NCLEX Delegation, Prioritization, and
Test-Taking Strategies

This summary outlines key concepts related
to delegation in nursing practice,
prioritization of patient care, and effective
test-taking strategies for the NCLEX
examination. It emphasizes the roles of
registered nurses (RNs) and licensed
practical nurses (LPNs), highlighting what
tasks can be safely delegated and how to
approach prioritization questions.
Furthermore, it provides valuable insights
into recognizing early versus late signs of
patient deterioration and applying various
default strategies to improve NCLEX
performance.

Delegation in Nursing

Delegation is a critical skill for RNs, involving
the assignment of tasks to other qualified



healthcare professionals. It's essential to
understand the scope of practice for both
RNs and LPNs to ensure patient safety and
optimal care.

RN Responsibilities: RNs are responsible for
tasks that require assessment, evaluation,
teaching, and handling unstable patients or
new situations. They should not delegate
these responsibilities. The acronym EAT
(Evaluate, Assess, Teach) is helpful to
remember what RNs should not delegate.
LPN Responsibilities: LPNs can reinforce
teaching, contribute to care plans after
initiation, and recognize unstable situations.
They can perform tasks on stable patients
with predictable outcomes.

Key Considerations: Anything new, unstable,
or requiring assessment and teaching should
always be assigned to the RN. Avoid



delegating tasks involving initial care plan
development or complex patient needs.

Prioritization Strategies

Prioritization is crucial in nursing, especially
when managing multiple patients with
varying needs. Several strategies can help
determine which patient requires immediate
attention.

ABC Framework: Always prioritize Airway,
Breathing, and Circulation. Any
compromise in these areas requires
immediate intervention.

Maslow's Hierarchy of Needs: Address
physiological needs (e.g., breathing,
circulation) before safety and security, love
and belonging, or self-esteem.

Acute vs. Chronic: Prioritize acute problems
over chronic conditions. A sudden change in a



patient's status is more critical than a long-
standing issue.

Stable vs. Unstable: Unstable patients
require immediate attention. Look for signs
of deterioration, such as changes in vital
signs or level of consciousness.

Time Elapsed: Consider the time elapsed
since a procedure or event. For example, a
patient two hours post-operative requires
closer monitoring than a patient four days
post-operative.

Pre, Intra, and Post-Procedure: Understand
the specific interventions required before,
during, and after a procedure.

Early vs. Late Signs and Symptoms:
Recognize early signs of deterioration and
intervene promptly. Early intervention is
always preferable to managing late-stage
complications.



Recognizing Early Signs of Hemorrhage

Identifying early signs of hemorrhage is vital
for prompt intervention and preventing
further complications.

Early Indicators: The earliest sign of
hemorrhage is often an increased heart rate
(tachycardia). This is because the body
attempts to compensate for decreased
cardiac output by increasing heart rate.
Cardiac Output Formula: The formula
Cardiac Output = Stroke Volume x Heart
Rate explains why heart rate increases first.
The body can quickly increase heart rate to
maintain cardiac output when stroke volume
decreases due to blood loss.

Later Signs: Decreased blood pressure is a
later sign of hemorrhage, occurring after the
body's compensatory mechanisms have been
exhausted.



Test-Taking Strategies

Effective test-taking strategies can
significantly improve NCLEX performance.
These strategies involve understanding
question types, recognizing keywords, and
applying logical reasoning.

Identify Question Type: Determine whether
the question is asking for the best, first, or
priority action. This helps narrow down the
answer choices.

Look for Keywords: Pay attention to
keywords such as “initial,” “most,” “best,”
“priority,” and “immediate.” These words
provide clues about what the question is
asking.

Use What You Know: Apply your existing
knowledge of nursing principles, anatomy,
physiology, and pharmacology to answer
questions.



Eliminate Incorrect Answers:
Systematically eliminate answer choices that
are clearly incorrect or irrelevant.

Look for the Most Complete Answer:
Choose the answer that provides the most
information and addresses the core issue of
the question.

Stay with the Client: In situations where a
patient is experiencing distress or requires
immediate attention, the option to “stay with
the client” is often the correct answer.

Default Strategies

Certain default strategies can be applied to
improve NCLEX performance, particularly
when unsure of the correct answer.

Assess First: When in doubt, choose the
answer that involves assessment. Gathering
more information is often the first step in
addressing a patient's problem.



Stay with the Client: As mentioned earlier,
staying with the client is often the correct
answer when a patient is in distress.
Prevent Harm: Prioritize actions that
prevent harm to the client. This aligns with
the principle of safety and risk reduction.
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