Practice Quiz Answers

Unit 13

Question 1 

The nurse is preparing to assist the client in the end stage of her life. To provide comfort for the client in response to anticipated symptom development, the nurse plans to: 

A) Decrease the client’s fluid intake
B) Limit the use of analgesics
C) Provide larger meals with more seasoning
D) Determine valued activities and schedule rest periods

Correct Answer: D 

Explanation: To promote comfort in the terminally ill client, the nurse should help the client to identify values or desired tasks and then help the client to conserve energy for those tasks. 
A. Decreasing the client’s fluid intake may make the terminally ill client more prone to dehydration and constipation. The nurse should take measures to help maintain oral intake, such as administering antiemetics, applying topical analgesics to oral lesions, and offering ice chips. 
B. The use of analgesics should not be limited. Controlling the terminally ill client’s level of pain is a primary concern in promoting comfort. 
C. Nausea, vomiting, and anorexia may increase the terminally ill client’s likelihood of inadequate nutrition. The nurse should serve smaller portions and bland foods, which may be more palatable. 

Question 2 

The nurse is discussing future treatments with a client who has a terminal illness. The nurse notes that the client has not been eating and responds to the nurse’s information by saying, “What does it matter?” The most appropriate nursing diagnosis for this client is: 

A) Social isolation
B) Spiritual distress
C) Denial
D) Hopelessness

Correct Answer: D 

Explanation: A defining characteristic for the nursing diagnosis of hopelessness may include the client stating, “What does it matter?” when offered choices or information concerning him or her. The client’s behavior of not eating also is an indicator of hopelessness. 
A. This is not an example of social isolation. The client is not avoiding or restricted from seeing others. 
B. Spiritual distress is not the most appropriate nursing diagnosis for this client. The focus should be on the client’s lack of hope. 
C. The client’s behavior and verbalization does not indicate denial. 

Question 3 

The nurse is aware that client care provided through a hospice is: 

A) Designed to meet the client’s individual wishes, as much as possible
B) Usually aimed at offering curative treatment for the client
C) Involved in teaching families to provide postmortem care
D) Offered primarily for hospitalized clients

Correct Answer: A 

Explanation: The nurse’s role in hospice is to meet the primary wishes of the dying client and to be open to individual desires of each client. The nurse supports a client’s choice in maintaining comfort and dignity. 
B. Hospice care is for the terminally ill. It is not aimed at offering curative treatment, but rather the emphasis is on palliative care. 
C. Hospice care may provide bereavement follow-up for the family after a client’s death, but hospice nurses typically do not teach the family postmortem care. 
D. Hospice care is primarily for home care, but a client in hospice may become hospitalized. 

Question 4 

The nurse is working with a client on an inpatient hospice unit. To maintain the client’s sense of self-worth during the end of life, the nurse should: 

A) Leave the client alone to deal with final affairs
B) Call on the client’s spiritual advisor to take over care
C) Plan regular visits throughout the day
D) Have a grief counselor visit

Correct Answer: C 

Explanation: Spending time to let clients share their life experiences, particularly what has been meaningful, enables the nurse to know clients better. Knowing clients facilitates choice of therapies that promote client decision-making and autonomy. Planning regular visits also helps the client maintain a sense of self-worth, because it demonstrates that he or she is worthy of the nurse’s time and attention. 
A. The client should not be left alone to feel abandoned or isolated. 
B. Nurses can help clients meet spiritual needs by facilitating connections to a spiritual practice or community and supporting the expression of culturally held beliefs. A client’s spiritual advisor also may be called on, but is not the only source of spiritual support. The nurse who turns care over to the spiritual advisor is not promoting the client’s sense of self-worth, as it may imply the client is not worthy of the nurse’s time or attention. 
D. A grief counselor may be requested to visit if the client is experiencing complicated grief. Having a grief counselor visit is not an intervention that will help maintain a client’s sense of self-worth. 

Question 5 

A client has been diagnosed with terminal cancer of the liver and is receiving chemotherapy on a medical unit. In an in-depth conversation with the nurse, the client states, “I wonder why this happened to me?” According to Kübler-Ross, the nurse identifies that this stage is associated with: 

A) Bargaining
B) Denial
C) Anger
D) Depression

Correct Answer: B 

Explanation: According to Kübler-Ross, the client is in the denial stage of dying. The client may act as though nothing has happened, may refuse to believe or understand that a loss has occurred and may seem stunned, as though it is “unreal” or difficult to believe. 
A. During bargaining the client may express feelings of fear or punishment for past sins. The client seeks to bargain to avoid the loss. 
C. During anger the client may express feelings of anger towards others or a supreme being. 
D. During depression, the individual may feel overwhelmingly lonely and withdraw from interpersonal interaction. 

Question 6 

Which of the following is the primary concern of the nurse for providing care to a dying client? The nurse should: 

A) Promote optimism in the client and be a source of encouragement
B) Intervene in the client’s activities of daily living and promote as near normal functions as possible
C) Allow the client to be alone and expect isolation on the part of the dying person
D) Promote dignity and self-esteem in as many interventions as possible

Correct Answer: D 

Explanation: The focus in planning nursing care is to support the client physically, emotionally, developmentally, and spiritually in the expression of grief. When caring for the dying client, it is important to devise a plan that helps a client to die with dignity and offers family members the assurance that their loved one is cared for with care and compassion. 
A. Optimism should not be the primary focus when caring for the dying client. The nurse should promote the client’s self-esteem and allow the client to die with dignity. 
B. The client should be allowed to make choices and perform as many activities of daily living independently as possible. This allows the client to maintain self-esteem and dignity. 
C. The client does not need to be left alone. The presence of the nurse or the family may indicate to the client that he or she is being cared for and is worthy of attention. 

Question 7 

The nurse recognizes that anticipatory grieving can be most beneficial to a client or family because it can: 

A) Be done in private
B) Be discussed with others
C) Promote separation of the ill client from the family
D) Help a person progress to a healthier emotional state

Correct Answer: D 

Explanation: The benefit of anticipatory grief is that it allows time for the process of grief (i.e., to say good-bye and complete life affairs). Anticipatory grief allows time to grieve in private, to discuss the anticipated loss with others, and to “let go” of the loved one. Anticipatory grief can help a person progress to a healthier emotional state of acceptance and dealing with loss. 
A. It is not most beneficial for grieving to take place only in private. It is important for grief to be acknowledged by others, and to be able to receive the support of others in the grieving process. 
B. Anticipatory grieving can be discussed with others in most circumstances. However, at times, anticipatory grief may be disenfranchised grief as well, meaning it cannot be openly acknowledged, socially sanctioned, or publicly shared, such as a partner dying of AIDS. The benefit of anticipatory grieving is not so much that it can be discussed in most circumstances, as this discussion also can occur with normal grief when the actual loss has occurred. 
C. Anticipatory grief is the process of disengaging or “letting go” that occurs before an actual loss or death has occurred. The benefit is not the separation of the ill client from the family as much as it is the process of being able to say good-bye, to put life affairs in order, and as a result, it can help a client or family to progress to a higher emotional state. 

Question 8 

The nurse is assigned to a client who was recently diagnosed with a terminal illness. During morning care, the client asks about organ donation. The nurse should: 

A) Have the client first discuss the subject with the family
B) Suggest the client delay making a decision at this time
C) Assist the client to obtain the necessary information to make this decision
D) Contact the physician so consent can be obtained from the family

Correct Answer: C 

Explanation: No topic that a dying client wishes to discuss should be avoided. The nurse should respond to questions openly and honestly. As client advocate, the nurse should assist the client to obtain the necessary information to make this decision. 
A. The nurse should provide the client with information with which to make such a decision. Although the nurse may suggest that the client discuss this option after having obtained information, it is up to the client to discuss the subject with the family. 
B. The nurse should respect the client and provide the necessary information for him or her to make a decision, rather than dismissing the client’s question. 
D. It is not necessary to contact the physician or the family for consent for organ donation if the client is capable of making this decision. 

Question 9 

A newly graduated nurse is assigned to his/her first dying patient. The nurse is best prepared to care for this client if s/he: 

A) Completed a course dealing with death and dying
B) Is able to control his/her own emotions about death
C) Experiences the death of a loved one
D) Has developed a personal understanding of his/her own feelings about death

Correct Answer: D 

Explanation: When caring for clients experiencing grief, it is important for the nurse to assess his/her own emotional well-being and to understand his/her own feelings about death. The nurse who is aware of his/her own feelings will be less likely to place personal situations and values before those of the client. 
A. Although course work on death and dying may add to the nurse’s knowledge base, it does not best prepare the nurse for caring for a dying client. The nurse needs to have an awareness of his/her own feelings about death first, as death can raise many emotions. 
B. Being able to control one’s own emotions is important; however, it is unlikely that the nurse would be able to do so if s/he has not first developed a personal understanding of his own feelings about death. 
C. Experiencing the death of a loved one is not prerequisite to caring for a dying client. Experiencing death may help an individual mature in dealing with loss, or it may bring up many negative emotions if complicated grief is present. The nurse is best prepared by first developing an understanding of his/her own feelings about death. 

Question 10 

An identified outcome for the family of the client with a terminal illness is that they will be able to provide psychological support to the dying client. To assist the family to meet this outcome, the nurse plans to include in the teaching plan: 

A) Demonstration of bathing techniques
B) Application of oxygen devices
C) Recognition of client needs and fears
D) Information on when to contact the hospice nurse

Correct Answer: C 

Explanation: A dying client’s family is better prepared to provide psychological support if the nurse discusses with them ways to support the dying person and listen to needs and fears. 
A. Demonstration of bathing techniques may help the family meet the dying client’s physical needs, not to providing psychological support. 
B. Application of oxygen devices may help the family provide physical needs for the client, not to provide psychological support for the client. 
D. Information on when to contact the hospice nurse is important knowledge for the family to have and may help them feel they are being supported in caring for the dying client. However, contact information does not help the family provide psychological support to the dying client. 
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