Nursing Fundamentals Quiz #2 Study Guide

Units 3 & 4
Identify the purposes of a client record.

Summarize the characteristics of each type of documentation:

Narrative

SOAP

Charting by exception

Focus 

Identify different types of charting forms (e.g., I&O, MAR, Kardex, etc.) and how they are used.

What data should be included in change of shift report?

What actions by the nurse are involved in taking a telephone/verbal order?

What are the guidelines for safe and accurate documentation? What are some do’s and don’ts of documentation?
Describe factors which impact communication. (Either block or facilitate communication)

Provide examples of the various therapeutic communication techniques.
What are some examples of verbal and nonverbal communication? What is the nurse role if there is incongruency between the two.
What are some lifespan, cultural and gender nursing considerations when interviewing a client? For example, what would you differently when interviewing a child versus a senior citizen?

What is proxemics and how does the nurse consider this concept when providing care? Which level would the nurse be using during:

An interview

Inserting a catheter

Providing diabetic teaching

Teaching prenatal class

What are the differences between therapeutic and social communication. When are each used by the nurse. Provide examples. 
How does the nurse demonstrate he is physically attending to the client? What is involved with active listening and physically attending?
How does the nurse maintain client confidentiality and why is that important?

What is the purpose of the incident report? What are the guidelines for completing an incident report?
What are the phases of a therapeutic relationship? What occurs in each phase?

What is the difference between assertive, aggressive, and passive communication. Provide examples of each.
Know the abbreviations from the syllabus and text and the 24 hour clock.

Compare and contrast dehiscence and evisceration. What is appropriate nursing action should they occur?

What clients are at risk of impaired skin integrity? Why?

What factors contribute to impaired skin integrity? Why? What nursing measures promote skin integrity? 
What are the stages of a pressure ulcer? What does each look like?

What are the risks for development of pressure ulcers? What can the nurse do to reduce/eliminate those risks?

What are other complications of wound healing? What can the nurse do to reduce the risk of complications?

What are local and systemic effects of heat and cold? 

What is the rebound phenomenon?

Compare and contrast different types of wound drainage.

Describe the Braden scale. What does the score mean? How does the nurse use this information in planning care?
Describe the stages of wound healing. What would the nurse expect to observe at each stage?

Why would the nurse apply heat? Cold? What are the risks of each to the client? What precautions would the nurse take?

What can the nurse do to enhance wound healing?
What is the difference between friction and shear? How does the nurse prevent them from occurring?
What inhibits wound healing?

What does the nurse include in a wound assessment? Both for treated and untreated wounds.
What is RYB? What are the nursing interventions for each?
What are the different types of wound drainage and what do they look like?

What types of wounds heal by primary and secondary intention?

What is reactive hyperemia and what does it signify?
In addition to the questions listed, you might want to review the study guides on my web page for more ideas.
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