, time-limited agendas, and mandatory outcome accountability 

 

65. A nurse manager is developing a comprehensive approach to managing the transition of a unit from 

a "managed" state (where the manager directs operations and solves problems) to a "self-managing" 

state (where the team collectively owns operations, identifies problems, and implements solutions). The 

manager wants to evolve the unit's capability so that the team can function effectively even in the 

manager's absence. Which leadership shift is MOST critical for this transition? 

 



A. Gradually delegate decision-making authority to the charge nurse team, building their capacity to 

manage independently 

B. Implement shared governance structures that formally transfer decision-making authority from the 

manager to the team 

C. Transition from being the person who solves problems to being the person who builds the team's 

capacity to solve problems — systematically teaching problem-solving frameworks, coaching through 

decisions rather than making them, celebrating team-initiated solutions, and progressively removing the 

manager's involvement from routine operations until the team's capability exceeds the manager's 

individual contribution 

D. Develop detailed operational manuals that document every management function so team members 

can reference them when the manager is unavailable 

 

66. A nurse manager reviews the following leadership effectiveness data from a 360-degree feedback 

assessment: 

 

| Competency | Self-Rating | Staff Rating | Peer Rating | Supervisor Rating | 

|-----------|-----------|------------|-----------|-----------------| 

| Communication | 4.5 | 3.2 | 3.8 | 4.0 | 

| Decision-making | 4.2 | 4.0 | 3.5 | 4.1 | 

| Emotional intelligence | 4.8 | 2.8 | 3.1 | 3.5 | 

| Strategic thinking | 3.0 | 3.5 | 3.2 | 2.8 | 

 

Which finding requires the MOST urgent developmental attention? 

 

A. The emotional intelligence gap between self-rating (4.8) and staff rating (2.8) represents the largest 

and most concerning discrepancy — a two-point gap suggests significant self-awareness deficit 

specifically in the competency that requires self-awareness to function, creating a paradox where the 

manager believes they are highly emotionally intelligent while staff experience them as significantly 

deficient, indicating that the self-awareness foundation of emotional intelligence is fundamentally 

compromised 

B. The communication gap between self-rating (4.5) and staff rating (3.2) since effective communication 

is the most critical leadership competency 



C. The strategic thinking scores are consistently low across all raters, indicating a genuine skill deficit 

that all observers agree upon 

D. The peer decision-making rating (3.5) is lower than other raters, suggesting that the manager makes 

decisions that negatively affect peer nurse managers 

 

67. A nurse manager is applying the concept of "appreciative inquiry" to address a unit that has 

experienced a series of negative events — a sentinel event, three staff resignations, and a failed 

regulatory survey. The unit's morale is at its lowest point in five years. Traditional problem-solving 

would focus on analyzing what went wrong and developing corrective action plans. The nurse manager 

wants to use appreciative inquiry as an alternative approach. Staff respond with skepticism: "How can 

we focus on strengths when everything is falling apart?" Which response is MOST appropriate? 

 

A. Acknowledge the challenges directly while explaining that appreciative inquiry does not ignore 

problems but approaches them differently — by identifying the conditions under which the unit 

performs at its best, the team can understand what enables success and intentionally create more of those 

conditions, which is often more productive than repeatedly analyzing failure 

B. Defer the appreciative inquiry approach until morale improves and staff are receptive to strength-

based exploration 

C. Combine appreciative inquiry with traditional problem-solving by addressing the immediate crises 

through corrective action while simultaneously using AI to build a vision for the unit's recovery 

D. Proceed with the appreciative inquiry approach as planned since the methodology is designed to work 

even in challenging circumstances and staff skepticism is expected 

 

68. A nurse manager is developing a strategy for managing the unit's relationship with the hospital's C-

suite executive team. The nurse manager interacts with senior executives during budget presentations, 

quality reviews, and strategic planning sessions. The nurse manager feels that nursing's perspective is 

underrepresented in executive-level decision-making. Which strategy MOST effectively increases 

nursing's voice at the executive level? 

 

A. Request regular one-on-one meetings with the CEO to build a personal relationship that provides 

direct access to the highest level of organizational decision-making 

B. Prepare data-driven presentations for every executive interaction that translate nursing perspectives 

into the financial, strategic, and operational language executives prioritize 

C. Advocate through the Chief Nursing Officer for greater nursing representation in executive decision-

making forums 



D. Develop executive-level communication competency by learning to frame nursing priorities in 

business language that resonates with C-suite thinking, preparing data-driven presentations that connect 

clinical outcomes to financial and strategic impact, building individual relationships with key executives 

through consistent professional credibility, and volunteering for organizational initiatives that provide 

visibility and demonstrate nursing leadership's strategic capability 

 

69. A nurse manager is implementing a structured approach to managing the unit's "organizational 

memory" — the collective knowledge, experiences, and institutional wisdom that exists within the team. 

Three senior nurses with a combined sixty-five years of unit experience are retiring within the next 

eighteen months. The nurse manager wants to capture their knowledge before they depart. Which 

approach MOST effectively preserves organizational memory? 

 

A. Conduct structured "knowledge harvesting" sessions using techniques such as storytelling interviews, 

critical incident analysis, and decision-mapping where the retiring nurses describe how they handle 

complex clinical scenarios, navigate organizational processes, and make clinical judgments that less 

experienced nurses find challenging — capturing the experiential wisdom that cannot be learned from 

textbooks or protocols and codifying it in accessible formats for future staff 

B. Ask the retiring nurses to create written procedural manuals documenting all unit-specific processes 

they manage 

C. Pair each retiring nurse with a junior nurse for extended preceptorship during the final six months 

before retirement 

D. Record video interviews with the retiring nurses sharing their career experiences and clinical wisdom 

for the unit's education library 

 

70. A nurse manager is developing a strategy for managing "upward delegation" — the pattern where 

staff bring problems to the nurse manager for resolution rather than solving them independently. The 

nurse manager's calendar is consumed by problem-solving that staff could manage themselves if 

empowered. Each day, four to six staff members approach the nurse manager with operational issues 

such as equipment problems, scheduling conflicts, and interdepartmental communication needs. Which 

leadership behavior is MOST effective for reversing upward delegation? 

 

A. Implement a formal delegation framework that specifies which problems staff should solve 

independently and which require manager involvement 

B. When staff bring solvable problems, consistently ask "what have you tried?" and "what do you 

recommend?" before providing input — coaching staff through their own problem-solving process 

rather than accepting the delegated problem, while providing clear guidance about which categories of 

problems genuinely require manager involvement 



C. Redirect all operational problems to the charge nurse team and reserve the nurse manager's time for 

strategic leadership activities 

D. Schedule a daily "office hours" period where the nurse manager is available for operational problem-

solving, redirecting problems that arise outside that window 

 

71. A nurse manager is applying the concept of "adaptive leadership" specifically to the challenge of 

leading during sustained organizational uncertainty. The organization has been in a state of strategic 

ambiguity for eighteen months — potential merger, executive transitions, and shifting priorities — and 

the uncertainty shows no signs of resolving. Staff are exhausted from the prolonged ambiguity and 

demanding clarity that the nurse manager cannot provide. Which adaptive leadership approach is MOST 

appropriate? 

 

A. Provide staff with a clear vision for the unit's future that is independent of organizational uncertainty, 

creating a sense of direction and purpose that exists regardless of organizational-level ambiguity 

B. Acknowledge the exhaustion, normalize the difficulty of sustained uncertainty, help staff develop 

personal strategies for functioning effectively within ambiguity, maintain the unit's performance 

standards as a stabilizing structure, and identify which aspects of the unit's work are within the team's 

control versus which are affected by organizational uncertainty — providing agency where possible and 

acceptance where necessary 

C. Shield staff from the organizational uncertainty by filtering information and presenting only 

confirmed decisions 

D. Advocate to organizational leadership for faster resolution of the strategic ambiguity since the 

prolonged uncertainty is degrading unit performance 

 

72. A nurse manager is developing a comprehensive approach to "evidence-informed leadership" — 

using the best available evidence to guide leadership decisions rather than relying on tradition, intuition, 

or personal experience. Research on evidence-informed leadership shows that most healthcare leaders 

rarely consult leadership research when making decisions. Which barrier to evidence-informed 

leadership is MOST significant? 

 

A. Healthcare leadership research is published in journals that nurse managers rarely access 

B. The time constraints of operational management leave insufficient time for literature review and 

evidence evaluation 

C. The gap between academic leadership research and the practical realities of clinical leadership 



D. Most published leadership research examines organizational-level phenomena that are difficult to 

translate into specific unit-level actions — the evidence exists but the translation from research finding 

to actionable leadership behavior is underdeveloped, requiring nurse managers to bridge the gap 

between "what the research says" and "what I should do Monday morning" 

 

73. A nurse manager is implementing a leadership practice of "intentional vulnerability" — the 

deliberate choice to share genuine personal struggles, uncertainties, and mistakes with staff as a trust-

building and psychological safety strategy. However, the nurse manager recognizes that excessive 

vulnerability can undermine staff confidence in leadership. Which application of intentional 

vulnerability is MOST effective? 

 

A. Share only professional vulnerabilities such as leadership mistakes and decisions the manager regrets, 

keeping personal struggles private to maintain the professional boundary 

B. Practice vulnerability exclusively in one-on-one conversations with individual staff rather than in 

group settings where the audience's response is less predictable 

C. Calibrate vulnerability to serve the team's needs — sharing mistakes and uncertainties that normalize 

the human experience of leadership and create permission for staff to be similarly open, while 

maintaining enough composure and confidence that staff feel secure in the manager's capability, and 

always connecting vulnerability to the lesson learned or the growth that resulted 

D. Save vulnerability for team-building retreats and structured settings rather than integrating it into 

daily leadership communication 

 

74. A nurse manager is developing a strategy for "leading without being liked" — navigating situations 

where the most effective leadership decision is one that will make staff unhappy. The nurse manager has 

historically avoided unpopular decisions to maintain positive staff relationships, but this avoidance has 

resulted in accountability gaps, inconsistent policy enforcement, and deteriorating quality outcomes. 

Which leadership principle is MOST important for this transition? 

 

A. Redefine the leadership relationship from seeking approval to earning respect — recognizing that 

staff ultimately respect managers who make difficult decisions fairly and consistently more than 

managers who avoid discomfort, and that the temporary unpopularity of an effective decision is less 

damaging than the lasting consequences of an avoided one 

B. Implement unpopular decisions gradually to reduce the immediate negative reaction from staff 

C. Frame unpopular decisions as organizational directives rather than personal choices to redirect staff 

dissatisfaction away from the nurse manager 



D. Build a strong positive relationship foundation first, then introduce unpopular decisions once the 

relationship can withstand the temporary strain 

 

75. A nurse manager is developing a structured mentoring program that pairs experienced charge nurses 

with aspiring charge nurse candidates. Research on effective mentoring shows that the quality of the 

mentoring relationship predicts outcomes more strongly than the content of the mentoring curriculum. 

Which program design element MOST directly affects mentoring relationship quality? 

 

A. A thoughtful matching process that considers personality compatibility, clinical background 

similarity, schedule alignment, and the specific developmental needs of the mentee matched to the 

specific strengths of the mentor — since poorly matched pairs produce superficial relationships 

regardless of programmatic support 

B. A structured curriculum that defines the content and timeline for the mentoring experience 

C. Regular evaluation of the mentoring relationship by both parties with the option to rematch if the 

relationship is not productive 

D. Protected time for mentoring activities so the relationship is not squeezed out by clinical demands 

 

76. A nurse manager is implementing a "continuous improvement" philosophy that requires a 

fundamental shift in how staff think about their work. Currently, staff view their role as executing 

established processes correctly. The continuous improvement philosophy requires staff to 

simultaneously execute processes AND evaluate them for improvement opportunities. This dual 

mandate — do the work and improve the work — represents a significant cognitive shift. Which 

implementation approach is MOST effective? 

 

A. Implement a formal suggestion system where staff submit improvement ideas that a dedicated team 

evaluates and implements 

B. Train all staff in Lean methodology so they have the analytical tools needed to identify improvement 

opportunities during routine work 

C. Begin by building the habit of questioning — encouraging staff to ask "why do we do it this way?" 

about one routine practice per week, investigating the answer, and proposing alternatives when the 

current practice lacks evidence support — starting with small, safe, easily modifiable practices and 

building toward more complex process challenges as the questioning habit becomes culturally embedded 

D. Assign improvement targets to each staff member as a performance expectation and evaluate their 

contributions during annual reviews 

 



77. A nurse manager is evaluating the unit's leadership bench strength — the number and quality of 

potential leaders available to step into critical roles if current leaders depart. Assessment reveals that the 

unit has strong bench strength at the charge nurse level (four qualified candidates for two positions) but 

no bench strength at the nurse manager level (zero candidates could assume the nurse manager role 

today). Which vulnerability is MOST strategically significant? 

 

A. The nurse manager bench strength gap is most critical since the nurse manager role is the unit's single 

point of leadership failure — if the nurse manager departs unexpectedly, no internal candidate can 

maintain the unit's strategic direction, organizational relationships, and operational management, and 

external replacement typically requires three to six months during which the unit operates without its 

primary leader 

B. The charge nurse bench strength excess should be utilized by deploying some candidates to other 

units that lack charge nurse depth 

C. The nurse manager bench strength gap can be adequately managed through a detailed operations 

manual that any interim leader could follow 

D. Both the charge nurse surplus and the nurse manager deficit should be addressed simultaneously 

through a comprehensive succession plan 

 

78. A nurse manager is developing a comprehensive approach to managing "leadership transitions" — 

the process of onboarding a new leader into the nurse manager role. Research on leadership transitions 

shows that forty percent of new leaders fail within the first eighteen months, with the primary failure 

reasons being cultural misfit, inability to build key relationships, and failure to achieve early wins. 

Which onboarding element MOST effectively reduces transition failure risk? 

 

A. A comprehensive operations manual that documents all unit processes, key relationships, and 

institutional knowledge 

B. A peer mentoring partnership with an experienced nurse manager who provides ongoing guidance 

and counsel 

C. A structured ninety-day transition plan that includes stakeholder relationship mapping and early 

meetings with key influencers, cultural assessment through listening and observation rather than 

immediate action, identification of early-win opportunities that build credibility, and ongoing executive 

coaching — prioritizing relationship building and cultural understanding over operational mastery in the 

first ninety days 

D. A detailed performance evaluation at the ninety-day mark that provides feedback on the new leader's 

integration progress 

 



79. A nurse manager is evaluating the unit's approach to "distributed decision-making" — the practice of 

pushing decision-making authority to the lowest competent organizational level. Currently, most 

decisions flow through the nurse manager, creating a bottleneck that delays operational responsiveness. 

The nurse manager wants to distribute decision-making authority but is concerned about losing 

oversight of decisions that could affect patient safety. Which framework MOST effectively balances 

distribution with safety? 

 

A. Distribute all routine operational decisions to the charge nurse team and retain only patient safety and 

personnel decisions at the nurse manager level 

B. Implement a decision classification matrix that defines three categories: decisions staff make 

independently with standard work guidance, decisions staff make with notification to the nurse manager, 

and decisions that require nurse manager approval — based on the decision's reversibility, patient safety 

impact, and financial implications — pushing maximum authority downward while maintaining 

appropriate oversight for high-stakes decisions 

C. Distribute decision-making authority gradually by delegating one new decision category per month 

and evaluating the team's decision quality before delegating the next category 

D. Implement a decision audit process where all distributed decisions are reviewed weekly by the nurse 

manager for quality and consistency 

 

80. A nurse manager is developing a professional accountability framework that distinguishes between 

"accountability for actions" and "accountability for outcomes." A nurse followed the unit's fall 

prevention protocol correctly and completely, but the patient fell and sustained a hip fracture. The 

system investigation confirms protocol compliance. Which accountability determination is MOST 

appropriate? 

 

A. The nurse is accountable for following the protocol but not accountable for the patient's fall since the 

outcome resulted despite correct action 

B. The nurse is accountable for following the protocol correctly, which she did. The system is 

accountable for evaluating whether the protocol itself is adequate to prevent falls in this patient 

population. Distinguishing between action accountability and outcome accountability prevents both 

individual blame for system failures and system deflection when individual performance is deficient 

C. The nurse is partially accountable for the outcome since she was the last point of contact before the 

fall occurred 

D. Accountability for the outcome should be shared between the nurse and the organization since falls 

prevention is a shared responsibility 

 



81. A nurse manager is evaluating the role of the Nursing Professional Development Specialist on the 

unit. The NPDS role, as defined by the Association for Nursing Professional Development, extends 

beyond traditional education to include onboarding, competency management, evidence-based practice 

facilitation, collaborative partnerships, and research. The unit's NPDS currently functions primarily as 

an educator delivering mandatory training. Which expansion of the role would provide the GREATEST 

value? 

 

A. Expanding the NPDS role to include competency-based orientation design, ongoing professional 

development needs assessment, evidence-based practice project facilitation, interprofessional education 

coordination, and mentoring program management — transforming the role from training delivery to 

comprehensive professional development infrastructure that builds the unit's collective clinical 

capability 

B. Expanding the NPDS role to include quality improvement project leadership since the NPDS has the 

analytical skills needed for QI methodology 

C. Expanding the NPDS role to include research coordination for unit-based nursing research studies 

D. Expanding the NPDS role to include charge nurse leadership development since the NPDS can 

provide structured coaching for aspiring leaders 

 

82. A nurse manager is addressing the professional implications of a nurse who has been identified as 

practicing "defensive nursing" — ordering unnecessary tests, implementing excessive monitoring, and 

performing documentation beyond clinical necessity out of fear of litigation rather than clinical 

indication. The defensive practice consumes resources, extends patient length of stay, and does not 

improve patient outcomes. Which approach is MOST appropriate? 

 

A. Educate the nurse about the organizational malpractice protection and insurance coverage available to 

reduce her litigation anxiety 

B. Counsel the nurse about the financial impact of defensive practice on the unit's budget 

C. Address the underlying litigation anxiety by providing education on the legal framework for nursing 

malpractice, demonstrating that competent practice within the standard of care is the strongest legal 

protection, reviewing actual litigation outcomes that show documentation quality matters more than 

quantity, and establishing that evidence-based practice rather than defensive practice provides both the 

best patient outcomes and the strongest legal position 

D. Evaluate whether the nurse's defensive practices are affecting her clinical decision-making and 

address the specific practice patterns that deviate from evidence-based standards, while exploring the 

root cause of the litigation anxiety through professional counseling referral, and framing evidence-based 

practice as the approach that serves both patient safety and legal protection simultaneously 



83. A nurse manager is developing guidelines for managing nurses who serve as expert witnesses in 

legal proceedings. Several nurses on the unit have been retained as expert witnesses in nursing 

malpractice cases. Their testimony requires them to evaluate whether other nurses' care met the standard 

of practice. Which professional obligation is MOST important for nursing expert witnesses? 

 

A. Expert witnesses must testify truthfully based on their genuine assessment of whether the care met 

the standard of practice, even when the retaining attorney prefers a different opinion 

B. Expert witnesses must maintain objectivity by reviewing the case before knowing which side has 

retained them 

C. Expert witnesses must provide testimony that is based on current evidence-based standards of care, 

represents their honest professional assessment, remains within their area of clinical expertise, and is not 

influenced by the financial compensation received — maintaining that their professional obligation to 

truthfulness supersedes their relationship with the retaining attorney 

D. Expert witnesses must decline to testify if their honest assessment would harm the nursing 

profession's reputation 

 

84. A nurse manager is addressing the professional development implications of the growing use of 

simulation as a competency validation method. Traditional competency validation uses skills checklists 

observed during actual patient care. Simulation allows controlled assessment of clinical decision-

making, crisis response, and rare-event management in a risk-free environment. Which advantage of 

simulation is MOST significant for professional development? 

 

A. Simulation allows assessment of clinical reasoning, prioritization, and communication under 

controlled conditions without patient risk 

B. Simulation provides a standardized assessment experience where every nurse encounters the same 

clinical scenario, eliminating the variability inherent in real-patient competency observation where the 

available patients may not present the clinical situations being assessed 

C. Simulation allows repeated practice of high-risk, low-frequency skills that nurses rarely encounter in 

actual clinical practice 

D. Simulation enables assessment of competencies that cannot be evaluated during routine patient care 

— including crisis decision-making, response to deterioration, interprofessional communication under 

pressure, and management of rare clinical events — providing a comprehensive competency picture that 

bedside observation alone cannot capture 

 

85. A nurse manager is developing a framework for managing the ethical implications of using quality 

improvement data for individual performance evaluation. Staff raise concerns that data collected for QI 



purposes — such as hand hygiene compliance rates, documentation timeliness, and patient satisfaction 

scores linked to individual nurses — is being used to evaluate and discipline individual nurses rather 

than to improve system performance. Which ethical principle is MOST at stake? 

 

A. Staff autonomy — nurses should have the right to consent to individual performance measurement 

B. Beneficence — using QI data for discipline rather than improvement may discourage honest 

reporting and participation in quality activities 

C. The ethical framework for QI data requires clear distinction between data collected for system 

improvement (which should identify patterns and guide system changes) and data collected for 

individual performance evaluation (which requires different consent, process, and transparency 

standards) — and using system-improvement data for individual discipline violates the implied purpose 

for which the data was collected, potentially undermining future QI participation 

D. Transparency — staff should be informed about how their individual performance data will be used 

before it is collected 

 

86. A nurse manager is navigating the professional implications of a nurse who has developed a 

significant social media following as a "nurse influencer." The nurse posts educational health content, 

shares nursing lifestyle content, and promotes health-related products through sponsored partnerships. 

The nurse uses her first name only and does not identify her employer. Which professional concern is 

MOST significant? 

 

A. The sponsored product promotions may create a conflict of interest if the promoted products relate to 

clinical care decisions the nurse makes at work 

B. The nurse's social media activity may be consuming attention during clinical shifts if she posts or 

responds to comments during work hours 

C. The health education content may contain inaccuracies that could harm the nurse's followers 

D. The nurse may be identifiable as a hospital employee through contextual clues despite not naming the 

employer, and her product endorsements may be perceived as carrying professional clinical weight that 

could mislead followers who trust health recommendations from a practicing nurse — creating 

professional accountability concerns regardless of how carefully she separates her online identity from 

her employer 

 

87. A nurse manager is developing a professional development approach for nurses who express interest 

in pursuing doctoral education — either a DNP (Doctor of Nursing Practice) or a PhD in nursing. 

Several nurses are uncertain about which doctoral pathway aligns with their career goals. Which 

distinction between the two degrees is MOST accurate? 



A. The DNP is clinically focused while the PhD is research-focused, but both can lead to leadership 

positions 

B. The DNP prepares nurses for advanced clinical practice and systems leadership while the PhD 

prepares nurses for academic and research careers 

C. The DNP prepares nurses for the application of evidence to practice through clinical scholarship and 

systems leadership, while the PhD prepares nurses for the generation of new knowledge through original 

research — the DNP translates existing evidence into improved practice while the PhD creates the 

evidence that DNP-prepared nurses translate 

D. The DNP is a professional practice doctorate equivalent to the MD, while the PhD is an academic 

research doctorate 

 

88. A nurse manager is developing an approach to supporting nurses through professional role 

transitions that involve loss. A nurse who has been the unit's primary preceptor for fifteen years is 

transitioning to a non-precepting role due to organizational restructuring. The nurse experiences the loss 

of her preceptor identity, the relationships with new graduates she mentored, and the recognition she 

received for her precepting excellence. She describes feeling "purposeless" in her new role. Which 

support approach is MOST appropriate? 

 

A. Acknowledge the loss as genuine professional grief, help the nurse identify the transferable skills and 

values from her preceptor experience that remain valuable in her new role, facilitate meaning-finding in 

the new position by connecting it to the same core purpose that drove her preceptor work, and provide 

time for the psychological adjustment that professional role loss requires 

B. Encourage the nurse to view the transition as an opportunity for growth in new areas rather than 

focusing on what was lost 

C. Allow the nurse to continue precepting on a limited basis to maintain her connection to the role while 

adjusting to the new position 

D. Connect the nurse with the employee assistance program for counseling to address the grief response 

 

89. A nurse manager is evaluating the unit's approach to managing professional practice during disaster 

conditions. During disasters, normal standards of care may be modified through "crisis standards of 

care" protocols that allow resource allocation decisions and practice modifications not permissible under 

normal conditions. Which professional principle is MOST important for nurses during crisis standards of 

care activation? 

 

A. Nurses should advocate for rapid return to normal standards as soon as possible 



B. Nurses should document all care provided under crisis standards meticulously to protect against 

future liability 

C. Nurses should refuse to practice under crisis standards that they believe compromise patient safety 

D. Nurses maintain their professional obligation to provide the best possible care within available 

resources, and crisis standards of care provide ethical and legal framework for practice modifications 

necessitated by resource scarcity — but nurses must understand the specific crisis standard protocols, 

document the resource limitations driving practice modifications, and advocate through appropriate 

channels for resource restoration 

 

90. A nurse manager is addressing a professional conduct issue where a nurse has been providing 

unsolicited health advice to colleagues about their personal health conditions. The nurse has advised a 

colleague to stop taking a prescribed medication, recommended a dietary supplement to another 

colleague experiencing depression, and suggested that a colleague delay a recommended surgical 

procedure. Which professional analysis is MOST appropriate? 

 

A. The nurse is practicing within the collegial relationship that exists between nurses and her health 

recommendations reflect genuine concern for her colleagues' well-being 

B. Providing unsolicited clinical recommendations to colleagues about their personal health conditions 

creates a quasi-clinical relationship that is inappropriate between peers, may interfere with the 

colleagues' established provider-patient relationships, and could cause harm if the recommendations 

conflict with their physicians' treatment plans 

C. The conduct is acceptable as long as the nurse includes a disclaimer that she is offering personal 

opinion rather than professional medical advice 

D. The conduct is a professional boundary issue only if the nurse accepts compensation for the health 

advice she provides to colleagues 

 

91. A nurse manager is developing a framework for managing the professional implications of nurses 

who work in multiple healthcare organizations simultaneously. Several nurses on the unit hold per diem 

positions at two or three other hospitals in the region. Which professional concern is MOST significant? 

 

A. Compliance with organizational non-compete or exclusivity agreements that may restrict 

simultaneous employment 

B. The potential for transferring proprietary clinical protocols, operational strategies, or organizational 

information between competing institutions 



C. The cumulative work hours across all employers may exceed safe practice limits, creating fatigue-

related patient safety risk that no individual employer can monitor or control — since each 

organization's scheduling system captures only the hours worked at that facility, and the nurse bears 

professional responsibility for ensuring their total work hours across all employment do not compromise 

their ability to provide safe care 

D. The potential for scheduling conflicts that affect availability and reliability at the primary employer 

 

92. A nurse manager is developing guidelines for the ethical use of patient photographs in professional 

contexts. Nurses on the unit routinely photograph wounds for clinical documentation in the medical 

record. However, several instances have occurred where wound photographs were used in educational 

presentations, shared during professional conferences, or posted in clinical areas without specific patient 

consent for those secondary uses. Which ethical principle is MOST relevant? 

 

A. Patient consent for clinical photography does not extend to educational, presentation, or display use 

— each secondary use requires separate informed consent that specifies how, where, and to whom the 

photograph will be shown, since the patient's consent to medical record documentation does not 

constitute consent for broader professional use 

B. Patient photographs used for educational purposes are protected under the fair use doctrine since they 

serve an educational rather than commercial purpose 

C. De-identifying photographs by removing the patient's face makes them acceptable for any 

professional use without additional consent 

D. Photographs included in the medical record are part of the legal record and can be used for any 

clinical purpose without additional consent 

 

93. A nurse manager is developing a comprehensive approach to managing the professional implications 

of "moral distress" that specifically targets the organizational factors that create morally distressing 

situations. Research on moral distress shows that seventy percent of the distress-producing situations are 

created by organizational policies, resource constraints, and system design rather than individual patient 

care dilemmas. Which organizational intervention is MOST targeted? 

 

A. Implement a moral distress consultation service that helps individual nurses process their distress 

B. Create a formal mechanism for nurses to report organizationally-driven moral distress situations, with 

transparent investigation and response processes that demonstrate organizational commitment to 

addressing the systemic sources of distress 

C. Provide all nurses with ethics education that builds their capacity to navigate morally complex 

situations 



D. Identify the specific organizational policies, resource constraints, and system design features that 

nurses report as producing moral distress, evaluate whether these organizational factors can be modified 

without compromising operational requirements, and implement changes where possible while honestly 

acknowledging the constraints that cannot be changed — addressing the organizational root causes 

rather than treating moral distress as an individual nurse's coping challenge 

 

94. A nurse manager is navigating the professional implications of a nurse who has been blogging about 

patient safety concerns at the hospital. The blog does not identify the hospital by name but includes 

enough detail about specific events that colleagues have identified the facility. The blog has attracted 

attention from patient safety organizations and has been cited in professional publications. The nurse 

views the blog as professional advocacy while the organization views it as a breach of confidentiality. 

Which professional analysis is MOST balanced? 

 

A. The nurse's advocacy has professional merit but must be conducted within the bounds of patient 

confidentiality and organizational policy — if specific events are identifiable despite anonymization 

efforts, the blog potentially compromises patient privacy and may violate organizational policies, 

requiring modification of the blog's approach while preserving the nurse's right to advocate for patient 

safety through appropriate channels 

B. The nurse's advocacy through the blog is protected under whistleblower statutes since it addresses 

patient safety concerns 

C. The organization's concern takes precedence since the nurse has an employment obligation to 

maintain organizational confidentiality 

D. The nurse should be supported in her advocacy efforts since patient safety advocacy is a core 

professional nursing obligation under the ANA Code of Ethics 

 

95. A nurse manager is developing guidelines for managing nurses who are called to military reserve 

duty. A nurse on the unit has been activated for a six-month military deployment. The nurse's departure 

creates a significant staffing gap. The unit has an obligation under USERRA to hold the nurse's position 

and provide re-employment upon return. Which management element is MOST commonly overlooked 

during military deployment? 

 

A. The financial impact of the staffing gap and the cost of temporary replacement coverage 

B. The re-employment process for the returning nurse requires thoughtful planning including 

competency re-validation for clinical changes that occurred during the deployment, reorientation to new 

policies, protocols, or technology implemented in the nurse's absence, and social reintegration support 

since the nurse returns to a team that has evolved during six months of absence 



C. Communication with the deployed nurse to maintain organizational connection during the 

deployment 

D. The emotional impact on remaining staff who must absorb the deployed nurse's workload for six 

months 

 

96. A nurse manager is conducting an operating leverage analysis to understand how the unit's cost 

structure affects financial performance during volume fluctuations. Operating leverage measures the 

proportion of fixed costs to total costs — units with high operating leverage have high fixed costs and 

low variable costs, making them highly sensitive to volume changes. The unit's cost structure is eighty 

percent fixed (primarily labor) and twenty percent variable. Which financial implication is MOST 

significant? 

 

A. The unit generates high profits when volume exceeds budget because the fixed cost base has already 

been covered and each additional patient contributes primarily to margin 

B. The unit is highly vulnerable to financial loss when volume drops because the fixed cost base persists 

regardless of how few patients are served — an eighty percent fixed cost structure means that even a 

small volume decline produces a disproportionately large financial loss since the unit cannot reduce 

eighty percent of its costs in response to volume decrease 

C. The unit should convert some fixed costs to variable costs by replacing permanent staff with per diem 

or agency staff to reduce operating leverage and financial risk 

D. The high fixed cost structure provides financial stability since labor costs are predictable regardless 

of volume fluctuation 

 

97. A nurse manager is developing an incremental cost analysis for a proposed service line expansion. 

The expansion would add a six-bed observation area to the existing unit. Incremental cost analysis 

examines only the additional costs that would be incurred if the expansion is implemented — not the 

total cost of operating the expanded unit. Which cost category is MOST commonly misclassified in 

incremental analysis? 

 

A. The salary cost of the nurse manager, which is often included as an incremental cost but is actually an 

existing cost that will not increase with the expansion unless the manager's responsibilities increase 

enough to require additional compensation or support 

B. The cost of utilities for the additional space, which is often overlooked as an incremental cost 

C. The cost of medical supplies for the additional patients, which is directly variable and clearly 

incremental 



D. The cost of capital equipment for the new observation area, which is clearly incremental 

 

98. A nurse manager is evaluating a "make-or-buy" decision — whether to provide a clinical service 

internally (make) or outsource it to an external vendor (buy). The specific service is wound care 

management. Currently, the unit employs a wound care nurse specialist at ninety-five thousand dollars 

annually who manages wound care for the unit's patients. An external wound care company has 

proposed providing the same service for seventy-five dollars per patient encounter, with an estimated 

four hundred encounters per year (thirty thousand dollars annually). Which analysis dimension is MOST 

commonly overlooked in make-or-buy healthcare decisions? 

 

A. The quality difference between the internal specialist (who knows the patients, unit protocols, and 

team dynamics) and the external vendor (who provides standardized service without unit-specific 

context), and whether the quality differential affects patient outcomes, staff satisfaction, and care 

coordination — since the financial comparison ($95,000 vs $30,000) captures only cost and ignores the 

clinical value that an embedded team member provides beyond the specific wound care encounters 

B. The external vendor's liability coverage and how it integrates with the organization's malpractice 

protection 

C. The impact on the wound care nurse specialist's employment if the service is outsourced 

D. The contractual terms including service level agreements, termination provisions, and price 

escalation clauses 

 

99. A nurse manager is implementing a "financial impact of quality failures" analysis. The analysis 

quantifies the cost of each quality failure — medication errors, falls, infections, readmissions — to 

demonstrate the financial case for quality improvement investment. Data for the unit: 

 

| Quality Failure | Annual Events | Avg Cost/Event | Annual Impact | 

|----------------|--------------|---------------|---------------| 

| Medication errors (harm) | 8 | $4,200 | $33,600 | 

| Falls with injury | 6 | $14,200 | $85,200 | 

| CLABSI | 3 | $48,000 | $144,000 | 

| 30-day readmissions | 22 | $12,800 | $281,600 | 

 



Total annual cost of quality failures: $544,400. Which strategic insight is MOST valuable from this 

analysis? 

 

A. Readmissions represent the largest single cost category and should receive the highest improvement 

priority 

B. CLABSI has the highest per-event cost and represents the most expensive individual quality failure to 

manage 

C. The total $544,400 annual quality failure cost represents the "budget" available for quality 

improvement investment — any program that prevents quality failures at a cost less than the failures it 

prevents produces a positive return, and this analysis provides the financial framework for evaluating 

quality improvement proposals by comparing their cost to the failure costs they are projected to 

eliminate 

D. The analysis should include only the costs that CMS does not reimburse since those represent the 

organization's true out-of-pocket quality failure costs 

 

100. A nurse manager is developing a revenue integrity program for the unit. Revenue integrity ensures 

that the organization receives appropriate reimbursement for all services provided — no more and no 

less. Common revenue integrity issues in nursing include under-charging (providing services that are not 

billed), over-charging (billing for services not provided), and mischarging (billing for the wrong service 

or supply). Which nursing activity MOST directly affects revenue integrity? 

 

A. Accurate clinical documentation that supports the coded diagnosis and reflects the true severity of 

illness and complexity of care 

B. Timely completion of charge capture for all billable nursing activities and supplies used during 

patient care 

C. Verification of patient insurance coverage and authorization before providing clinical services 

D. Accurate, timely documentation of all clinical activities, procedures, and supplies used during patient 

care — since nursing documentation drives both the clinical coding that determines DRG assignment 

and reimbursement level AND the charge capture process that bills for specific services and supplies — 

making documentation the single point of nursing influence on both the revenue generated per case and 

the charges captured per encounter 

 

101. A nurse manager is evaluating the unit's charge description master accuracy. The CDM is the 

comprehensive listing of all billable items and services with their associated charge codes. The nurse 

manager discovers that several nursing procedures have been billed under incorrect charge codes for the 



past eighteen months — some procedures are billed at rates below their actual cost, while others are 

billed at rates above cost. Which concern is MOST significant? 

 

A. The overbilled procedures create compliance risk since billing above cost for services may constitute 

false claims if the charge codes do not accurately reflect the services provided 

B. The underbilled procedures represent lost revenue that cannot be recovered for the eighteen-month 

period 

C. Both the overbilling and underbilling create compliance and financial risk — overbilling exposes the 

organization to potential false claims liability while underbilling results in legitimate revenue loss, and 

the eighteen-month duration magnifies both risks — requiring immediate correction of the CDM, 

assessment of whether the billing errors trigger disclosure or refund obligations, and implementation of 

a regular CDM audit process to prevent recurrence 

D. The CDM inaccuracy may reflect broader charge capture problems that extend beyond the identified 

procedures 

 

102. A nurse manager is developing a "cost-per-quality-outcome" analysis that evaluates whether the 

unit's quality improvement investments are producing proportional quality returns. The analysis 

compares the amount invested in each quality domain to the quality improvement achieved: 

 

| Quality Domain | Annual Investment | Outcome Improvement | 

|---------------|------------------|-------------------| 

| Falls prevention | $45,000 | 22% reduction | 

| Infection prevention | $68,000 | 35% reduction | 

| Medication safety | $32,000 | 18% reduction | 

| Patient experience | $25,000 | 8 percentile point improvement | 

 

Which interpretation is MOST strategically valuable? 

 

A. Infection prevention provides the highest absolute quality improvement (35% reduction) and should 

receive increased investment 

B. Medication safety may be underfunded since the eighteen percent improvement on a thirty-two 

thousand dollar investment suggests higher returns are achievable with additional investment 



C. The cost-per-percentage-point improvement reveals the relative efficiency of each investment: Falls = 

$45,000 ÷ 22 = $2,045/point. Infection = $68,000 ÷ 35 = $1,943/point. Medication = $32,000 ÷ 18 = 

$1,778/point. Patient experience = $25,000 ÷ 8 = $3,125/point. Medication safety produces the most 

improvement per dollar invested, while patient experience produces the least — suggesting that 

reallocating some patient experience investment to medication safety would produce greater aggregate 

quality improvement 

D. All four domains should receive equal investment since each represents an important quality 

dimension 

 

103. A nurse manager is developing a staffing cost model that compares four staffing configurations for 

weekend coverage: 

 

| Model | Annual Cost | Quality Index | Staff Satisfaction | 

|-------|-----------|---------------|-------------------| 

| A: Permanent weekend staff | $285,000 | 92/100 | 78/100 | 

| B: Rotating all-staff weekends | $265,000 | 88/100 | 62/100 | 

| C: Baylor plan (premium pay) | $310,000 | 90/100 | 85/100 | 

| D: Agency weekend staff | $340,000 | 72/100 | N/A | 

 

Which model provides the BEST overall value considering all three dimensions? 

 

A. Model B provides the lowest cost and should be selected since the quality and satisfaction differences 

are manageable 

B. Model A provides the strongest quality at a moderate cost, but the nurse manager should investigate 

why Model C — despite costing $25,000 more — produces lower quality (90 vs 92) but higher 

satisfaction (85 vs 78), since the satisfaction advantage of Model C may produce better long-term 

retention and recruitment outcomes that offset the cost premium 

C. Model C provides the highest satisfaction, which predicts better retention and reduces future 

recruitment costs 

D. Model D should be eliminated immediately due to its high cost and low quality, and the decision 

should focus on whether the quality advantage of Model A or the satisfaction advantage of Model C 

produces greater long-term organizational value 

 



104. A nurse manager is preparing the unit's annual budget and must justify a request for two additional 

RN FTEs. The CFO requires all staffing requests to include a financial return projection. The nurse 

manager projects that the additional staff will reduce agency utilization (current agency cost: 

$180,000/year), decrease overtime (current OT cost: $95,000/year), and improve quality outcomes 

(current quality failure costs: $544,400/year from Q99 data). The two FTEs will cost $180,000 annually 

in salary and benefits. Which financial justification approach is MOST compelling? 

 

A. Present the direct cost offset: if the two FTEs eliminate $180,000 in agency costs, the positions pay 

for themselves with zero net cost increase 

B. Present the direct offset plus projected overtime reduction: $180,000 agency reduction + projected 

$40,000 OT reduction = $220,000 savings against $180,000 cost = $40,000 net savings 

C. Present the comprehensive value: $180,000 agency reduction + $40,000 OT reduction + projected 

quality improvement from better-staffed care = total value significantly exceeding the $180,000 

investment, with the quality improvement quantified using the cost-of-quality-failure data to 

demonstrate that each prevented adverse event produces specific dollar savings 

D. Focus exclusively on the agency cost offset since it is the most directly comparable and easily 

verified financial argument 

 

105. A nurse manager is implementing a financial dashboard specifically designed for clinical nursing 

staff. Research shows that traditional financial reports are ineffective for clinical audiences because they 

use accounting terminology, present data in tabular formats that require financial literacy to interpret, 

and lack connection to clinical activities. Which dashboard design principle is MOST critical for clinical 

audience engagement? 

 

A. Translate every financial metric into its clinical equivalent — showing not "budget variance: -

$15,000" but "we used $15,000 more in supplies than planned this month, equivalent to approximately 

three additional patients' worth of wound care supplies" — and connect each financial metric to specific 

nursing actions that influence the number, creating a visual cause-and-effect relationship between 

clinical behavior and financial outcome 

B. Simplify the dashboard to show only three metrics — budget performance, productivity, and cost per 

patient day — with green/yellow/red indicators 

C. Include trending data that shows financial performance over time so staff can see whether 

performance is improving or declining 

D. Display the dashboard in the break room and update it monthly so staff can review financial 

performance during non-clinical time 

 



106. A nurse manager is developing a cost-benefit analysis for implementing a patient rounding 

technology system. The system uses a mobile application that guides nurses through structured 

rounding, documents the interaction, and generates analytics on rounding compliance and content. The 

system costs forty-five thousand dollars annually. The nurse manager must quantify both costs and 

benefits to determine whether the investment produces positive returns. Which benefit is MOST difficult 

to quantify but potentially MOST valuable? 

 

A. The reduction in patient falls that proactive rounding is shown to produce 

B. The improvement in patient satisfaction scores from consistent, structured nursing communication 

during rounding, which translates into value-based purchasing reimbursement impact that compounds 

annually — since HCAHPS improvement affects the hospital's VBP payment adjustment across ALL 

Medicare patients, not just the patients who received improved rounding, making the per-patient 

financial impact of satisfaction improvement significantly larger than the per-patient cost of the 

rounding technology 

C. The nursing time savings from structured rounding that reduces call light frequency 

D. The documentation compliance improvement that the technology produces through automated 

capture 

 

107. A nurse manager is analyzing the unit's labor cost structure to identify opportunities for 

optimization. Current labor cost breakdown: 

 

| Category | % of Total Labor Cost | 

|----------|---------------------| 

| Base RN salary | 62% | 

| Benefits (health, retirement, etc.) | 22% | 

| Premium pay (OT, shift diff, weekend) | 9% | 

| Orientation/training | 4% | 

| Agency/travel | 3% | 

 

Which optimization opportunity provides the GREATEST potential financial impact? 

 

A. Reduce agency costs since they represent the highest per-hour cost category even though they are 

only three percent of total labor 



B. Focus on reducing premium pay since overtime and shift differentials represent a larger absolute cost 

than agency 

C. The benefits category at twenty-two percent offers limited optimization since most benefits are 

contractually or legally mandated 

D. The base RN salary at sixty-two percent represents by far the largest cost category, and the most 

impactful optimization is ensuring maximum productivity from this investment — meaning reducing 

non-productive time, optimizing skill mix, minimizing role-inappropriate tasks that waste RN 

competency, and ensuring that the sixty-two percent base salary investment generates maximum clinical 

value per dollar spent 

 

108. A nurse manager is developing a financial projection for the impact of a one-percentage-point 

improvement in nurse retention. Current data: forty RN FTEs, eighteen percent annual turnover (7.2 

departures/year), average replacement cost fifty-four thousand dollars per departure. If retention 

improves by one percentage point (from 82% to 83%), how many fewer departures occur and what is the 

financial impact? 

 

A. 1% × 40 FTEs = 0.4 fewer departures × $54,000 = $21,600 annual savings 

B. The 1% improvement from 82% to 83% retention reduces turnover from 18% to 17%, which reduces 

departures from 7.2 to 6.8 (0.4 fewer) × $54,000 = $21,600. While this seems modest, it demonstrates 

that each incremental percentage point of retention improvement produces measurable financial return 

— and a five-point improvement (to 88% retention) would prevent 2.0 departures saving $108,000 

annually 

C. The financial impact cannot be accurately calculated from a one-percentage-point improvement since 

turnover is influenced by too many variables to isolate the financial impact of a single point change 

D. 40 FTEs × 1% = 0.4 departures prevented. Financial impact = 0.4 × $54,000 = $21,600 saved, plus 

the non-financial value of retained institutional knowledge and team stability 

 

109. A nurse manager is conducting a budget variance root cause analysis. The unit's monthly salary 

variance shows a consistent pattern over six months: 

 

| Month | Budget | Actual | Variance | Patient Days (Budget) | Patient Days (Actual) | 

|-------|--------|--------|----------|-----------------------|----------------------| 

| Jan | $310,000 | $328,000 | ($18,000) U | 850 | 890 | 

| Feb | $310,000 | $322,000 | ($12,000) U | 850 | 870 | 



| Mar | $310,000 | $335,000 | ($25,000) U | 850 | 910 | 

| Apr | $310,000 | $318,000 | ($8,000) U | 850 | 845 | 

| May | $310,000 | $330,000 | ($20,000) U | 850 | 900 | 

| Jun | $310,000 | $325,000 | ($15,000) U | 850 | 875 | 

 

Which root cause analysis is MOST insightful? 

 

A. The consistently unfavorable variance indicates poor cost management that requires a corrective 

action plan 

B. The variance fluctuates with patient volume — months with higher actual patient days show larger 

unfavorable variances — suggesting the salary variance is primarily volume-driven rather than reflecting 

spending inefficiency 

C. The static monthly budget of $310,000 does not adjust for volume variation, making the variance 

analysis misleading — the appropriate analysis requires flexing the budget to actual volume before 

evaluating the spending variance, which would likely show a much smaller true spending variance since 

most of the reported "overspend" is the expected additional labor cost of serving more patients than 

budgeted 

D. The average variance of $16,333 per month represents approximately $196,000 annually in 

unfavorable salary variance that requires organizational attention 

 

110. A nurse manager is developing a financial sustainability plan that addresses the projected impact of 

an aging nursing workforce. Twenty-eight percent of the unit's nurses are within five years of retirement 

eligibility. The replacement workforce will be predominantly new graduates who require orientation 

investment, take twelve to eighteen months to reach full productivity, and historically have higher first-

year turnover rates. Which financial planning element is MOST critical? 

 

A. Building a financial reserve to absorb the increased orientation and recruitment costs during the 

transition period by projecting the specific timing and cost of each anticipated retirement, the associated 

recruitment costs, orientation investments, productivity gaps during the transition-to-competence period, 

and potential premium labor costs during vacancy periods — creating a multi-year financial model that 

prevents the wave from overwhelming the operating budget 

B. Implementing a phased retirement program that extends the timeline for workforce transition 

C. Beginning aggressive recruitment now to build a pipeline of candidates before the retirements begin 



D. Reducing the orientation period for new graduates to minimize the productivity gap during the 

transition 

 

111. A nurse manager is evaluating the financial performance of three clinical programs the unit 

operates: 

 

| Program | Revenue | Direct Costs | Contribution Margin | Allocated Overhead | 

|---------|---------|-------------|--------------------|--------------------| 

| Cardiac rehab | $420,000 | $380,000 | $40,000 | $65,000 | 

| Wound care | $280,000 | $210,000 | $70,000 | $45,000 | 

| Diabetes education | $95,000 | $105,000 | ($10,000) | $25,000 | 

 

The CFO recommends closing the diabetes education program because it generates a negative 

contribution margin. Which financial analysis should the nurse manager present BEFORE accepting the 

recommendation? 

 

A. The diabetes education program generates a negative contribution margin, but closing it would not 

eliminate the $25,000 in allocated overhead — those costs would be redistributed to the remaining 

programs, and the analysis should evaluate whether the program generates any marginal contribution 

that offsets some portion of overhead that the organization would bear regardless 

B. The diabetes education program should be maintained because it supports the organization's 

community health mission regardless of financial performance 

C. The program's financial performance should be evaluated over a longer time horizon before making a 

closure decision 

D. The program's impact on readmission rates for diabetic patients should be calculated since prevented 

readmissions may generate financial value that exceeds the $10,000 negative contribution margin 

 

112. A nurse manager is developing a comprehensive approach to managing the financial implications 

of nurse turnover. Beyond replacement costs, which indirect financial impact is MOST frequently 

underestimated? 

 

A. The impact on remaining staff morale and the potential for turnover contagion — where one 

departure triggers additional departures as workload increases, morale declines, and the perception that 



"everyone is leaving" creates a self-reinforcing cycle that can escalate a manageable turnover rate into a 

staffing crisis 

B. The knowledge loss when experienced nurses depart, requiring remaining staff to develop the 

institutional knowledge the departing nurse carried 

C. The quality outcome impact during the transition period when the departing nurse's patients are 

covered by agency or overtime staff 

D. The recruitment marketing costs for attracting candidates in a competitive nursing labor market 

 

113. A nurse manager is developing a financial literacy program specifically for charge nurses who have 

budgetary awareness responsibilities but no formal financial training. The program must enable charge 

nurses to understand daily staffing costs, make cost-conscious shift management decisions, and 

communicate financial information to bedside nurses. Which educational approach is MOST effective? 

 

A. Provide a comprehensive healthcare finance course covering budget development, variance analysis, 

and financial statement interpretation 

B. Use a clinical simulation approach where charge nurses manage a simulated unit budget — making 

real-time staffing decisions during census fluctuations, authorizing overtime, approving supply orders, 

and observing the financial consequences of each decision in the simulated budget — learning financial 

management through experiential practice rather than classroom instruction 

C. Develop a financial quick-reference guide that charge nurses can consult when making cost-affecting 

decisions during their shifts 

D. Include charge nurses in the annual budget development process so they understand how the budget 

is constructed and what assumptions drive the staffing allocation 

 

114. A nurse manager is evaluating whether to recommend purchasing or leasing a new patient 

monitoring system. The purchase price is three hundred fifty thousand dollars with a ten-year useful life. 

The lease option is forty-two thousand dollars per year for ten years with technology refresh at year five. 

Which financial consideration is MOST important for the recommendation? 

 

A. The total cost comparison: purchase ($350,000) versus lease ($420,000 over ten years) favors 

purchasing by $70,000 

B. The cash flow impact since purchasing requires a large upfront capital expenditure while leasing 

distributes the cost across the lease term 



C. The total cost comparison, the cash flow impact, the technology refresh benefit of the lease (which 

ensures the equipment is not obsolete at year five), the maintenance and repair cost differences between 

owned and leased equipment, and the organizational preference for capital versus operating expenditure 

classification — since the decision involves financial, operational, and strategic dimensions that a 

simple total-cost comparison does not capture 

D. The depreciation schedule for purchased equipment and how it affects the unit's reported financial 

performance on the organizational balance sheet 

 

115. A nurse manager is conducting a comprehensive year-end financial review and discovers that the 

unit operated within budget for eleven of twelve months. The single over-budget month occurred in 

September when the unit experienced an unexpected census surge combined with two staff departures 

that required premium labor coverage. The September overage accounts for the entire year's unfavorable 

budget variance. Which presentation strategy is MOST effective for the year-end financial review? 

 

A. Present the eleven in-budget months as evidence of strong financial management and explain 

September as an aberrational month that does not reflect the unit's true financial performance 

B. Present the year-end total variance without distinguishing between months since the CFO evaluates 

annual performance rather than monthly fluctuations 

C. Present the full-year context showing the consistent monthly financial performance alongside the 

September anomaly, analyze the specific factors that created the September overage, demonstrate that 

the underlying cost management was sound throughout the year, and present the lessons learned from 

September including the staffing contingency plan developed to prevent similar vulnerabilities in the 

future 

D. Focus the presentation on the operating improvements that produced the eleven in-budget months 

rather than the September variance 

Answer Key — Exam 16 (with Full Answer Explanations) 

1. A — A comprehensive, regularly updated communication plan providing all stakeholders with 

advance notice of each phase's impacts, modified workflows, safety protocols, daily updates, and a real-

time feedback mechanism addresses all dimensions of a six-month renovation. Construction-adjacent 

patient care requires proactive multi-stakeholder communication that evolves with each project phase. 

 

2. D — During an unexpected EHR failure at shift change, the most critical action is conducting 

extended face-to-face handoffs where outgoing nurses provide comprehensive verbal reports 

simultaneously documented on paper by incoming nurses, prioritizing critical patients first. Patient 



information exists only in departing nurses' memories, and capturing it before they leave is the 

irreversible priority. 

 

3. B — Coaching nurses on goal elicitation techniques that translate vague desires into specific 

actionable objectives directly addresses the problem. Converting "get better" into "walk to the nurses' 

station twice" transforms goal-setting from a generic exercise into a meaningful daily framework that 

drives clinical progress. 

 

4. C — An automated EHR reminder generating a task alert when the reassessment window approaches, 

integrated into the documentation workflow with charge nurse escalation, provides a sustainable system-

level solution. Timer-based safety requirements need system-level prompts since human memory is 

unreliable during complex clinical workflows. 

 

5. D — Immediately communicating that sharing any patient information externally constitutes a 

HIPAA violation with disciplinary and criminal consequences, implementing enhanced record access 

monitoring, restricting EHR access to essential team members, and coordinating external 

communication through PR addresses the celebrity patient's complete privacy protection. Media 

attention creates extraordinary HIPAA risk requiring extraordinary protective measures. 

 

6. D — Communicating within NLRA legal boundaries by sharing factual information, responding 

honestly to employee-initiated questions, avoiding threats or promises, and consulting labor relations 

counsel provides legally appropriate communication. The NLRA's TIPS framework (no Threatening, 

Interrogating, Promising, or Surveilling) defines the communication boundaries management must 

respect. 

 

7. C — A structured teach-back template with pre-populated phrases customizable with patient-specific 

details provides specific comprehension evidence with minimal documentation burden. Templates like 

"Patient correctly demonstrated [technique] and stated [specific indicators]" balance documentation 

quality with efficiency. 

 

8. B — Explaining that clinical obligation continues regardless of the identity question, that cooperating 

with law enforcement does not compromise nursing ethics, and that investigation confidentiality is 

essential provides appropriate guidance. The patient's clinical needs remain the nursing priority 

independent of the legal investigation. 

 



9. B — Evaluating whether the animal meets ADA service animal criteria, assessing infection control 

and allergy risks, consulting infection prevention, exploring alternative anxiety interventions, and 

providing compassionate explanation if removal is necessary balances all parties' needs. Emotional 

support animals lack the legal protections of service animals but the patient's clinical needs deserve 

thoughtful evaluation. 

 

10. A — Cross-referencing multiple communication data sources to identify consistent themes provides 

the most actionable insight because convergence from multiple measurement methods confirms genuine 

gaps. A weakness identified by HCAHPS, complaints, and audits simultaneously is a validated finding, 

while a single-source finding may be measurement artifact. 

 

11. A — Requesting that the correctional officer step outside during clinical assessments while 

maintaining visual surveillance through the window balances patient communication privacy with 

security requirements. Patients cannot provide honest clinical information when an authority figure 

monitors their conversation. 

 

12. C — Establishing predominantly positive micro-feedback with at least a four-to-one positive-to-

constructive ratio, normalizing feedback as recognition and growth rather than surveillance, and training 

charge nurses to deliver it transforms the practice from management monitoring to peer-supported 

development. 

 

13. A — Acknowledging the importance of spiritual support, explaining the roommate's privacy and 

comfort concerns, and negotiating solutions such as scheduled times, headphones, camera positioning, 

or room transfer balances both patients' rights. Religious expression is protected but cannot infringe on 

another patient's privacy and comfort. 

 

14. A — Delivering feedback using culturally adaptive techniques in a private, comfortable setting while 

maintaining clear documentation of expectations addresses both cultural sensitivity and professional 

accountability. Cultural adaptation of the delivery method does not require compromise on the 

performance standard itself. 

 

15. B — Pre-charting creates medical-legal liability because timestamps misrepresent when care 

occurred, clinical decisions may be based on undone documented care, and patient condition changes 

may invalidate the pre-charted plan. This is a patient safety concern regardless of whether the care is 

eventually completed. 

 



16. B — The reliability of downward communication ensuring that actions taken at higher tiers are 

communicated back to the originating tier creates confidence that the system is responsive. Frontline 

staff stop escalating when they never see responses to their concerns, making the feedback loop the 

system's sustainability mechanism. 

 

17. D — An involuntary psychiatric hold authorizes psychiatric evaluation and treatment but does not 

automatically override the right to refuse unrelated medical treatment. Capacity for medical decisions 

must be assessed independently of the psychiatric hold status since they are separate determinations. 

 

18. D — Acknowledging the conflict transparently, explaining that conflicting guidelines reflect 

evolving evidence, describing each recommendation's rationale, presenting the organizational decision 

and why, and framing it as evidence-based practice in action provides the most effective 

communication. Conflicting guidelines are a normal feature of evolving evidence that clinicians must 

navigate. 

 

19. C — Acknowledging that new frameworks initially feel unnatural, sharing the thirty percent error 

reduction evidence, providing coached practice for fluency, tracking duration data showing time burden 

decreases with proficiency, and celebrating error catches addresses the resistance with evidence and 

practical support. 

 

20. C — Addressing the professional conduct violation, addressing the physician's complaint, evaluating 

whether the nurse's concern has legitimate basis for proper reporting, and reinforcing the distinction 

between professional advocacy and personal opinion sharing addresses all dimensions. Sharing personal 

opinions about physician competence with patients undermines team integrity regardless of whether the 

opinion is accurate. 

 

21. D — A pre-assigned patient tracking system maintaining accountability for every patient's location, 

status, and equipment throughout evacuation using redundant methods such as waterproof paper tags is 

most critical. During evacuation, electronic systems may fail and patient accountability depends on 

physical tracking mechanisms that travel with each patient. 

 

22. A — Establishing credibility through visible improvements within the first thirty days demonstrates 

that new leadership brings positive change. While listening is important, staff grieving a beloved 

predecessor need evidence that the transition will benefit them, and early wins build the trust foundation 

for longer-term relationship development. 

 



23. B — Sharing the rounding form template, explaining that observations include positive findings, 

demonstrating by sharing aggregated themes including excellence recognition, and involving staff in 

reviewing data as a QI tool transforms the perception from surveillance to collaborative quality 

improvement. 

 

24. D — Acknowledging legitimate frustration, validating that experience deserves recognition, 

explaining organizational rationale, describing additional recognition mechanisms being considered, and 

creating ongoing dialogue addresses pay compression comprehensively. Senior nurses need validation 

that their loyalty is valued alongside market competitiveness. 

 

25. D — Acknowledging the hallucination experience without validating content, assessing severity, 

developing a collaborative safety plan with intensity-management strategies, communicating the plan to 

all team members, and establishing regular check-ins provides comprehensive management. Command 

hallucinations require structured safety planning that enables ongoing assessment. 

 

26. C — The ability to pause, acknowledge the communication failure openly to the patient, and re-

engage with corrected communication demonstrates that accuracy and patient experience take priority 

over personal ego. Communication recovery requires real-time self-awareness and the courage to admit 

error in the moment. 

 

27. A — Reframing the nursing role as translating clinical information into the patient's lived context — 

helping patients understand options in terms of daily life, connecting decisions to personal values, 

providing emotional support, and advocating for preferences — engages nurses in goals-of-care 

conversations within their scope. 

 

28. B — Standardized key messages identifying essential information points that must be consistent 

while allowing individual communication flexibility, supplemented by periodic consistency audits, 

balances clinical standardization with personal communication style. Rigid scripts eliminate 

individuality while standardized key messages ensure consistency. 

 

29. A — An automated voice response immediately acknowledging the call light with an estimated 

response time reduces the psychological distress of waiting in silence. The perception gap exists because 

waiting without information feels significantly longer than waiting with a timeline, making immediate 

acknowledgment the most targeted intervention. 

 



30. D — Integrating specific vaping and electronic cigarette screening questions into the standard 

admission assessment ensures that vaping history is captured for all patients with respiratory symptoms. 

Without routine screening, vaping-associated lung injury presents as common respiratory conditions and 

diagnosis requires the exposure history that standard assessments do not capture. 

 

31. D — The data reveals systemic upstream checkpoint weakness creating over-reliance on nursing 

verification as the last barrier. When eighty-two percent of intercepted errors are caught at the nursing 

step, prescribing and dispensing checkpoints are not functioning effectively, and the system requires 

defense-in-depth improvement rather than celebration of the nursing catch rate. 

 

32. A — Developing clinical protocols for region-specific climate conditions, training staff, establishing 

surge plans, and integrating climate health education provides the most strategically important 

preparation. Climate-related health events are predictable by region and season, enabling proactive 

rather than reactive preparation. 

 

33. D — Composite measures can mask individual indicator deterioration because aggregation may 

dilute significant decline in one area with improvements in others. Both composite and individual trends 

require analysis, and the declining indicator deserves investigation with the same urgency as if it were 

the only measure tracked. 

 

34. D — The medication administration workflow creates a bottleneck where admissions, discharges, 

and scheduled medications converge simultaneously, and scheduled medications are deprioritized 

because they lack the urgency cue of other activities. The workflow timing conflict is the root cause 

rather than individual nurse performance. 

 

35. A — Operating at ninety-five to one hundred percent capacity with routine mandatory overtime, no 

break coverage, and declining incident reporting despite unchanged safety performance indicates 

completely eroded safety margins. The system operates with no buffer between normal operations and 

error conditions. 

 

36. B — Relocating sharps containers to the point of use within arm's reach eliminates the transport 

phase where twelve percent of injuries occur. Environmental engineering that removes the hazardous 

step is more effective than behavioral training to perform the hazardous step more safely. 

 



37. A — Antibiotic stewardship addresses the primary risk factor for C. diff by preserving normal gut 

flora. It is the upstream intervention preventing the condition rather than managing it after development, 

making it the highest-impact single element in the prevention bundle. 

 

38. B — Simplifying reporting to under two minutes, enabling mobile access, eliminating the root cause 

identification requirement, and confirming receipt addresses the four primary barriers that suppress 

reporting: time, access, complexity, and perceived futility. Research shows that practical barriers rather 

than attitudinal factors are the primary drivers of underreporting. 

 

39. A — A nurse-driven protocol automatically triggering prophylaxis when risk assessment identifies a 

high-risk patient removes the gap between identification and treatment. Eliminating the separate 

physician order requirement enables real-time prophylaxis initiation at the point of risk identification. 

 

40. B — The bundle elements may not address the specific infection mechanisms driving the unit's 

CAUTI rate. If the predominant pathogen enters through a mechanism the current bundle does not 

address, high compliance will not produce improvement, and the investigation should examine pathogen 

profiles and contamination sources. 

 

41. D — All indicators are trending favorably but only HAPI has reached benchmark, while falls and 

CAUTI remain above benchmark despite improvement. Current strategies are working but have not yet 

achieved target performance, requiring continued investment rather than premature complacency. 

 

42. C — Recognizing when pharmacogenomic results should trigger dose adjustment, communicating 

findings to prescribers, and monitoring for responses consistent or inconsistent with genetic profiles 

integrates pharmacogenomics into existing medication safety rather than treating it as a separate 

specialty concern. 

 

43. B — Addressing the substance-related elopement trigger through proactive medication-assisted 

treatment for cravings, therapeutic communication validating the urge while exploring alternatives, 

harm-reduction conversations, and compassionate re-engagement targets the specific population driving 

forty percent of elopements. 

 

44. B — Collaborating with medical staff to implement indication-based ordering, eliminate routine 

daily labs for stable patients, use small-volume tubes, and consolidate draws combines physician 

ordering discipline with nursing advocacy. Reducing unnecessary phlebotomy requires both ordering 

behavior change and collection optimization. 



45. C — Focusing quality improvement on the high-risk intersection — patients over seventy receiving 

vesicants — with enhanced assessment frequency, alternative access evaluation, and a twenty-four-hour 

re-evaluation trigger targets the specific populations and timeframes where infiltrations concentrate. 

 

46. A — Transforming the safety brief from one-directional delivery to interactive threat assessment 

where staff contribute observations, identify missed risks, and develop mitigation strategies 

collaboratively makes the brief a team safety analysis rather than a routine report-out. 

 

47. C — Continue the opioid agonist therapy at the maintenance dose throughout hospitalization 

because it addresses opioid use disorder rather than pain. Discontinuing creates withdrawal that worsens 

pain and threatens recovery, and additional pain management should be layered on top of continued 

maintenance therapy. 

 

48. A — Cardiac monitor alarm reduction targets forty-five percent of total volume with only eight 

percent actionability, producing the largest absolute alarm reduction with minimal safety impact. 

Customizing parameters to individual baselines, eliminating duplicate leads, and adjusting thresholds 

addresses the highest-volume, lowest-value alarm category. 

 

49. C — Staff willingness and ability to interpret algorithmic risk scores alongside clinical assessment is 

the most critical readiness factor because the technology is only as effective as the clinical response it 

generates. Staff who do not trust or understand the algorithmic output will either ignore alerts or respond 

inappropriately, undermining the system regardless of its technical accuracy. 

 

50. B — Selecting the approach with strongest evidence for this specific population, piloting it, 

measuring impact, and adding the second approach if needed enables sequential evaluation of individual 

contribution. This approach produces actionable learning about which intervention drives improvement. 

 

51. A — Creating separate organizational spaces for innovation and standardization, with clear 

communication about which space each activity belongs in, enables both simultaneously. Staff need to 

know when creative experimentation is encouraged and when strict protocol adherence is mandatory. 

 

52. D — Facilitating integration through mixed teams, shared standards developed collaboratively, 

celebrating combined-team successes, and directly naming and addressing the "us versus them" dynamic 

builds unified identity. Integration requires active intervention rather than passive cultural blending. 

 



53. B — Graduated exposure through progressively ambiguous simulation scenarios, coaching through 

uncertainty discomfort, reinforcing that reasonable decisions with incomplete information outperform 

indecision, and building confidence through practice develops ambiguity tolerance experientially. 

 

54. C — Mapping the entire patient flow system reveals that the bottleneck exists at the intersection of 

multiple department handoffs where sequential processes create cumulative delay. Systems thinking 

identifies that no single department owns the problem — it emerges from the interactions between 

systems. 

 

55. D — Creating a flexible workforce model providing scheduling predictability while maintaining 

agility is the most significant challenge. Nurses require advance scheduling for work-life balance, and 

treating them as interchangeable resources deployable on thirty-minute notice creates severe retention 

problems. 

 

56. D — The hidden costs of buying include vendor contract overhead, scheduling inflexibility, 

communication friction, institutional knowledge loss from rotating vendor staff, and the capability gap 

that outsourcing perpetuates. External vendors solve today's problem but don't build long-term 

organizational capacity. 

 

57. A — Defining specific observable indicators for each daily focus, recording findings, closing the 

loop by reporting actions taken, and varying the approach periodically prevents rounding from becoming 

routine. Purposeful rounding requires visible follow-through that demonstrates observations lead to 

action. 

 

58. C — Convening a multidisciplinary committee to evaluate both guidelines against the unit's 

population data, consider local factors, develop a consensus pathway, and implement it as the unit 

standard converts clinical ambiguity into structured consensus through collaborative evidence 

evaluation. 

 

59. C — The data demonstrates meaningful performance differences favoring precepted graduates, but 

methodological limitations prevent causal attribution since precepted and non-precepted nurses may 

differ in baseline characteristics. The data supports continued investment while acknowledging 

confounding variables. 

 

60. A — Helping staff set specific achievable goals with defined pathways, celebrating incremental 

progress, demonstrating that previous efforts DID produce lasting change, and creating visible effort-



outcome tracking builds evidence-based hope. Hope in Luthans' framework requires demonstrated goal-

path-progress linkage. 

 

61. C — A structured knowledge transfer covering institutional relationships, informal power dynamics, 

individual developmental needs, ongoing projects, and cultural nuances provides the most important 

transition element. This institutional intelligence cannot be documented in operations manuals and exists 

only in the departing manager's experience. 

 

62. D — Deliberately investing in out-group relationship quality through increased interaction, 

developmental opportunities, trust-building, and visible inclusion expands the in-group rather than 

diminishing it. LMX theory suggests that expanding high-quality relationships across the entire team 

improves performance, satisfaction, and retention. 

 

63. C — Evaluating each activity against the core mission, retaining those strengthening outcomes, 

declining non-mission activities, establishing a screening process, and communicating criteria 

transparently addresses mission drift through principled prioritization rather than wholesale elimination. 

 

64. B — Demonstrating that recurring problems persist because direct action treats symptoms without 

identifying root causes, and that structured problem-solving prevents the much greater time cost of 

repeatedly addressing the same problem, addresses the efficiency objection with concrete evidence. 

 

65. B — The absence of adaptive improvement suggests the QI program operates within comfortable 

boundaries, avoiding disruptive questions about whether the system itself needs to change. This may 

explain persistent problems that years of incremental technical improvement have not resolved. 

 

66. C — Creating protected strategic time by systematizing, delegating, or eliminating operational 

activities, establishing minimum strategic time defended as rigorously as patient care time, and 

recognizing that failing to invest strategically is itself a strategic decision addresses the operational-

strategic tension directly. 

 

67. C — Explicitly defining what the organization will learn regardless of whether the intervention 

succeeds or fails, framing the project as a knowledge-producing experiment, and documenting learning 

in transferable format distinguishes a learning lab from standard QI. Learning labs value knowledge 

equally from successful and unsuccessful interventions. 

 



68. A — Emotional intelligence capacities including self-awareness, empathy, and interpersonal 

sensitivity are foundational dispositions deeply rooted in temperament that develop over decades rather 

than training cycles. Their absence cannot be effectively remediated through leadership programs, 

making them selection priorities. 

 

69. D — Reducing change pace by pausing non-essential initiatives, consolidating to critical priorities, 

providing visible recovery time, and demonstrating that sustainable operation takes precedence over 

perpetual acceleration addresses organizational energy depletion. Depleted organizations need recovery 

before they can absorb additional change. 

 

70. A — Implementing structured knowledge-sharing mechanisms including lessons-learned segments 

in meetings, digital repositories, cross-shift QI representation, and explicit connections between current 

challenges and previous learnings makes transfer a visible, valued process rather than an assumed 

byproduct. 

 

71. A — Transparent financial stewardship by sharing data, explaining how budget decisions affect care 

quality, involving staff in cost-saving identification, and demonstrating that budget management protects 

the unit's sustainability integrates servant leadership with fiscal accountability. 

 

72. D — Focusing on tangible operational improvements that remove specific daily frustrations 

demonstrates that leadership is actively working to improve conditions. During crisis fatigue, visible 

evidence that suffering produces organizational response sustains motivation when optimistic words 

have lost credibility. 

 

73. A — Creating conditions for positive emergence within clear values and boundaries, observing 

emerging patterns, amplifying positive adaptations, dampening harmful ones, and resisting top-down 

solutions when bottom-up adaptation produces reasonable outcomes aligns with complexity-informed 

management principles. 

 

74. A — Systematically studying outlier performers through observation, interview, and comparison to 

identify specific behavioral differences, then designing structured dissemination leverages positive 

deviance effectively. The value lies in identifying the specific transferable practices that produce 

exceptional results. 

 

75. C — A comprehensive performance improvement plan with specific targets, timeline, support, and 

clear consequences recognizes that team performance cost must be weighed against disruption cost if 



improvement does not occur. The approach provides fair opportunity while acknowledging the team-

level impact of sustained underperformance. 

 

76. B — Identifying core values and standards that must be consistent while allowing flexibility in how 

each shift achieves them, leveraging shift strengths through cross-shift sharing, and addressing transition 

friction points maintains unity within diversity. Complete standardization destroys valuable shift-

specific adaptations. 

 

77. A — Connecting development to personal career goals, creating immediate application 

opportunities, recognizing learning alongside clinical achievements, funding innovative formats, and 

demonstrating the manager's own learning transforms compliance into culture. Learning culture requires 

visible leadership commitment. 

 

78. B — Developing clinical judgment under uncertainty through cultural change, simulation practice, 

case discussions normalizing ambiguity, and recognition that conservative defaults carry their own risks 

builds the judgment capacity that protocols cannot replace. Uncertainty avoidance increases costs and 

delays care. 

 

79. D — Beginning with a simplified framework — core purpose, current state assessment, three to five 

priorities aligned with organizational direction, measurable objectives, and a ninety-day implementation 

plan — builds strategic planning capability incrementally rather than attempting comprehensive 

planning without experience. 

 

80. A — Accepting monetary tips introduces a financial dimension that may influence care decisions or 

create preferential treatment appearance, establishes an obligation precedent, and contradicts the 

professional value of equitable care without individual financial incentive. The nurse-patient relationship 

must remain free of financial transactions. 

 

81. A — Providing clinical care without malpractice coverage creates personal liability exposure that 

could affect financial well-being and professional standing. The nurse manager has an obligation to 

ensure staff understand the professional risk implications of uninsured volunteer clinical practice. 

 

82. C — Notifying the appropriate committees, conducting a rapid evidence appraisal for alternative 

supporting evidence, assessing patient outcomes, and making a practice decision based on remaining 

evidence totality provides the most appropriate response. Retraction of one study does not necessarily 

invalidate a practice if independent evidence supports it. 



83. B — Evaluating micro-credentials individually based on issuing organization accreditation, 

assessment rigor, competency scope, and professional recognition creates structured recognition without 

assuming equivalence to comprehensive certification. Micro-credentials deserve evaluation rather than 

blanket acceptance or rejection. 

 

84. D — Accessing medical records without a clinical care purpose is a HIPAA violation regardless of 

personal relationship or intent not to share. The minimum necessary standard requires access limited to 

information needed for clinical duties, and personal concern does not constitute legitimate clinical 

purpose. 

 

85. A — Starting with the expert's clinical passion, providing research mentorship and writing support, 

co-authoring the first publication, and demonstrating that scholarly practice naturally extends clinical 

excellence engages reluctant scholars through their existing motivation rather than external mandate. 

 

86. D — Whether the dual role creates conflicts of interest involving cases against the employer, 

colleagues, or similar practices requires proactive conflict screening, disclosure obligations, and policy 

guidance about when roles become incompatible. The conflict-of-interest dimension is the most 

significant professional governance concern. 

 

87. C — Presenting a comprehensive analysis of the education-readmission relationship, quantifying 

readmission costs relative to throughput gains, proposing solutions maintaining both efficiency and 

education quality, and escalating if needed demonstrates professional advocacy through evidence-based 

organizational engagement. 

 

88. B — Reframing professional identity by demonstrating that non-traditional roles achieve nursing's 

core purpose through different modalities, connecting nurses with specialty communities, and creating 

domain-specific development while maintaining foundational values addresses the identity disconnect 

directly. 

 

89. C — Presenting disaggregated data without accusation, exploring whether the differential reflects 

unconscious bias, providing implicit bias education, and monitoring post-intervention data addresses the 

equity concern directly. Equitable care requires consistent quality across all patient demographics. 

 

90. C — The nurses' professional accountability for delegated tasks requires delegation decisions based 

on formal scope rather than informal competency, with delegation following the five rights. The nurse 



bears legal and professional accountability for outcomes of all delegated tasks regardless of the UAP's 

informal skill development. 

 

91. A — Critically evaluating AI-generated recommendations against professional knowledge and 

patient context, recognizing potential bias or inappropriateness, and maintaining the nurse's role as 

accountable decision-maker is the most critical AI-era competency. The nurse must use AI as a tool 

rather than defer to it as an authority. 

 

92. B — Addressing the safety concern by explaining that fatigue impairment creates risk regardless of 

documented errors, investigating the scheduling pattern, exploring accommodations, and establishing 

fitness-for-duty expectations provides the comprehensive approach that balances compassion with 

patient safety. 

 

93. B — A shared accountability model recognizing student, preceptor, and program responsibility uses 

the incident as a learning opportunity addressing all three dimensions. The student performed the task, 

the preceptor failed to supervise, and the program bears responsibility for preparation. 

 

94. C — The same professional standards apply regardless of delivery modality, and remote 

environments create unique challenges requiring adapted but equally rigorous practice. Professional 

accountability does not diminish when care crosses from physical to virtual environments. 

 

95. B — Technology competency is a fundamental professional nursing requirement, and refusal to use 

clinical technology constitutes a practice deficiency requiring development and potentially performance 

management. Technology-dependent safety systems protect patients only when all nurses participate. 

 

 

96. D — Analyzing complete episode costs including pre-operative, inpatient, complications, 

readmissions, and post-acute care, identifying variation drivers, determining which costs nursing 

influences, and modeling risk under different scenarios addresses bundled payment preparation 

comprehensively. Bundle profitability depends on controlling total episode costs. 

 

97. C — Installation costs, facility modifications, training, workflow disruption, ongoing consumables, 

and the productivity differential during transition are most commonly excluded. These implementation 

and operational costs can significantly alter the total cost comparison between systems. 



98. C — Prevented adverse events free capacity for additional revenue-generating patients, making the 

total value both the avoided treatment costs AND the incremental revenue from patients treated in the 

freed capacity. This dual-value argument addresses the CFO's concern about whether avoided costs 

represent real savings. 

 

99. D — The readmission penalty is the largest financial impact ($45,000), and improving from 14.2% 

to below 12% would eliminate the penalty and potentially generate a bonus. Combined with closing the 

two-percentile patient satisfaction gap, the VBP position could shift from net penalty to net bonus. 

 

100. D — Payer reimbursement uncertainty creates the greatest forecast risk because hospital-at-home 

viability depends on regulatory decisions about reimbursement structures that continue to evolve. All 

other variables can be estimated from operational data, but reimbursement policy is externally 

determined. 

 

101. B — The net savings of $257,000 annually provides strong standalone justification, but complete 

analysis includes discharge error reduction, satisfaction impact, and organizational reputation value. The 

4.4:1 ROI represents the floor of the program's total value. 

 

102. D — Connecting every financial metric to its clinical context, showing what numbers mean for 

patient care and organizational value, demonstrates the financial literacy and clinical integration that 

builds credibility with financial leadership. 

 

103. B — The analysis must distinguish between multiple concurrent changes: actual staffing level 

changes, documentation improvements capturing existing complexity, and genuine acuity increases 

requiring additional resources. Misidentifying the source leads to inappropriate resource allocation. 

 

104. B — Non-productive hours (360) divided into total paid hours (2,080) equals productive hours of 

1,720. BRF = 2,080 ÷ 1,720 = 1.21, meaning 1.21 FTEs must be budgeted for every 1.0 FTE of 

productive coverage. 

 

105. C — Both proposals produce positive returns, but the analysis should also consider whether the 

additional FTEs provide value beyond overtime reduction — including quality improvement, agency 

reduction, and staff satisfaction — since headcount investment may produce returns not captured in the 

overtime comparison. 

 



106. A — The labor reduction (1.8%) was insufficient relative to the volume decrease (8.2%), causing 

HPPD to rise from 9.4 to 10.1. The unit's labor model has limited downward elasticity, requiring 

improved flex-down protocols to match staffing reductions proportionally to census decreases. 

 

107. C — Presenting the innovation lab as a strategic investment with returns measured through 

aggregate innovation value over time, acknowledging that returns are unpredictable and non-linear, and 

establishing evaluation metrics capturing both financial and non-financial value frames the proposal 

appropriately. 

 

108. D — Analyzing each meeting commitment for required participation level, negotiating scheduling 

adjustments minimizing shift-overlap overtime, exploring virtual attendance options, and establishing 

maximum meeting loads prevents meeting creep without eliminating valuable organizational 

participation. 

 

109. A — Accelerated time to full productivity generates additional productive capacity earlier, 

reducing supplemental staffing need during the extended learning period, fewer resource-consuming 

errors, and earlier quality contribution affecting value-based reimbursement. This extended productivity 

benefit is consistently undervalued. 

 

110. C — The cumulative productivity deficit during the twelve-to-eighteen-month development period 

represents the difference between actual and full-productivity output across every shift, including 

increased errors, slower throughput, and greater supervision demands. This hidden cost far exceeds 

visible recruitment and orientation expenses. 

 

111. C — The comprehensive value includes recaptured bedside time in FTE equivalents, reduced 

documentation errors, improved discharge education reflected in readmissions, staff satisfaction 

affecting retention, and cross-unit scalability. The $380,000 investment produces returns across multiple 

dimensions collectively exceeding the cost. 

 

112. B — Presenting the proposal as a revenue-generating investment with a 1.6:1 return that addresses 

community need and organizational strategy, and framing failure to staff as revenue forfeiture, makes 

the strongest case. Investment framing is more compelling than cost framing for resource requests. 

 

113. D — Modeling variable interactions — volume growth offsetting reimbursement decline while 

creating additional costs, labor-reimbursement gap compounding annually, technology investments 



creating short-term pressure — then presenting scenarios reflecting different assumption interactions 

provides the most realistic projection. 

 

114. B — Specialist total value: $891,000 at $95,000 cost. Training total value: $498,000 at $33,000 

cost. The specialist generates $393,000 more annual value for $62,000 more annual cost, making it the 

clear financial winner despite the higher investment. 

 

115. B — A dual strategy optimizing revenue from growing government payer populations through 

documentation improvement AND preserving commercial volume through service differentiation 

addresses both dimensions. Long-term financial viability requires managing current payer optimization 

alongside strategic preservation of higher-reimbursing volume. 


