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1. Which history is crucial for understanding a pregnant
patient's background?

A. Obstetric history

B. Dietary history

C. Exercise history

D. Social media history

2. What should the nurse prioritize when assessing an older
adult client for functional decline?

A. Coping and stress management
B. Self-concept and self-esteem

C. Interpersonal relationships

D. Home safety hazards

3. What indicates no cognitive impairment in a mini-mental
status exam?

A. A score between 20 and 24
B. A score between 24 and 30
C. A score of 30 or above

D. A score between 15 and 20

4. What should be the first question a nurse asks when
gathering a patient’s health history?

A. "Do you have health insurance?"

B. "What is your primary health concern at this point?"
C. "Have you traveled recently?"

D. "How long have you known you were sick?"

5. Which of the following best describes subjective data?
A. Only data that can be measured objectively

B. Sensations or symptoms, perceptions, and personal beliefs
that can only be confirmed by the client

C. Data collected from medical records

D. Information gathered through physical examination
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6. How should a nurse evaluate the pattern of a patient's
experience according to COLDSPA?

A. By assessing the patient's past medical history

B. By determining what makes symptoms better or worse
C. By analyzing medication compliance

D. By measuring vital signs repeatedly

7. What characterizes a mental disorder?
A. Constant mood changes
B. A behavioral pattern associated with distress
C. A temporary emotional response
D. Physical symptoms without psychological origin

8. How many questions does a mini-mental status exam
consist of?

A. 10 questions
B. 11 questions
C. 12 questions
D. 15 questions

9. What is assessed by the family attachment diagram?
A. Family financial stability
B. Family values and traditions
C. Internal structure and interactions
D. Health issues within the family

10. In which phase would the nurse summarize the interview
findings?

A. Introductory
B. Working

C. Closing

D. Review
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1. Which history is crucial for understanding a pregnant
patient's background?

A. Obstetric history
B. Dietary history

C. Exercise history
D. Social media history

A pregnant patient's obstetric history is crucial for understanding her background
because it provides essential information about her previous pregnancies, including
outcomes, complications, and any health issues that may have arisen. This history can
indicate patterns that might affect the current pregnancy, such as preterm labor,
gestational diabetes, or preeclampsia. Additionally, understanding past obstetric
experiences helps healthcare providers anticipate and manage potential risks, tailor
prenatal care appropriately, and guide the patient in making informed decisions about
her current pregnancy and delivery options. In comparison, while dietary history,
exercise history, and even social media history can provide valuable context about the
patient's lifestyle and social influences, they do not specifically address the medical and
reproductive factors that significantly impact pregnancy outcomes. Therefore, they are
less critical in understanding the comprehensive background essential for providing
optimal care in a pregnant patient.

2. What should the nurse prioritize when assessing an older
adult client for functional decline?

A. Coping and stress management

B. Self-concept and self-esteem
C. Interpersonal relationships
D. Home safety hazards

When assessing an older adult client for functional decline, prioritizing coping and stress
management is crucial because these factors can significantly impact an individual's
overall health and functional ability. Older adults often face multiple life changes, such
as loss of independence, social isolation, or the death of peers, which can result in
emotional distress. Understanding how they cope with these stressors gives the nurse
valuable insights into their mental and emotional well-being, which can directly affect
their physical health and functional status. Coping mechanisms can play a vital role in
preserving function and preventing further decline. For instance, effective coping
strategies might help an older adult manage chronic pain or adapt to physical
limitations, supporting their independence and quality of life. Assessing how they
manage stress can also guide interventions aimed at improving their mental health and
addressing needs that may contribute to functional decline. In the context of assessing
older adults, while aspects such as self-concept, interpersonal relationships, and home
safety hazards are indeed important, they may not directly reflect the immediate factors
influencing functional decline. Focusing on coping and stress management equips the
nurse with a deeper understanding of the client’s holistic needs, ultimately leading to
targeted interventions that support the client's overall well-being and functionality.
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3. What indicates no cognitive impairment in a mini-mental
status exam?

A. A score between 20 and 24
B. A score between 24 and 30
C. A score of 30 or above

D. A score between 15 and 20

In the context of the Mini-Mental State Examination (MMSE), a score between 24 and 30
indicates no cognitive impairment. This range reflects a level of cognitive functioning
that is typically consistent with normal cognition and suggests that the individual is
performing adequately in various cognitive domains such as orientation, memory,
attention, and language. Scores in this range generally imply that the individual can
effectively comprehend and respond to the tasks presented in the assessment. A score of
30 would indicate perfect performance, while a score of 24 suggests only mild
impairment may be present, which usually does not reach the threshold for significant
cognitive decline. Understanding these score ranges helps practitioners assess cognitive
health accurately, guiding interventions when necessary. The other ranges of scores
denote varying levels of cognitive impairment, which are not indicative of normal
cognitive function.

4. What should be the first question a nurse asks when
gathering a patient’s health history?

A. "Do you have health insurance?"

B. "What is your primary health concern at this point?"
C. "Have you traveled recently?"

D. "How long have you known you were sick?"

The first question a nurse should ask when gathering a patient’s health history is focused
on understanding the patient's current situation. Asking about the primary health
concern allows the nurse to obtain critical information that can guide the rest of the
assessment. This approach ensures that the nurse prioritizes the patient’s immediate
needs and issues. Identifying the patient's primary health concern helps to establish
rapport and demonstrates that the nurse values the patient's perspective and experience.
It sets a patient-centered tone for the interaction and promotes a holistic understanding
of the individual's health status. Once the nurse understands the main concern, they can
ask more specific questions related to symptoms, medical history, and other relevant
aspects that will aid in a comprehensive assessment. The other options, while potentially
relevant, would be more appropriate as follow-up questions rather than the initial
inquiry. They do not directly address the patient's current condition or concerns, which is
crucial for effective care and assessment.
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5. Which of the following best describes subjective data?
A. Only data that can be measured objectively

B. Sensations or symptoms, perceptions, and personal beliefs
that can only be confirmed by the client

C. Data collected from medical records

D. Information gathered through physical examination

Subjective data refers to information that is based on personal opinions, interpretations,
feelings, sensations, and beliefs that can only be confirmed by the individual providing
them. This type of data is inherently personal and can include descriptions of symptoms
like pain levels, emotional states, and perceptions of health—essentially, anything that
the client expresses about their experience. In clinical practice, understanding
subjective data is crucial because it often guides the healthcare provider's assessment
and treatment plan. For instance, a patient's description of their pain or anxiety can lead
to more targeted interventions that may not be apparent through purely objective
measurements such as vital signs or lab results. The other options refer to objective
data or types of information that can be independently verified or quantified, rather than
the personal insights that define subjective data.

6. How should a nurse evaluate the pattern of a patient's
experience according to COLDSPA?

A. By assessing the patient's past medical history

B. By determining what makes symptoms better or worse
C. By analyzing medication compliance

D. By measuring vital signs repeatedly

The focus on determining what makes symptoms better or worse is fundamental in
evaluating a patient's experience, particularly within the COLDSPA framework. COLDSPA
stands for Character, Onset, Location, Duration, Severity, Pattern, and Associated
Factors. The "Pattern” aspect specifically relates to understanding how a patient's
symptoms fluctuate over time, including triggers or alleviating factors. By assessing
what exacerbates or alleviates symptoms, the nurse can gain critical insights into the
nature of the patient's condition. This evaluation helps to identify not only the symptoms
themselves but also the contextual factors that influence the patient's experience,
allowing for more tailored and effective management strategies. Understanding these
patterns is essential for developing a holistic view of the patient’s health status and can
drive clinical decision-making. While evaluating past medical history, medication
compliance, and vital signs are important components of a comprehensive assessment,
they do not directly align with the assessment of symptom patterns as specified in the
COLDSPA framework. Focusing on the nuances of symptom changes provides a deeper
understanding of the patient's condition and leads to more effective care.
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7. What characterizes a mental disorder?
A. Constant mood changes
B. A behavioral pattern associated with distress

C. A temporary emotional response
D. Physical symptoms without psychological origin

A mental disorder is characterized by a behavioral pattern that is associated with distress
and significantly impairs an individual's functioning. This means that the individual
experiences symptoms that not only cause discomfort but also interfere with their daily
life, relationships, and overall well-being. Mental disorders can manifest in various ways,
including but not limited to anxiety, depression, compulsive behaviors, or disturbances in
thought processes. Significantly, the presence of distress is a key component in defining
mental disorders as it indicates the subjective experience of suffering. Distress can be
emotional, such as feelings of sadness or anxiety, or it can manifest in behavioral
changes, which might lead an individual to act in ways that are not typical for them. In
contrast, constant mood changes and temporary emotional responses do not necessarily
indicate a mental disorder, as they may be part of normal psychological variations or
reactions to specific situations. Similarly, physical symptoms without psychological
origins do not fit the criteria for a mental disorder, as mental health issues involve
psychological dimensions that affect behavior and thoughts. Therefore, the focus on the
distress and impairment in B makes it the correct characterization of a mental disorder.

8. How many questions does a mini-mental status exam
consist of?

A. 10 questions
B. 11 questions

C. 12 questions
D. 15 questions

The mini-mental status exam (MMSE) is a widely used tool for assessing cognitive
function and includes a total of 11 questions. This concise assessment covers various
cognitive domains including orientation, attention, calculation, recall, language, and the
ability to follow simple commands. Each question is designed to evaluate different
aspects of mental status, and the cumulative score helps clinicians determine the
presence and severity of cognitive impairment. In the context of this exam,
understanding how the MMSE is structured is crucial for both its application in clinical
settings and the interpretation of results. The choice of 11 questions is standardized for
consistency and reliability, thus making option B the correct response. The other options
do not reflect the actual number of questions on the MMSE, highlighting their
inaccuracy in this context.
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9. What is assessed by the family attachment diagram?
A. Family financial stability
B. Family values and traditions
C. Internal structure and interactions
D. Health issues within the family

The family attachment diagram focuses on the internal structure and interactions within
a family, which encompasses the relationships and connections between family members.
This diagram emphasizes how individuals within the family system engage with one
another, their emotional bonds, and the dynamics that influence family functioning.
Understanding these interactions is critical for assessing the overall health and
functioning of a family. It helps identify patterns of communication, support, and
conflict, which are essential for evaluating how well family members connect with one
another on an emotional level. By examining these internal structures, practitioners can
better address issues that may arise, facilitate effective treatment plans, and promote
healthier family dynamics. In contrast, other options focus on different aspects of family
life. Financial stability, for instance, relates to the economic status of the family but does
not address relational dynamics. Family values and traditions would pertain to the
cultural and moral frameworks guiding a family’s behavior but again lack the element of
interaction and relationship assessment. Health issues within the family concern the
physical or mental health conditions affecting members, which is an essential aspect of
family wellbeing but does not specifically account for the relational interactions
highlighted in the attachment diagram.

10. In which phase would the nurse summarize the interview
findings?

A. Introductory
B. Working

C. Closing
D. Review

In the context of a nursing interview, the phase in which the nurse summarizes the
interview findings is the closing phase. During this stage, the nurse has the opportunity
to revisit key points discussed throughout the interview, clarifying any
misunderstandings and ensuring the patient has a clear understanding of what has
transpired. This step is crucial for confirming the accuracy of the information obtained
and reinforcing the patient’s involvement in their care. Summarizing the findings also
helps solidify a therapeutic relationship, as it demonstrates to the patient that their
concerns and inputs have been heard and considered. Additionally, this phase often sets
the stage for next steps in care, allowing for a clear transition from the interview to
further assessment or planning. By recapping the important aspects of the conversation,
the nurse not only aids the patient’s comprehension but also helps to maintain a focused
dialogue about future healthcare needs and interventions.
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