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1. What is the first step in any nursing procedure?
A. Assess the patient’s condition
B. Perform hand hygiene
C. Gather necessary equipment
D. Document the procedure

2. After using soap during handwashing, what is the next
step?

A. Scrub hands for at least twenty seconds
B. Dry hands with a paper towel

C. Turn off the water

D. Apply hand lotion

3. What should be included in the final steps after emptying a
urinary drainage bag?

A. Leave the bag open to dry

B. Record the amount of urine output
C. Dispose of the urine down the sink
D. Store the equipment for reuse

4. What is the correct procedure for inflating the blood
pressure cuff?

A. Inflate the cuff to 80-120 mmHg
B. Inflate the cuff to 160-180 mmHg

C. Inflate the cuff until the resident expresses discomfort
D. Inflate the cuff to 100-140 mmHg

5. What is the correct hand position while scrubbing/washing
with soap?

A. Fingers interlaced pointing upward
B. Interlace fingers pointing downward
C. Flat hands with palms touching

D. Hands clasped together
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6. What should be done to ensure the resident's safety before
ambulation?

A. Adjust the height of the bed.
B. Lock the bed and wheelchair brakes.
C. Remove any loose rugs from the floor.

D. Have a second staff member assist during ambulation.

7. What direction should you scrub/wash your hands?
A. With interlaced fingers pointing upward

B. With interlaced fingers pointing downward
C. In circular motions

D. With palms facing each other

8. What should be applied to the resident's foot after drying?
A. Vaseline to prevent cracking

B. Lotion to the top and bottom of the foot, avoiding the area
between the toes

C. Powder to keep the feet dry
D. Bandages for comfort

9. What should you do before applying the stocking to the
resident's leg?

A. Measure the resident's leg for proper fitting.
B. Explain the procedure to the resident.
C. Ask the resident if they have any allergies.

D. Ensure the room temperature is comfortable.

10. What action should be taken if the resident's sleeve
covers the area for blood pressure measurement?

A. Ask the resident to hold their sleeve up

B. Roll the resident's sleeve up about 5 inches above the elbow
C. Measure blood pressure over the sleeve
D. Adjust the cuff to fit over the sleeve
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1. What is the first step in any nursing procedure?
A. Assess the patient’s condition
B. Perform hand hygiene

C. Gather necessary equipment
D. Document the procedure

Performing hand hygiene is recognized as the first step in any nursing procedure
because it is fundamental to infection control and patient safety. Clean hands are
essential to prevent the transmission of pathogens that can lead to infections, which are
a significant risk in healthcare settings. By starting with hand hygiene, healthcare
professionals create a safe environment for both themselves and their patients. After
ensuring that hands are clean, it is appropriate to assess the patient's condition, gather
necessary equipment, and document the procedure as subsequent steps. However,
without first performing hand hygiene, the risk of contaminating both the nurse and the
patient is increased, potentially compromising the effectiveness of any care provided.

Thus, prioritizing hand hygiene aligns with best practices in nursing and public health
standards.

2. After using soap during handwashing, what is the next
step?
A. Scrub hands for at least twenty seconds
B. Dry hands with a paper towel
C. Turn off the water
D. Apply hand lotion

The next step after using soap during handwashing is to scrub hands for at least twenty
seconds. This duration is essential because it allows sufficient time for the soap to
effectively break down and remove dirt, bacteria, and viruses from the skin. Rubbing the
hands together creates friction, which further aids in dislodging harmful pathogens. This
practice is crucial for effective hand hygiene, especially in a healthcare setting where
maintaining a sterile environment is vital to preventing infections. While drying hands
with a paper towel is also significant for maintaining cleanliness, it should occur after
the scrubbing process. Turning off the water is a final step that should be done carefully
to avoid re-contaminating the hands. Applying hand lotion can help maintain skin
hydration but is not a part of the handwashing procedure itself.
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3. What should be included in the final steps after emptying a
urinary drainage bag?

A. Leave the bag open to dry

B. Record the amount of urine output
C. Dispose of the urine down the sink

D. Store the equipment for reuse

Recording the amount of urine output is a crucial step after emptying a urinary drainage
bag because it serves multiple purposes in patient care. Accurate documentation of urine
output helps healthcare providers monitor the patient's kidney function, hydration
status, and overall health condition. This information can be vital for diagnosing
potential health issues and making informed decisions about treatment plans. By
keeping precise records, caregivers can track changes over time, which can be indicative
of complications such as dehydration or urinary tract infections. Monitoring urine output
is an essential aspect of patient assessment, and it ensures that any deviations from
normal patterns can be addressed promptly. In contrast, leaving the bag open to dry
could lead to contamination, which is not safe for either the patient or the caregiver.
Disposing of urine down the sink is generally against protocol due to contamination
risks. Storing the equipment for reuse without proper sterilization and sanitation could
pose infection risks as well. Thus, recording urine output is the critical step that
contributes directly to effective patient monitoring and care.

4. What is the correct procedure for inflating the blood
pressure cuff?

A. Inflate the cuff to 80-120 mmHg

B. Inflate the cuff to 160-180 mmHg
C. Inflate the cuff until the resident expresses discomfort
D. Inflate the cuff to 100-140 mmHg

The appropriate procedure for inflating the blood pressure cuff is to inflate it to a range
between 160-180 mmHg. This range is typically recommended to ensure that the cuff is
inflated sufficiently to occlude the brachial artery, allowing for an accurate measurement
of blood pressure. The goal is to exceed the systolic blood pressure, which is the pressure
in the arteries during heartbeats, ensuring that the pulse is not detectable during
inflation. Inflating the cuff beyond this level provides a safety buffer to eliminate the
variability in systolic pressure readings, which can be affected by various factors
including movement or technique. While discomfort should be acknowledged during the
process, discomfort should not dictate the inflation level; clinical guidelines are
established to ensure accurate and safe measurements. The other options either do not
reach the necessary pressure levels for accurate reading or rely on subjective feedback
from the resident, which is not suitable for standard practice.
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5. What is the correct hand position while scrubbing/washing
with soap?

A. Fingers interlaced pointing upward
B. Interlace fingers pointing downward
C. Flat hands with palms touching

D. Hands clasped together

The correct hand position while scrubbing or washing with soap is essential for effective
hand hygiene. Interlacing the fingers and pointing them downward allows for maximum
exposure of all surfaces of the hands, including between the fingers and under the nails,
which are critical areas for bacteria and dirt accumulation. This technique ensures that
the soap and water can reach all areas, promoting proper cleansing. Additionally, this
position facilitates a thorough scrub by allowing the hands to move in a way that
maximizes friction, which is important for removing pathogens. Proper hand hygiene is a
crucial practice in healthcare settings, as it helps prevent the spread of infections.
Other positions, such as fingers pointing upward or flat hands with palms touching, may
not provide the same level of effectiveness in cleaning all surfaces, and hands clasped
together do not allow for the necessary scrubbing action required to ensure cleanliness.

6. What should be done to ensure the resident's safety before
ambulation?

A. Adjust the height of the bed.
B. Lock the bed and wheelchair brakes.
C. Remove any loose rugs from the floor.

D. Have a second staff member assist during ambulation.

To ensure the resident's safety before ambulation, locking the bed and wheelchair brakes
is essential. This action prevents any movement or shifting that could lead to falls or
accidents during the ambulation process. When the bed is locked, it provides a stable
surface for the resident to stand up and ensures that there is no sliding or rolling of the
bed while the resident is getting prepared to walk. Similarly, locking the brakes on the
wheelchair ensures that the chair remains stationary, protecting both the resident and
the caregiver from unexpected movement. While adjusting the height of the bed,
removing loose rugs, and having a second staff member assist can also contribute to
overall safety, the immediate step of locking brakes is a direct and vital measure that
addresses potential risks associated with mobility and balance during ambulation. It
creates a secure environment before proceeding, minimizing the likelihood of falls and
encouraging confidence in the resident's ability to mobilize safely.
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7. What direction should you scrub/wash your hands?
A. With interlaced fingers pointing upward
B. With interlaced fingers pointing downward

C. In circular motions
D. With palms facing each other

Washing hands properly is essential for infection control and reducing the spread of
germs, especially in healthcare settings. When scrubbing your hands with interlaced
fingers pointing downward, it allows for thorough cleaning of all surfaces of the hands,
including the areas between the fingers and under the fingernails, where bacteria often
reside. The downward direction helps to ensure that the water and soap flow from the
fingertips down towards the wrists, carrying away any contaminants. The other methods
proposed do not support the most effective hand washing technique. For instance,
interlaced fingers pointing upward might lead to water pooling at the fingertips, which
increases the risk of contamination rather than eliminating it. Circular motions can be
effective for specific areas but do not address all surfaces uniformly, and having palms

facing each other does not facilitate optimal rinsing and washing of the fingers and nails.

Proper hand hygiene is critical in preventing infections, making the downward technique
the most effective choice.

8. What should be applied to the resident's foot after drying?
A. Vaseline to prevent cracking

B. Lotion to the top and bottom of the foot, avoiding the area
between the toes

C. Powder to keep the feet dry
D. Bandages for comfort

The recommended choice is to apply lotion to the top and bottom of the foot while
avoiding the area between the toes. This practice is important because applying lotion
helps to moisturize the skin, preventing dryness and cracking. The top and bottom
surfaces of the feet are prone to becoming dry, especially in individuals who may have
limited mobility or who live in dry environments. By avoiding the area between the toes,
you reduce the risk of creating a moist environment that could lead to fungal infections,
such as athlete's foot. Keeping the area between the toes dry is crucial for maintaining
foot health. Therefore, the application of lotion should focus on areas that benefit from
hydration while ensuring that the toes remain dry to prevent additional complications.
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9. What should you do before applying the stocking to the
resident's leg?

A. Measure the resident's leg for proper fitting.
B. Explain the procedure to the resident.

C. Ask the resident if they have any allergies.

D. Ensure the room temperature is comfortable.

Before applying the stocking to the resident's leg, explaining the procedure to the
resident is vital. This practice helps establish trust and rapport, making the resident feel
more comfortable and less anxious about the upcoming procedure. Additionally, it
ensures that the resident understands what is going to happen, which can lead to better
cooperation and a smoother experience for both the resident and the caregiver. While
measuring for proper fitting, checking for allergies, and ensuring a comfortable room
temperature are all important aspects of patient care, they come secondary to
communication. If a resident is unaware of what to expect during the procedure, they
may feel unsettled, which can hinder the process. Thus, explaining the procedure

improves the overall care experience and can alleviate any fears or concerns the resident
may have.

10. What action should be taken if the resident's sleeve
covers the area for blood pressure measurement?

A. Ask the resident to hold their sleeve up

B. Roll the resident's sleeve up about 5 inches above the elbow
C. Measure blood pressure over the sleeve

D. Adjust the cuff to fit over the sleeve

When measuring blood pressure, it is crucial to ensure that the cuff can fit properly on
bare skin for an accurate reading. Rolling the resident's sleeve up about 5 inches above
the elbow allows the cuff to make direct contact with the skin, which helps to obtain a
precise measurement. This approach minimizes the potential for obstruction or
interference from clothing, resulting in more reliable results. Choosing to ask the
resident to hold their sleeve up may not guarantee that the cuff will be in the correct
position for measurement, as it might still be obstructed. Measuring blood pressure over
the sleeve can lead to inaccurate readings due to the added material that can impede the
proper functioning of the cuff. Adjusting the cuff to fit over the sleeve is also not
advisable, as it can cause the cuff to fit improperly, further compromising the accuracy of

the measurement. Rolling the sleeve up provides a straightforward and effective solution
to this issue.
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