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1. If Mr. Green drinks 1/4 of an 8-ounce cup of coffee, 1/2 of a
4-ounce glass of orange juice, and 1/2 of a 6-ounce glass of
water, how much liquid has he consumed in milliliters?

A. 100 ml
B. 210 ml
C. 300 ml
D. 400 ml

2. When can physical or chemical restraints be used?
A. For behavioral issues
B. To treat a medical symptom
C. For convenience of staff
D. When a patient refuses care

3. What should be a nursing assistant's focus when assisting
with daily hygiene tasks?

A. Speed of completion

B. Ensuring the resident's comfort and preferences
C. Imposing their own preferences

D. Minimizing interaction

4. Cutting toenails of a diabetic may lead to:
A. Swollen toes
B. Ingrown toenails or cuts that may not heal
C. Longer nails than before
D. Stronger toenails

5. What should be done immediately after accidentally
nicking a resident while saving them?

A. Apply antibiotic ointment and bandage the area
B. Apply pressure directly over the area

C. Wash the area with soap and water

D. Inform the charge nurse immediately

Sample study guide. Visit https://arkansascna.examzify.com for the full version



6. What should a nursing assistant do if they are asked to use
unfamiliar equipment?

A. Explain they don't know how to use the device
B. Ask a coworker for help

C. Attempt to use it anyway

D. Ignore the request

7. What happens to muscles when they atrophy?
A. They become larger
B. They become smaller
C. They become stronger
D. They become more flexible

8. In which position does most pressure occur on the coccyx?
A. Supine
B. High Fowler's
C. SIMS
D. Lateral

9. What is a common reason for increased risk of falls in the
elderly?

A. High blood pressure medications
B. Loss of muscle strength

C. Poor vision

D. All of the above

10. What should a nursing assistant do if an
insulin-dependent diabetic resident has not eaten breakfast?

A. Report the information

B. Encourage them to eat later
C. Administer additional insulin
D. Document no food intake
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1. If Mr. Green drinks 1/4 of an 8-ounce cup of coffee, 1/2 of a
4-ounce glass of orange juice, and 1/2 of a 6-ounce glass of
water, how much liquid has he consumed in milliliters?

A. 100 ml
B. 210 ml
C. 300 ml
D. 400 ml

To determine the total amount of liquid Mr. Green has consumed, we need to calculate
the volume of each beverage he drank and then sum those volumes. First, consider the
coffee. Mr. Green drank 1/4 of an 8-ounce cup. Since 1/4 of 8 is 2, he consumed 2 ounces
of coffee. Next, for the orange juice, he had 1/2 of a 4-ounce glass. Half of 4 ounces is 2
ounces, so he consumed 2 ounces of orange juice. Lastly, regarding the water, he drank
1/2 of a 6-ounce glass, which means he consumed 3 ounces of water (since 1/2 of 6 is 3).
Now, let’s add these amounts together: 2 ounces (coffee) + 2 ounces (orange juice) + 3
ounces (water) = 7 ounces in total. To convert ounces to milliliters, we use the
conversion factor that 1 ounce is approximately 29.57 milliliters. Therefore, to convert 7
ounces to milliliters, we calculate: 7 ounces x 29.57 ml/ounce = approximately 207 ml.
Rounding this number

2. When can physical or chemical restraints be used?
A. For behavioral issues
B. To treat a medical symptom

C. For convenience of staff
D. When a patient refuses care

Physical or chemical restraints can be used to treat a medical symptom when necessary.
This means that restraining a patient might be warranted in scenarios where their
condition poses a risk to themselves or others, such as preventing them from pulling out
medical devices like IV lines or catheters that are crucial for their treatment. The use of
restraints in this context is permissible when they are applied as part of a medical
intervention aimed at ensuring the patient's overall well-being and safety. It is important
to note that the use of restraints is heavily regulated and should follow strict guidelines.
Misuses such as using restraints for behavioral issues, convenience of staff, or when a
patient refuses care are considered inappropriate and ethically questionable. Restraints
should always be viewed as a last resort, used only when other less restrictive measures
have been deemed inadequate for ensuring the patient's safety and health.

Sample study guide. Visit https://arkansascna.examzify.com for the full version



3. What should be a nursing assistant's focus when assisting
with daily hygiene tasks?

A. Speed of completion
B. Ensuring the resident's comfort and preferences

C. Imposing their own preferences
D. Minimizing interaction

The focus of a nursing assistant when assisting with daily hygiene tasks should be on
ensuring the resident's comfort and preferences. This approach is rooted in
patient-centered care, which emphasizes the importance of respecting each individual's
unique needs, choices, and comfort levels. By prioritizing the resident’s preferences, the
assistant fosters a sense of dignity and autonomy, creating a positive experience for the
individual receiving care. Incorporating the resident's preferences can include allowing
them to choose what products to use, what time of day they would like to bathe, and how
they are assisted with hygiene. This strategy not only enhances the resident's satisfaction
but also builds trust and rapport between the nursing assistant and the resident.
Focusing on comfort rather than the speed of completion is essential. Rushing through
hygiene tasks can lead to anxiety or discomfort for the resident, counteracting the goal of
providing compassionate care. Furthermore, imposing the assistant's own preferences
would disregard the personal autonomy and rights of the resident, which is against the
principles of respectful caregiving. Likewise, minimizing interaction would likely deprive
the resident of social engagement, which is an important aspect of their overall
wellbeing. Thus, center it on the resident’s comfort and preferences is the cornerstone of
effective assistance in daily hygiene tasks.

4. Cutting toenails of a diabetic may lead to:
A. Swollen toes

B. Ingrown toenails or cuts that may not heal
C. Longer nails than before

D. Stronger toenails

Cutting toenails of a diabetic may lead to ingrown toenails or cuts that may not heal due
to the unique complications associated with diabetes. Individuals with diabetes often
experience reduced blood flow and nerve damage, especially in their extremities. This
can result in altered sensitivity and slower healing processes. When toenails are cut
improperly, such as cutting them too short or at an improper angle, it can lead to
ingrown toenails, where the nail grows into the surrounding skin, causing pain and
potential infection. Additionally, if a cut occurs during the nail trimming process, it may
not heal well in a diabetic patient due to the impaired circulation and compromised
immune response. Proper nail care and trimming techniques are critical in diabetic
patients to prevent such complications. Options such as swollen toes or stronger
toenails do not accurately reflect the specific risks associated with toenail care in
individuals with diabetes, and the idea of nails growing longer without appropriate care
fails to consider the health implications that arise from improper nail clipping.
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5. What should be done immediately after accidentally
nicking a resident while saving them?

A. Apply antibiotic ointment and bandage the area
B. Apply pressure directly over the area

C. Wash the area with soap and water
D. Inform the charge nurse immediately

Applying pressure directly over the area is the appropriate action to take immediately
after accidentally nicking a resident. This step is crucial as it helps to control any
bleeding that may occur from the injury. By applying pressure, you facilitate clotting and
allow the body's natural healing processes to begin. It's essential for caregiver
responders to prioritize the patient's safety and well-being by addressing potential blood
loss right away. The other actions may be necessary to attend to after controlling
bleeding. For example, cleaning the area with soap and water is important to prevent
infection, and informing the charge nurse is vital for further evaluation of the injury and
the resident's care management. However, these actions should follow the immediate
need to stop any bleeding by applying pressure. Bandaging and applying antibiotic
ointment are also crucial steps in caring for the wound, but they are secondary to the
initial action of managing any bleeding.

6. What should a nursing assistant do if they are asked to use
unfamiliar equipment?

A. Explain they don't know how to use the device
B. Ask a coworker for help

C. Attempt to use it anyway
D. Ignore the request

If asked to use unfamiliar equipment, the most appropriate course of action is to indicate
that you do not know how to use it. Acknowledging your limitations is crucial in a
healthcare setting, as patient safety and care quality are paramount. By expressing that
you are not familiar with the device, you open the door for further guidance or
assistance. This approach encourages a culture of open communication, ensuring that
only those who are trained and knowledgeable operate medical equipment. It also
prevents potential mistakes that could arise from working with equipment that one does
not understand, maintaining the safety of both the patient and the caregiver. While
seeking assistance from a coworker can be a valid approach, it is essential first to
communicate your lack of familiarity with the equipment, rather than attempting to use
it without proper knowledge. Attempting to use unfamiliar equipment can lead to
undesirable outcomes, including injuries to patients or caregivers, and ignoring the
request does not address the need for care. Recognizing your limitations promotes
accountability and encourages a collaborative work environment where learning and
support are fostered.
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7. What happens to muscles when they atrophy?
A. They become larger
B. They become smaller

C. They become stronger
D. They become more flexible

When muscles atrophy, they become smaller. This process occurs when there is a
decrease in muscle mass due to factors like disuse, illness, or malnutrition. During
atrophy, the muscle fibers shrink in size, leading to a reduction in strength and overall
muscle volume. This condition is often observed in individuals who are immobilized for
extended periods, such as after surgery or injury, or in older adults who may not engage
in regular physical activity. The loss of muscle mass can impact mobility and overall
physical function, emphasizing the importance of regular exercise and activity to
maintain muscle health.

8. In which position does most pressure occur on the coccyx?
A. Supine
B. High Fowler's
C. SIMS
D. Lateral

The position where most pressure occurs on the coccyx is in the High Fowler's position.
This position is characterized by the patient being seated at a 60 to 90-degree angle,
which significantly increases pressure on the coccygeal area due to the angle of the body
and the surface it rests upon. When patients are in this position, their weight shifts
towards the coccyx, making it more susceptible to pressure sores or injury if maintained
for prolonged periods. In contrast, the Supine position keeps the patient lying flat on
their back, distributing weight across a broader area, including the back and shoulders.
This position does not concentrate pressure specifically on the coccyx. The SIMS
position, commonly used for rectal exams and procedures, also redistributes weight away
from the coccyx. The Lateral position (side-lying) favors distribution of body weight
across the hips and shoulders, further reducing direct pressure on the coccyx. Thus, the
High Fowler's position is indeed the one that poses the highest risk for pressure on the
coccyx due to its specific body mechanics.

Sample study guide. Visit https://arkansascna.examzify.com for the full version

11



9. What is a common reason for increased risk of falls in the
elderly?

A. High blood pressure medications
B. Loss of muscle strength

C. Poor vision

D. All of the above

Increased risk of falls in the elderly can be attributed to multiple factors, all of which
contribute significantly to their overall stability and safety. High blood pressure
medications can lead to side effects such as dizziness or lightheadedness, especially
when standing up quickly, which can increase the likelihood of falls. Loss of muscle
strength is another critical factor. As individuals age, muscle mass and strength often
decline, leading to reduced balance and coordination. This weakness can make it difficult
for older adults to recover from slips or trips, resulting in more frequent falls. Poor
vision also plays a substantial role in fall risk. Many elderly individuals experience
age-related visual impairments, such as cataracts or macular degeneration, which can
impair their ability to see hazards in their environment. This creates a greater potential
for missteps and accidents. Given that all these components—medication effects, muscle
strength, and vision—contribute to heightened vulnerability to falls, recognizing that all
of the aforementioned factors play a significant role is essential for understanding fall
risks in the elderly population. Therefore, the comprehensive nature of the answer
reflects the multifaceted risks present in this demographic.

10. What should a nursing assistant do if an
insulin-dependent diabetic resident has not eaten breakfast?

A. Report the information

B. Encourage them to eat later
C. Administer additional insulin
D. Document no food intake

The correct approach in this situation is to report the information. Insulin-dependent
diabetics require careful management of their blood glucose levels, which are directly
influenced by food intake. If a resident has not eaten breakfast, it can lead to dangerous
drops in blood sugar levels, especially if insulin has been administered or is scheduled to
be administered. By reporting the resident's lack of food intake, you ensure that a nurse
or the healthcare team can take appropriate action. They may decide to monitor the
resident more closely, adjust insulin dosages, or provide alternative meal options to meet
the resident's nutritional needs and maintain blood sugar stability. Encouraging the
resident to eat later and documenting no food intake are important, but they are
secondary actions that should come after notifying the appropriate medical staff.
Administering additional insulin without food could lead to hypoglycemia and should
never be done without a thorough assessment and direction from a qualified health
professional.
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