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QUESTION 1
1.1 The purpose of assessment it to:
a) establish a database concerning the client.
b) teach the patient about his/her health.
c) implement nursing care.

d) delegate nursing responsibility.

1.2. A nursing diagnosis is a:

a) a clinical judgment about individual, family, or community responses to actual and
potential health problems or life processes.

b) the identification of a disease condition based on a specific evaluation of physical
signs, symptoms, the client’s medical history, and the results of diagnostic tests and
procedures.

c) the diagnosis and treatment of human responses to health and illness.

d) the advancement of the development, testing, and refinement of a common nursing

language.

1. 3. This organization is the leader in nursing diagnosis classification:

a) ANA (American Nurse Association).
b) AMA (American Medical Association).
c) NANDA (North American Nursing Diagnosis Association).

d) American Nurses Diagnostic Society.

1.4. Once a nurse assesses a client’s condition and identifies appropriate nursing

diagnoses
a) plan is developed for nursing care
b) physical assessment begins.
c) list of priorities is determined.
d) review of the assessment is conducted with other team members.




1. 5. Planning is a category of nursing behaviours in which:

a) the nurse determines the health care needed for the client.

b) the physician determines the plan of care for the client.

c) client — centered goals and expected outcomes are established.
d) the client determines the care needed.

1.6. For clients to participate in goal — setting, they should be:

a) alert and have some degree of independence.
b) ambulatory and mobile.

c) able to speak and write.

d) able to read and write.

1.7. Collaborative interventions are therapies that require:

a) physician and nurse intervention.
b) nurse and client intervention.
c) client and physician intervention.

d) multiple health care professionals.

1.8 When does implementation begin in the nursing process?

a) during the assessment phase.
b) immediately, in some critical situations.
c) after there is mutual goal — setting between nurse and client.
d) after a care plan has been developed.
e)
1.9. Environmental factors heavily affect a client’s care. The

environmental client concern is always:

a) safety

b) food and fluids

c) adequate pain relief
d) location of fire exits.
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1.10. Evaluation is an important part of nursing care. During this process you determine

the effectiveness of a specific nursing action by:

a) reassessing the client for new problems.
b) determining that the specific nursing action was completed.
c) comparing the client’s response to the nursing actions with other clients

receiving the same nursing actions.

d) comparing the client’s response with expected outcomes established during

the planning phase.

1.11 Nursing interventions such as removing excess blankets from the client and applying cool

cloths to the axilla act to decrease body temperature through:
a) conduction.
b) convection.
c)  evaporation.

d) radiation.

1.12. Poor oxygenation of the blood ordinarily will affect the pulse rate
become:

a)  bounding.

b)  irregular.

c) faster than normal.

d)  slower than normal.

1.13. The basic teéhniques of which of these are used to determine vital signs:

a) inspection, palpation, and auscultation.
b) inspection, blood work, and x-rays.
c) rhythm, rate, and open communication.

d) psychology, physiology, and nursing skills.

and cause it to
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1.14. Hygienic requires close contact with the client; the nurse initially uses which of the
following to promote a caring therapeutic relationship?

a) communication skills.
b) therapeutic touch.

c) assessment skills.

d) fundamental skills.

1.15. Clients most in need of perineal care are those at greatest risk of:

a) acquiring infection.

b) death.
¢) needing to be institutionalized.
d) falling. (15 Marks)

FILL IN THE BLANKS.

1.16. The bulb of a thermometer should be lubricated in order to

...................................................................................................

1.17, 1.18, 1.19. The oral mercury thermometer should be held in place ................. minutes,
the rectal thermometer,............... minutes; the axillary thermometer...................... minutes
1.20. The normal rate of respiration for the adult is.............. 110 JOUUOTN

(5 Marks)
TRUE/FALSE QUESTIONS

1.21. A patient’s face should be washed with soap and water. T/F
1.22. When washing the arms, long, firm strokes toward the center of the body are used to
decrease venous return. TF .
1.23. The back of the neck is washed separately from the front of the neck. T/F
1.24. The unconscious patient does not need oral care. T/F
1.25 A patient should be offered the opportunity for oral care before breakfast, after all meals,
and at bedtime. T/F
(5 Marks)
TOTAL MARKS =25
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DISCUSSION QUESTIONS

QUESTION 2
2.1 Define ‘health’ (1Mark)
2.2 Discuss the levels of preventive care. (9 Marks)
2.3 Describe the impact of illness on the client and family (15 marks)

TOTAL MARKS =25

QUESTION 3
3.1 Discuss the levels of communication - (10 Marks)
3.2 Discuss the forms of communication (15 Marks)
TOTAL MARKS = 25
QUESTION 4
4.1 Describe the basic principles of infection control. (15 Marks)

4.2 Describe the following positions that can be used for a patient:

Supine position

Prone position

Fowlers position

High Fowlers position

Semi — Fowlers position (10 Marks)

TOTAL MARKS =25

TOTAL EXAM. MARKS = 100
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