Unit 5: Nursing Process
Matching Answers
	1.  __E___
	Assessment
	A.
	Vital signs, heart and lung sounds


	2.  __L___
	Diagnosis
	B.
	Used when the nurse wishes to control the interview but may limit the depth of the client’s response.



	3.  __D___
	Planning
	C.
	“My headache pain comes and goes and is localized at the back of my head.”



	4.  __H___
	Implementation
	D.
	The nurse establishes effective airway clearance is of higher priority than knowledge deficit of diabetic diet.



	5.  __N___
	Evaluation
	E.
	The nurse’s observations differ from the client history, so she asks more questions to validate the data.



	6.  __C___
	Subjective data
	F.
	The nurse establishes rapport with the client whose culture is different from the nurse’s.



	7.  __B___
	Closed-ended question
	G.
	The nurse administers medication to the client for pain relief.



	8.  __M___
	Open-ended question
	H.
	Prior to providing established care, the nurse reassesses the client’s status.



	9.  __A___
	Objective data
	I.
	The nurse makes sure the new CNA understands how to collect the urine specimen before assigning the task.


	10.  __Q___
	Independent function
	J.
	The nurse interprets objective and subjective data as the client being in respiratory distress.



	11.  __G___
	Dependent function

	K.
	Immobility, change in eating habits, laxative overdose



	12.  __P___
	Defining characteristics or signs and symptoms

	L.
	The nurse compares the client height and weight to standard growth charts.



	13. __J___
	Cognitive skills
	M.
	Used by the nurse to discover the client’s understanding, feelings, and knowledge but may take more time.



	14. __F___
	Interpersonal skills
	N.
	The nurse determines the client goals have been met and terminates nursing care.


	15. __R___
	Psychomotor skills
	O.
	Constipation

	16. __I___
	Delegation
	P.
	Ambulation with walker, client statement of pain, 5 pound weight loss, statements of loneliness.



	17. ___K__
	Etiology
	Q. 
	The nurse turns the client every 2 hours to assess the skin.



	18. ___O__
	Diagnostic label
	R. 
	The nurse appropriately and safely inserts an indwelling (Foley) catheter.




