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1. What should a nurse assess if a client is unable to hold an
oral probe to measure temperature accurately?
A. Rectal temperature for accuracy
B. Temporal temperature if available
C. Signs of fever only
D. Skin temperature from their forehead

2. During palpation, what findings is a nurse assessing?
A. Heart sounds and lung capacity
B. Skin temperature, moisture, and abnormalities
C. Blood pressure and heart rate
D. Reflexes and muscle strength

3. What is the first step a nurse should perform when
assessing a client with abdominal tenderness in the lower
right quadrant?
A. Palpation
B. Inspection
C. Auscultation
D. Documentation

4. What ethical principle is the client demonstrating when
deciding not to have surgery after initially consenting?
A. Beneficence
B. Autonomy
C. Justice
D. Nonmaleficence

5. When assessing an older adult client for potential
maltreatment, which signs should the nurse observe?
A. Clean clothing and wellness
B. Dirty clothing, unexplained injuries, malnourished

appearance
C. Excessive weight and verbal communication
D. Social activity and engagement levels
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6. What should be considered when assessing a patient for
pain?
A. Only the location of the pain
B. Patient's history and pain scale rating
C. Time of day the pain occurs
D. The patient's body temperature

7. What is a common condition that may cause a ringing
sound in the ears?
A. Sinus infection
B. Tinnitus
C. Ear wax buildup
D. Middle ear infection

8. What finding in the fingernails of an older adult client
should the nurse report to the provider?
A. Thin and brittle nails
B. Spongy nail base
C. Discoloration at the tip
D. White spots on the nails

9. When is a neurological assessment particularly critical?
A. After a surgical procedure
B. After a head injury or concerning changes in consciousness
C. Before administering medication
D. During a routine check-up

10. Which question should a nurse ask when gathering
information about a client's cardiac and peripheral vascular
system?
A. "Have you experienced any chest pain, tightness or

discomfort?"
B. "Have you had any changes in your appetite or food

intolerances?"
C. "Do you feel short of breath during the day or while

sleeping?"
D. "When did you last have a screening test for tuberculosis?"
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Answers
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1. A
2. B
3. B
4. B
5. B
6. B
7. B
8. B
9. B
10. A
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Explanations
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1. What should a nurse assess if a client is unable to hold an
oral probe to measure temperature accurately?
A. Rectal temperature for accuracy
B. Temporal temperature if available
C. Signs of fever only
D. Skin temperature from their forehead

When a client is unable to hold an oral probe properly to measure temperature, assessing
the rectal temperature is a reliable alternative. The rectal route is considered one of the
most accurate methods for measuring core body temperature because it closely reflects
the body's internal temperature. This method is highly recommended, particularly in
situations where other non-invasive options may not provide accurate readings, such as
in patients who may be unable to cooperate fully or those with certain conditions that
affect temperature control.  Using the rectal route minimizes factors such as
environmental influences or behaviors that might alter temperature readings seen in oral
or tympanic methods. While other methods like temporal or skin temperature readings
are available, they might not be as reliable as rectal measurements in certain situations,
particularly for those requiring precise monitoring. Therefore, rectal temperature is the
preferred choice for accurately gauging a client’s temperature when oral measurement is
not feasible.

2. During palpation, what findings is a nurse assessing?
A. Heart sounds and lung capacity
B. Skin temperature, moisture, and abnormalities
C. Blood pressure and heart rate
D. Reflexes and muscle strength

During palpation, a nurse assesses physical characteristics of the body through the sense
of touch. This method allows the nurse to evaluate various factors related to the skin and
underlying tissues. By assessing skin temperature, moisture, and any abnormalities such
as lesions, swelling, or tenderness, the nurse can gather important information about the
patient's overall health and identify specific areas that may require further investigation
or intervention.   Palpation is a crucial part of a physical assessment, as it provides direct
tactile information that can indicate conditions such as dehydration (assessed through
skin moisture), inflammatory processes (assessed through warmth or tenderness), and
various skin conditions (evaluated through abnormalities). This hands-on approach
complements other techniques in physical assessment, such as auscultation and
inspection, providing a more comprehensive understanding of the patient's condition.
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3. What is the first step a nurse should perform when
assessing a client with abdominal tenderness in the lower
right quadrant?
A. Palpation
B. Inspection
C. Auscultation
D. Documentation

When assessing a client with abdominal tenderness, the first step should be inspection.
This initial assessment technique allows the nurse to observe any visible signs of
distress, such as swelling, discoloration, or asymmetry in the abdomen. Noting these
observations can guide subsequent assessments and help identify potential underlying
issues.   Following inspection, the nurse would typically proceed with auscultation to
listen for bowel sounds, then palpation to assess tenderness and any masses or organ
enlargement. Documentation comes after the assessment is completed, ensuring that all
findings are recorded accurately for future reference and continuity of care. Therefore,
starting with inspection lays the essential groundwork for a comprehensive and
systematic abdominal assessment.

4. What ethical principle is the client demonstrating when
deciding not to have surgery after initially consenting?
A. Beneficence
B. Autonomy
C. Justice
D. Nonmaleficence

The principle of autonomy is demonstrated when a client decides not to proceed with
surgery after initially consenting to it. Autonomy refers to the right of individuals to
make informed decisions about their own medical care and to have control over their own
bodies. This principle is rooted in respect for the individual's personal values,
preferences, and choices.  In this scenario, the client is exercising their autonomy by
reconsidering their decision and choosing not to undergo surgery, indicating that they
are actively involved in making choices about their own health care. This reflects an
understanding of their personal situation, feelings, and the potential risks or benefits of
the surgery, underscoring the importance of informed consent and the individual's right
to change their mind at any point in the decision-making process.   The other ethical
principles, while important in healthcare, do not capture this aspect as effectively.
Beneficence involves actions that promote the well-being of the patient, justice relates to
fairness and equality in healthcare distribution, and nonmaleficence refers to the
obligation to avoid causing harm to the patient. Although these principles are integral to
medical ethics, the decision to opt-out of surgery primarily highlights the client's
autonomy.
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5. When assessing an older adult client for potential
maltreatment, which signs should the nurse observe?
A. Clean clothing and wellness
B. Dirty clothing, unexplained injuries, malnourished

appearance
C. Excessive weight and verbal communication
D. Social activity and engagement levels

The presence of dirty clothing, unexplained injuries, and a malnourished appearance are
critical signs for a nurse to observe when assessing an older adult client for potential
maltreatment. These indicators can reflect inadequate care, neglect, or abuse.   Dirty
clothing may suggest a lack of proper hygiene or care, which can be a sign of neglect.
Unexplained injuries might indicate physical abuse or mistreatment, particularly if the
injuries cannot be adequately explained by the individual or are inconsistent with the
reported history. A malnourished appearance is alarming as it can result from neglect or
a failure to provide necessary support for nutrition and hydration.   Recognizing these
signs is vital for the nurse in identifying vulnerable populations and ensuring appropriate
interventions and referrals to protect the patient’s well-being.

6. What should be considered when assessing a patient for
pain?
A. Only the location of the pain
B. Patient's history and pain scale rating
C. Time of day the pain occurs
D. The patient's body temperature

When assessing a patient for pain, it is essential to consider the patient's history along
with their pain scale rating. The patient's history provides valuable context, including
previous episodes of pain, any underlying medical conditions, and treatments that may
have been effective or ineffective in the past. This background helps healthcare providers
to understand the characteristics of the pain, its onset, duration, and any potential
triggers.  In addition, using a pain scale allows the healthcare provider to quantify the
intensity of the pain as perceived by the patient. This subjective measurement is crucial
as pain is a highly individualized experience, and effective management is predicated on
understanding how the patient describes their pain. By combining both the patient’s
history and their pain scale rating, a more comprehensive assessment can be made,
which aids in forming an appropriate care plan tailored to the patient’s specific needs.
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7. What is a common condition that may cause a ringing
sound in the ears?
A. Sinus infection
B. Tinnitus
C. Ear wax buildup
D. Middle ear infection

Tinnitus is a common condition characterized by the perception of noise or ringing in the
ears when no external sound is present. This condition can manifest in various ways,
including ringing, buzzing, hissing, or other sounds that individuals perceive. It can be
caused by a variety of factors such as exposure to loud noises, age-related hearing loss,
ear infections, or even certain medications.  The mechanism behind tinnitus is often
linked to damage to the hair cells in the inner ear or changes in the auditory pathways to
the brain that result from these factors. People experiencing tinnitus often report that it
can vary in intensity and may be temporary or chronic, significantly impacting their
quality of life.   Conditions like sinus infections, ear wax buildup, and middle ear
infections can lead to symptoms such as ear fullness, muffled hearing, or ear pain, but
they do not typically result in the persistent auditory perception that defines tinnitus.

8. What finding in the fingernails of an older adult client
should the nurse report to the provider?
A. Thin and brittle nails
B. Spongy nail base
C. Discoloration at the tip
D. White spots on the nails

A spongy nail base in an older adult client is a concerning finding that should be
reported to the provider. This condition can indicate underlying health issues, such as
fungal infections, psoriasis, or other systemic conditions that affect nail and bone health.
The nail matrix and its attachment are essential for normal nail growth, and any
abnormalities in this area can suggest a more serious underlying problem that may need
further evaluation and treatment.   In contrast, thin and brittle nails, while common in
older adults due to natural aging processes and decreased moisture, are generally not as
urgent a finding as a spongy nail base. Discoloration at the tip can often result from
minor injuries or environmental factors, and white spots on the nails are frequently
benign and can occur from trauma or minor infections. Therefore, while these findings
may warrant some attention, they typically do not require immediate reporting to a
healthcare provider like a spongy nail base does.
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9. When is a neurological assessment particularly critical?
A. After a surgical procedure
B. After a head injury or concerning changes in consciousness
C. Before administering medication
D. During a routine check-up

A neurological assessment is particularly critical after a head injury or concerning
changes in consciousness because these conditions can indicate potential brain damage
or other serious neurological issues. In the context of head injuries, immediate
assessment is crucial to identify any alterations in neurological function, such as changes
in cognition, motor function, reflexes, or overall consciousness.   When a patient sustains
a head injury, symptoms can evolve quickly, where early detection of neurological deficits
can significantly impact treatment outcomes. Monitoring for signs of increased
intracranial pressure, hemorrhage, or other complications is essential in providing timely
intervention. Therefore, conducting a neurological assessment in these situations is vital
for ensuring patient safety and determining the appropriate course of action.   While
assessing neurological function can certainly be important in other scenarios, such as
after a surgical procedure or before administering medication, the urgency and potential
consequences associated with head injuries make this type of assessment paramount in
those circumstances. Regular check-ups, while beneficial for overall health monitoring,
typically do not carry the same immediate risks as those associated with head trauma or
altered consciousness.

10. Which question should a nurse ask when gathering
information about a client's cardiac and peripheral vascular
system?
A. "Have you experienced any chest pain, tightness or

discomfort?"
B. "Have you had any changes in your appetite or food

intolerances?"
C. "Do you feel short of breath during the day or while

sleeping?"
D. "When did you last have a screening test for tuberculosis?"

Asking about experiences of chest pain, tightness, or discomfort is crucial in assessing a
client's cardiac and peripheral vascular system. This question directly pertains to
potential cardiovascular issues, as chest pain can indicate angina, myocardial infarction,
or other serious conditions related to heart health. Identifying the presence, quality, and
frequency of chest pain helps nurses evaluate the client's cardiovascular risk and the
need for further diagnostic testing or intervention. Understanding a client's symptoms
related to chest pain can also guide decisions regarding treatment plans and lifestyle
modifications.  Other questions may address important areas of health, such as
respiratory function or infectious disease screening, but they don’t specifically pertain to
the immediate assessment of the cardiac and peripheral vascular systems. Thus, while
they are relevant to general health assessments, they do not directly focus on the critical
aspects of cardiac or vascular issues that are best identified through inquiries about
chest-related discomfort.
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