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1. During a physical assessment, which technique is used to
observe the appearance and condition of a patient’s skin?
A. Inspection
B. Palpation
C. Auscultation
D. percussion

2. Which of the following is important for effective
communication in nursing?
A. Using complex medical jargon
B. Being assertive and clear in conveying information
C. Limiting discussions to clinical observations only
D. Having minimal interaction with patients

3. How many mL of fluid should the nurse document as the
client's intake over the last 8 hr if receiving a continuous IV
and drinking juice and water?
A. 1000 mL
B. 1500 mL
C. 1820 mL
D. 1950 mL

4. What does the acronym "ADLs" stand for in nursing
practice?
A. Activities of Daily Living
B. Assisted Daily Living
C. Annual Dietary Logs
D. Assessment of Dietary Levels

5. What is the purpose of a nursing care plan?
A. To provide a structured approach to patient care
B. To increase the number of patients seen by a nurse
C. To outline financial responsibilities of the patient
D. To schedule follow-up appointments
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6. In case of a fire in the healthcare facility, what acronym is
used to remember the proper evacuation protocol?
A. SAFE
B. RACE: Rescue, Alarm, Contain, Extinguish/Evacuate
C. FIRE
D. STOP

7. Which laboratory result indicates that a client with heart
failure has fluid volume excess?
A. Urine specific gravity 1.015
B. Hematocrit 42%
C. Urine pH 6.5
D. BUN 8 mg/dL

8. What should a nurse do when admitting a client with active
tuberculosis?
A. Restrict the client's visitors to the immediate family
B. Assign the client to a negative-pressure airflow room
C. Discard personal protective equipment outside the client's

room
D. Have the client wear a HEPA mask during transportation

throughout the facility

9. What should a nurse do to prevent the spread of infection?
A. Follow standard precautions, including proper hand hygiene

and use of personal protective equipment
B. Administer antibiotics to all patients
C. Limit patient contact to only essential staff
D. Rely solely on disinfecting surfaces

10. What does "continual assessment" involve in nursing
care?
A. Ongoing monitoring and evaluation of a patient's condition

and responses to interventions
B. Periodic checks at the end of each shift only
C. Gathering information only at patient discharges
D. Summarizing assessments in weekly reports
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Answers
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1. A
2. B
3. C
4. A
5. A
6. B
7. D
8. B
9. A
10. A
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1. During a physical assessment, which technique is used to
observe the appearance and condition of a patient’s skin?
A. Inspection
B. Palpation
C. Auscultation
D. percussion

The technique used to observe the appearance and condition of a patient’s skin is
inspection. This method involves visually examining the skin for characteristics such as
color, texture, moisture, and any abnormalities like lesions, rashes, or other signs of
disease. By closely looking at the skin, a nurse can gather essential information about
the patient’s overall health, circulation, and possible issues that may need further
investigation or intervention.  In a physical assessment, inspection is often the first step
and serves as the foundation for further evaluation. It's a non-invasive technique that
provides immediate visual cues about the patient's health status. This method is crucial
because many systemic issues can manifest as changes in the skin, making it an
important area of focus during any health assessment.

2. Which of the following is important for effective
communication in nursing?
A. Using complex medical jargon
B. Being assertive and clear in conveying information
C. Limiting discussions to clinical observations only
D. Having minimal interaction with patients

Being assertive and clear in conveying information is crucial for effective communication
in nursing. This approach fosters a better understanding between the nurse and the
patient, ensuring that important information is conveyed accurately and
comprehensively. Clear communication helps in establishing trust, promotes patient
safety, and enhances patient outcomes, as it allows for better adherence to treatment
plans and enables patients to engage actively in their care.  When nurses express
information assertively, they confirm they are confident in the information provided
while remaining respectful and open to the patient’s concerns. This communication style
promotes a positive nurse-patient relationship, making patients feel valued and
understood, which can improve their overall experience and satisfaction with the care
they receive.   In contrast, using complex medical jargon can create confusion and hinder
understanding, limiting the effectiveness of communication. Additionally, limiting
discussions only to clinical observations may overlook the emotional and personal
aspects of patient care, which are essential for holistic treatment. Having minimal
interaction with patients diminishes opportunities for establishing rapport and trust,
which are essential components of effective nursing care.
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3. How many mL of fluid should the nurse document as the
client's intake over the last 8 hr if receiving a continuous IV
and drinking juice and water?
A. 1000 mL
B. 1500 mL
C. 1820 mL
D. 1950 mL

In determining the total fluid intake over the last 8 hours, it is crucial to accurately sum
all sources of fluid, including both intravenous (IV) fluids and oral intake from beverages
such as juice and water. The figure of 1820 mL likely accounts for a reasonable estimate
of IV fluid administration along with the consumption of juice and water.  This answer
aligns with clinical practices where continuous IV fluids contribute significantly to a
patient's overall hydration status, along with the patient's fluid consumption from oral
sources. To reach this total, one would need to have clear documentation of the IV fluid
rate, as well as detailed records of how much juice and water the client ingested during
the specified time frame.  Accurate documentation is essential in nursing practice to
ensure effective communication among the healthcare team and to maintain appropriate
fluid balance for the patient. This total assists healthcare providers in managing
hydration, assessing renal function, and adjusting fluid intake based on the patient’s
condition.  Being able to accurately calculate and document fluid intake reflects the
nurse's competence in monitoring patient needs and ensuring safe and effective care
delivery.

4. What does the acronym "ADLs" stand for in nursing
practice?
A. Activities of Daily Living
B. Assisted Daily Living
C. Annual Dietary Logs
D. Assessment of Dietary Levels

The acronym "ADLs" stands for Activities of Daily Living. This term is critical in nursing
practice as it encompasses the basic tasks necessary for self-care that individuals
typically perform on a daily basis. These activities include bathing, dressing, grooming,
eating, and mobility, among others. Assessing a patient's ability to perform ADLs
provides valuable insight into their functional status and independence, which helps
guide care planning and interventions.  Understanding ADLs is essential for nurses and
healthcare providers to evaluate a patient's health needs, determine the level of
assistance required, and facilitate rehabilitation. Interventions can then be tailored
based on the patient’s ability to perform these fundamental tasks, impacting their overall
quality of life and care outcomes.
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5. What is the purpose of a nursing care plan?
A. To provide a structured approach to patient care
B. To increase the number of patients seen by a nurse
C. To outline financial responsibilities of the patient
D. To schedule follow-up appointments

The purpose of a nursing care plan is to provide a structured approach to patient care.
This tool allows nurses to assess the patient's needs, set specific goals, and outline the
interventions necessary to meet those goals. By organizing information systematically,
the care plan facilitates communication among healthcare team members and ensures
that all aspects of the patient’s care are addressed collaboratively.   A well-developed
nursing care plan is tailored to the unique needs of each patient, considering their
specific health conditions, preferences, and goals. It serves as a roadmap for continuity
of care, guiding nursing actions and helping to evaluate patient outcomes. Unlike other
options that do not directly relate to individualized patient care strategies, the first
choice emphasizes the importance of structure and organization in delivering effective
nursing interventions.

6. In case of a fire in the healthcare facility, what acronym is
used to remember the proper evacuation protocol?
A. SAFE
B. RACE: Rescue, Alarm, Contain, Extinguish/Evacuate
C. FIRE
D. STOP

The RACE acronym is widely used in healthcare settings to guide staff through the
necessary actions to take in the event of a fire. Each component of the acronym
represents a critical step in the fire response plan.   - **Rescue**: This first step
emphasizes the importance of rescuing any individuals who are in immediate danger
from the fire. Ensuring their safety is the top priority.   - **Alarm**: After ensuring the
safety of those nearby, the next action is to activate the fire alarm system to alert others
in the facility and emergency services of the situation.  - **Contain**: This involves
containing the fire, which may include closing doors to prevent the spread of smoke and
flames to other areas.   - **Extinguish/Evacuate**: The final component reminds staff to
either extinguish the fire if it’s safe to do so with available equipment or to evacuate the
area and assist others in evacuating as needed.  Using this systematic approach ensures
that personnel are organized and focused during an emergency, significantly enhancing
the safety and efficiency of the response. Other options, while they may seem relevant, do
not encapsulate the specific protocol steps to be followed during a fire incident as
effectively as RACE does.
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7. Which laboratory result indicates that a client with heart
failure has fluid volume excess?
A. Urine specific gravity 1.015
B. Hematocrit 42%
C. Urine pH 6.5
D. BUN 8 mg/dL

In the context of heart failure, a laboratory result indicating fluid volume excess can
often be inferred from changes in specific markers related to hydration status. A BUN
(Blood Urea Nitrogen) level of 8 mg/dL suggests a well-hydrated state, which is
consistent with fluid volume excess. In cases of fluid overload, there tends to be a
dilutional effect on the blood urea nitrogen levels, keeping them relatively low.  When
assessing other markers:   - Urine specific gravity at 1.015 shows a relatively dilute urine,
which could also suggest hydration; however, it does not provide as direct evidence of
excess fluid volume as the BUN level does. - A hematocrit level of 42% is within normal
limits for most individuals and does not indicate fluid overload. Typically, with fluid
volume excess, hematocrit levels would be lower due to dilution. - A urine pH of 6.5 falls
within the normal range and does not relate specifically to fluid volume status.  Overall,
low BUN levels in the context of heart failure point towards a status of fluid overload
rather than dehydration, making it the most indicative laboratory result of fluid volume
excess.

8. What should a nurse do when admitting a client with active
tuberculosis?
A. Restrict the client's visitors to the immediate family
B. Assign the client to a negative-pressure airflow room
C. Discard personal protective equipment outside the client's

room
D. Have the client wear a HEPA mask during transportation

throughout the facility
Assigning the client to a negative-pressure airflow room is essential when admitting a
client with active tuberculosis (TB) because this type of room is designed to contain
airborne pathogens. Negative-pressure rooms help to prevent the spread of infectious
agents, such as the Mycobacterium tuberculosis bacteria, by ensuring that the air within
the room does not escape into surrounding areas. This is critical for protecting other
patients, staff, and visitors in the healthcare facility.  The negative-pressure system
works by creating a pressure differential between the room and the corridor, drawing air
into the room but not allowing it to exit, which minimizes airborne transmission. This
measure is particularly important for clients with active TB due to their potential to
expel infectious droplets into the air when coughing, sneezing, or even talking.  In terms
of maintaining infection control protocols, this approach is universally accepted in
healthcare settings for managing airborne diseases, positioning the client in an
environment that specifically mitigates risk to others.
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9. What should a nurse do to prevent the spread of infection?
A. Follow standard precautions, including proper hand hygiene

and use of personal protective equipment
B. Administer antibiotics to all patients
C. Limit patient contact to only essential staff
D. Rely solely on disinfecting surfaces

Following standard precautions, including proper hand hygiene and the use of personal
protective equipment, is essential for preventing the spread of infection. Standard
precautions are a set of guidelines designed to reduce the risk of transmission of
bloodborne and other pathogens, regardless of the patient's diagnosis or presumed
infection status. This includes practices such as thorough handwashing, using gloves
when necessary, wearing masks and eye protection to shield against splashes, and safely
handling and disposing of needles and other sharp objects.  Hand hygiene is particularly
critical because it significantly reduces the microbial load that can lead to infection
transmission. The use of personal protective equipment (PPE) acts as a barrier to prevent
the nurse from coming into direct contact with potentially infectious materials. These
fundamental practices create a safer healthcare environment for both patients and
healthcare workers.  Other approaches, such as administering antibiotics to all patients,
may not be appropriate or effective in preventing infections and could contribute to
antibiotic resistance. Limiting patient contact to only essential staff is not a practical
infection control strategy, as it may hinder overall patient care. Relying solely on
disinfecting surfaces overlooks the importance of direct patient care practices and hand
hygiene, which are crucial in preventing infection spread.

10. What does "continual assessment" involve in nursing
care?
A. Ongoing monitoring and evaluation of a patient's condition

and responses to interventions
B. Periodic checks at the end of each shift only
C. Gathering information only at patient discharges
D. Summarizing assessments in weekly reports

Continual assessment in nursing care involves ongoing monitoring and evaluation of a
patient's condition and their responses to nursing interventions. This approach ensures
that nurses can identify changes in a patient's status in real-time, allowing for immediate
adjustments in care as needed. It underscores the dynamic nature of patient care, where
conditions can fluctuate, and timely interventions can prevent complications or enhance
recovery.  By continuously assessing a patient, nurses can track progress, detect adverse
responses to treatments, and evaluate the effectiveness of interventions. This proactive
strategy not only promotes patient safety and improved outcomes but also emphasizes
the importance of communication within the healthcare team, as continuous updates can
inform better coordinated and timely care.

 v-1753117493 | Page 12Sample study guide. Visit https://atifundamentalsnursing.examzify.com for the full version

SA
M

PLE


