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normal part of living. The nurse recognizes that this difference is true, probably because 
Mexican-Americans: 

 

a. Have less efficient immune systems and are often ill. 
 

b. Consider these symptoms part of normal living, not symptoms of ill health. 
 

c. Come from Mexico, and coughing is normal and healthy there. 
 

d. Are usually in a lower socioeconomic group and are more likely to be sick. 
 

ANS: B 
 

The nurse needs to identify the meaning of health to the patient, remembering that concepts are 
derived, in part, from the way in which members of the cultural group define health. 

 
DIF: Cognitive Level: Understanding (Comprehension) REF: p. 17 

MSC: Client Needs: Psychosocial Integrity 

14. The nurse is reviewing theories of illness. The germ theory, which states that microscopic 
organisms such as bacteria and viruses are responsible for specific disease conditions, is a basic 
belief of which theory of illness? 

 

a. Holistic 
 

b. Biomedical 
 

c. Naturalistic 
 

d. Magicoreligious 
 

ANS: B 
 

Among the biomedical explanations for disease is the germ theory, which states that microscopic 
organisms such as bacteria and viruses are responsible for specific disease conditions. The 
naturalistic, or holistic, perspective holds that the forces of nature must be kept in natural 
balance. The magicoreligious perspective holds that supernatural forces dominate and cause 
illness or health. 

 
DIF: Cognitive Level: Understanding (Comprehension) REF: p. 18 

MSC: Client Needs: Psychosocial Integrity 

15. An Asian-American woman is experiencing diarrhea, which is believed to be ―cold‖ or ―yin.‖ 

The nurse expects that the woman is likely to try to treat it with: 
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Enter all the data as the patient states them. b. 
 

c. Ask the patient to wait as the nurse enters the data. 
 

d. Type the data into the computer after the narrative is fully explored. 
 

e. Allow the patient to see the monitor during typing. 
 

ANS: A, D, E 
 

The use of a computer can become a barrier. The nurse should begin the interview as usual by 
greeting the patient, establishing rapport, and collecting the patient‘s narrative story in a direct, 
face-to-face manner. Only after the narrative is fully explored should the nurse type data into the 
computer. When typing, the nurse should position the monitor so that the patient can see it. 

 
DIF: Cognitive Level: Applying (Application) REF: pp. 30-31 

 

Chapter 04: The Complete Health History 
 

Jarvis: Physical Examination & Health Assessment 

 
MULTIPLE CHOICE 

 

1. The nurse is preparing to conduct a health history. Which of these statements best describes the 
purpose of a health history? 

 

a. To provide an opportunity for interaction between the patient and the nurse 
 

b. To provide a form for obtaining the patient‘s biographic information 
 

c. To document the normal and abnormal findings of a physical assessment 
 

d. To provide a database of subjective information about the patient‘s past and current health 
 

ANS: D 
 

The purpose of the health history is to collect subjective data—what the person says about him or 
herself. The other options are not correct. 

 
DIF: Cognitive Level: Understanding (Comprehension) REF: p. 49 

 
MSC: Client Needs: Safe and Effective Care Environment: Management of Care 

 
2. When the nurse is evaluating the reliability of a patient‘s responses, which of these statements 
would be correct? The patient: 

 

a. Has a history of drug abuse and therefore is not reliable. 
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Additional tests for persons with aphasia include word comprehension (asking the individual to 
point to articles in the room or parts of the body), reading (asking the person to read available 
print), and writing (asking the person to make up and write a sentence). 

 
PTS: 1 DIF: Cognitive Level: Applying (Application) 

REF: p. 71 MSC: Client Needs: Psychosocial Integrity 

32. A 30-year-old female patient is describing feelings of hopelessness and depression. She has 
attempted self-mutilation and has a history of suicide attempts. She describes difficulty sleeping 
at night and has lost 10 pounds in the past month. Which of these statements or questions is the 
nurse‘s best response in this situation? 

 

a. ―Do you have a weapon?‖ 
 

b. ―How do other people treat you?‖ 
 

c. ―Are you feeling so hopeless that you feel like hurting yourself now?‖ 
 

d. ―People often feel hopeless, but the feelings resolve within a few weeks.‖ 
 

ANS: C 
 

When the person expresses feelings of hopelessness, despair, or grief, assessing the risk of 
physical harm to him or herself is important. This process begins with more general questions. If 
the answers are affirmative, then the assessment continues with more specific questions. 

 
PTS: 1 DIF: Cognitive Level: Applying (Application) 

REF: p. 74 MSC: Client Needs: Psychosocial Integrity 

33. The nurse is providing instructions to newly hired graduates for the mini–mental state 
examination (MMSE). Which statement best describes this examination? 

 

a. Scores below 30 indicate cognitive impairment. 
 

b. The MMSE is a good tool to evaluate mood and thought processes. 
 

This examination is a good tool to detect delirium and dementia and to differentiate these 
c. from psychiatric mental illness. 

 

The MMSE is useful tool for an initial evaluation of mental status. Additional tools are 
d. needed to evaluate cognition changes over time. 

 
ANS: C 

 
The MMSE is a quick, easy test of 11 questions and is used for initial and serial evaluations and 
can demonstrate a worsening or an improvement of cognition over time and with treatment. It 
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c. School-age child 
 

d. Adolescent 
 

ANS: B 
 

When assessing preschool children, using games or allowing them to play with the equipment to 
reduce their fears can be helpful. Such games are not appropriate for the other age groups. 

 
DIF: Cognitive Level: Understanding (Comprehension) REF: p. 124 

 
MSC: Client Needs: Safe and Effective Care Environment: Management of Care 

 
32. The nurse is preparing to examine a 4-year-old child. Which action is appropriate for this age 
group? 

 
a. Explain the procedures in detail to alleviate the child‘s anxiety. 

 
b. 

Do not ask the child to remove his or her clothes because children at this age are usually 
c. very private. 

Perform an examination of the ear, nose, and throat first, and then examine the thorax and 
d. abdomen. 

 
ANS: B 

 
With preschool children, short, simple explanations should be used. Children at this age are 
usually willing to undress. An examination of the head should be performed last. During the 
examination, needed feedback and reassurance should be given to the preschooler. 

 
DIF: Cognitive Level: Understanding (Comprehension) REF: p. 124 

 
MSC: Client Needs: Safe and Effective Care Environment: Management of Care 

 
33. When examining a 16-year-old male teenager, the nurse should: 

 
Discuss health teaching with the parent because the teen is unlikely to be interested in 

a. promoting wellness. 

Ask his parent to stay in the room during the history and physical examination to answer 
b. any questions and to alleviate his anxiety. 

Talk to him the same manner as one would talk to a younger child because a teen‘s level of 
c. understanding may not match his or her speech. 

Give the child feedback and reassurance during the examination. 
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MC: Client Needs: Safe and Effective Care Environment: Management of Care 
 

 

18. A student is late for his appointment and has rushed across campus to the health clinic. The 
nurse should: 

 
a. 

Check the blood pressure in both arms, expecting a difference in the readings because of his 
b. recent exercise. 

Immediately monitor his vital signs on his arrival at the clinic and then 5 minutes later, 
c. recording any differences. 

Check his blood pressure in the supine position, which will provide a more accurate reading 
d. and will allow him to relax at the same time. 

 
ANS: A 

 
A comfortable, relaxed person yields a valid blood pressure. Many people are anxious at the 
beginning of an examination; the nurse should allow at least a 5-minute rest period before 
measuring blood pressure. 

 
DIF: Cognitive Level: Analyzing (Analysis) REF: p. 139 

 
MSC: Client Needs: Safe and Effective Care Environment: Management of Care 

 
19. The nurse will perform a palpated pressure before auscultating blood pressure. The reason for 
this is to: 

 
a. More clearly hear the Korotkoff sounds. 

 
b. 

c. Avoid missing a falsely elevated blood pressure. 

d. More readily identify phase IV of the Korotkoff sounds. 
 

ANS: B 
 

Inflation of the cuff 20 to 30 mm Hg beyond the point at which a palpated pulse disappears will 
avoid missing an auscultatory gap, which is a period when the Korotkoff sounds disappear 
during auscultation. 

 
DIF: Cognitive Level: Understanding (Comprehension) REF: p. 139 

 
MSC: Client Needs: Safe and Effective Care Environment: Management of Care 

Detect the presence of an auscultatory gap. 

Allow 5 minutes for him to relax and rest before checking his vital signs. 
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0.08  100 = 8% 
 

DIF: Cognitive Level: Analyzing (Analysis) REF: p. 189 

MSC: Client Needs: Health Promotion and Maintenance 

Chapter 13: Skin, Hair, and Nails 
Chapter 13: Skin, Hair, and Nails 

 

Jarvis: Physical Examination & Health Assessment 

 
MULTIPLE CHOICE 

 

1. The nurse educator is preparing an education module for the nursing staff on the epidermal 
layer of skin. Which of these statements would be included in the module? The epidermis is: 

 
a. Highly vascular. 

b. Thick and tough. 

c. Thin and nonstratified. 
 

d. 
 

ANS: D 
 

The epidermis is thin yet tough, replaced every 4 weeks, avascular, and stratified into several 
zones. 

 
DIF: Cognitive Level: Understanding (Comprehension) REF: p. 199 

MSC: Client Needs: General 

2. The nurse educator is preparing an education module for the nursing staff on the dermis layer 
of skin. Which of these statements would be included in the module? The dermis: 

 
a. Contains mostly fat cells. 

b. Consists mostly of keratin. 

c. Is replaced every 4 weeks. 
 

d. 
 

ANS: D 

Replaced every 4 weeks. 

Contains sensory receptors. 
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c. of age. 

 

a. Abnormal and is called the atonic neck reflex. 
 

b. Normal and should disappear by the first year of life. 
 

 

 
 

Abnormal. The baby should be flexing the arm and leg on the right side of his body when 
d. the head is turned to the right. 

 
ANS: C 

 
By 2 weeks, the infant shows the tonic neck reflex when supine and the head is turned to one 
side (extension of same arm and leg, flexion of opposite arm and leg). The tonic neck reflex 
disappears between 3 and 4 months of age. 

 
DIF: Cognitive Level: Analyzing (Analysis) REF: p. 266 

MSC: Client Needs: Health Promotion and Maintenance 

26. During an admission assessment, the nurse notices that a male patient has an enlarged and 
rather thick skull. The nurse suspects acromegaly and would further assess for: 

 
a. Exophthalmos. 

b. Bowed long bones. 

c. 

d. Acorn-shaped cranium. 
 

ANS: C 
 

Acromegaly is excessive secretion of growth hormone that creates an enlarged skull and 
thickened cranial bones. Patients will have elongated heads, massive faces, prominent noses and 
lower jaws, heavy eyebrow ridges, and coarse facial features. Exophthalmos is associated with 
hyperthyroidism. Bowed long bones and an acorn-shaped cranium result from Paget disease. 

 
DIF: Cognitive Level: Analyzing (Analysis) REF: p. 278 

 
MSC: Client Needs: Physiologic Integrity: Physiologic Adaptation 

 
27. When examining children affected with Down syndrome (trisomy 21), the nurse looks for the 
possible presence of: 

 

a. Ear dysplasia. 

Coarse facial features. 

Normal and is called the tonic neck reflex, which should disappear between 3 and 4 months 

202 of 513



 

 

b. Once the speculum is in the ear, releasing the traction 
 

c. Pulling the pinna up and back before inserting the speculum 
 

d. Using the smallest speculum to decrease the amount of discomfort 
 

ANS: C 
 

The pinna is pulled up and back on an adult or older child, which helps straighten the S-shape of 
the canal. Traction should not be released on the ear until the examination is completed and the 
otoscope is removed. 

 
DIF: Cognitive Level: Understanding (Comprehension) REF: p. 332 

 
MSC: Client Needs: Safe and Effective Care Environment: Management of Care 

 
19. The nurse is assessing a 16-year-old patient who has suffered head injuries from a recent 
motor vehicle accident. Which of these statements indicates the most important reason for 
assessing for any drainage from the ear canal? 

 
a. If the drum has ruptured, then purulent drainage will result. 

b. Bloody or clear watery drainage can indicate a basal skull fracture. 

c. The auditory canal many be occluded from increased cerumen. 

d. Foreign bodies from the accident may cause occlusion of the canal. 
 

ANS: B 
 

Frank blood or clear watery drainage (cerebrospinal leak) after a trauma suggests a basal skull 
fracture and warrants immediate referral. Purulent drainage indicates otitis externa or otitis 
media. 

 
DIF: Cognitive Level: Analyzing (Analysis) REF: p. 334 

 
MSC: Client Needs: Physiologic Integrity: Physiologic Adaptation 

 
20. In performing a voice test to assess hearing, which of these actions would the nurse perform? 

 
a. Shield the lips so that the sound is muffled. 

b. Whisper a set of random numbers and letters, and then ask the patient to repeat them. 

c. Ask the patient to place his finger in his ear to occlude outside noise. 
 

d. Stand approximately 4 feet away to ensure that the patient can really hear at this distance. 
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MSC: Client Needs: Safe and Effective Care Environment: Management of Care 
 

3. In performing an assessment of a woman‘s axillary lymph system, the nurse should assess 
which of these nodes? 

 
a. Central, axillary, lateral, and sternal 

b. Pectoral, lateral, anterior, and sternal 

c. Central, lateral, pectoral, and subscapular 

d. Lateral, pectoral, axillary, and suprascapular 
 

ANS: C 
 

The breast has extensive lymphatic drainage. Four groups of axillary nodes are present: (1) 
central, (2) pectoral (anterior), (3) subscapular (posterior), and (4) lateral. 

 
DIF: Cognitive Level: Applying (Application) REF: p. 387 

 
MSC: Client Needs: Safe and Effective Care Environment: Management of Care 

 
4. If a patient reports a recent breast infection, then the nurse should expect to find    
node enlargement. 

 
a. Nonspecific 

b. Ipsilateral axillary 

c. Contralateral axillary 

d. Inguinal and cervical 
 

ANS: B 
 

The breast has extensive lymphatic drainage. Most of the lymph, more than 75%, drains into the 
ipsilateral, or same side, axillary nodes. 

 
DIF: Cognitive Level: Applying (Application) REF: p. 387 

 
MSC: Client Needs: Physiologic Integrity: Physiologic Adaptation 

 
5. A 9-year-old girl is in the clinic for a sport physical examination. After some initial shyness 
she finally asks, ―Am I normal? I don‘t seem to need a bra yet, but I have some friends who do. 
What if I never get breasts?‖ The nurse‘s best response would be: 

 

a. ―Don‘t worry, you still have plenty of time to develop.‖ 
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ANS: C 

Pathologic conditions that increase lung density, such as pulmonary consolidation, will enhance 
the transmission of voice sounds, such as bronchophony (see Table 18-7). 

 

 

DIF: Cognitive Level: Understanding (Comprehension) REF: p. 449 

MSC: Client Needs: Physiologic Integrity: Physiologic Adaptation 

24. The nurse is reviewing the characteristics of breath sounds. Which statement about 
bronchovesicular breath sounds is true? Bronchovesicular breath sounds are: 

 
a. Musical in quality. 

b. Usually caused by a pathologic disease. 

c. Expected near the major airways. 

d. Similar to bronchial sounds except shorter in duration. 
 

ANS: C 
 

Bronchovesicular breath sounds are heard over major bronchi where fewer alveoli are located 
posteriorly—between the scapulae, especially on the right; and anteriorly, around the upper 
sternum in the first and second intercostal spaces. The other responses are not correct. 

 
DIF: Cognitive Level: Understanding (Comprehension) REF: p. 430 

 
MSC: Client Needs: Safe and Effective Care Environment: Management of Care 

 
25. The nurse is listening to the breath sounds of a patient with severe asthma. Air passing 
through narrowed bronchioles would produce which of these adventitious sounds? 

 
a. Wheezes 

b. Bronchial sounds 

c. Bronchophony 

d. Whispered pectoriloquy 
 

ANS: A 
 

Wheezes are caused by air squeezed or compressed through passageways narrowed almost to 
closure by collapsing, swelling, secretions, or tumors, such as with acute asthma or chronic 
emphysema. 

 
DIF: Cognitive Level: Understanding (Comprehension) REF: p. 447 
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Ischemia is a deficient supply of oxygenated arterial blood to a tissue. A partial blockage creates 
 

an insufficient supply, and the ischemia may be apparent only during exercise when oxygen 
needs increase. 

 
DIF: Cognitive Level: Analyzing (Analysis) REF: pp. 509-510 

MSC: Client Needs: Physiologic Integrity: Physiologic Adaptation 

5. The nurse is reviewing venous blood flow patterns. Which of these statements best describes 
the mechanism(s) by which venous blood returns to the heart? 

 
a. Intraluminal valves ensure unidirectional flow toward the heart. 

b. Contracting skeletal muscles milk blood distally toward the veins. 

c. High-pressure system of the heart helps facilitate venous return. 

Increased thoracic pressure and decreased abdominal pressure facilitate venous return to the 
d. heart. 

 
ANS: A 

 
Blood moves through the veins by (1) contracting skeletal muscles that proximally milk the 
blood; (2) pressure gradients caused by breathing, during which inspiration makes the thoracic 
pressure decrease and the abdominal pressure increase; and (3) the intraluminal valves, which 
ensure unidirectional flow toward the heart. 

 
DIF: Cognitive Level: Understanding (Comprehension) REF: p. 511 

MSC: Client Needs: General 

6. Which vein(s) is(are) responsible for most of the venous return in the arm? 
 

a. Deep 

b. Ulnar 

c. Subclavian 

d. Superficial 
 

ANS: D 
 

The superficial veins of the arms are in the subcutaneous tissue and are responsible for most of 
the venous return. 

 
DIF: Cognitive Level: Remembering (Knowledge) REF: p. 510 
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DIF: Cognitive Level: Remembering (Knowledge) REF: p. 577 

MSC: Client Needs: General 

 

 

6. The nurse notices that a woman in an exercise class is unable to jump rope. The nurse is aware 
that to jump rope, one‘s shoulder has to be capable of: 

 

a. Inversion. 

b. Supination. 

c. Protraction. 

d. Circumduction. 
 

ANS: D 
 

Circumduction is defined as moving the arm in a circle around the shoulder. The other options 
are not correct. 

 
DIF: Cognitive Level: Applying (Application) REF: p. 578 

 
MSC: Client Needs: Physiologic Integrity: Physiologic Adaptation 

 
7. The articulation of the mandible and the temporal bone is known as the: 

 
a. Intervertebral foramen. 

b. Condyle of the mandible. 

c. Temporomandibular joint. 

d. Zygomatic arch of the temporal bone. 
 

ANS: C 
 

The articulation of the mandible and the temporal bone is the temporomandibular joint. The 
other responses are not correct. 

 
DIF: Cognitive Level: Remembering (Knowledge) REF: p. 578 

MSC: Client Needs: General 

8. To palpate the temporomandibular joint, the nurse‘s fingers should be placed in the depression 
  of the ear. 

 

a. Distal to the helix 
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d. ―You really shouldn‘t drink so much alcohol; it may be causing your tremor.‖ 
 

ANS: B 
 

Senile tremor is relieved by alcohol, although not a recommended treatment. The nurse should 
assess whether the person is abusing alcohol in an effort to relieve the tremor. 

 
DIF: Cognitive Level: Analyzing (Analysis) REF: p. 643 

MSC: Client Needs: Health Promotion and Maintenance 

19. A 50-year-old woman is in the clinic for weakness in her left arm and leg that she has noticed 
for the past week. The nurse should perform which type of neurologic examination? 

 
a. Glasgow Coma Scale 

b. Neurologic recheck examination 

c. Screening neurologic examination 

d. Complete neurologic examination 
 

ANS: D 
 

The nurse should perform a complete neurologic examination on an individual who has 
neurologic concerns (e.g., headache, weakness, loss of coordination) or who is showing signs of 
neurologic dysfunction. The Glasgow Coma Scale is used to define a person‘s level of 
consciousness. The neurologic recheck examination is appropriate for those who are 
demonstrating neurologic deficits. The screening neurologic examination is performed on 
seemingly well individuals who have no significant subjective findings from the health history. 

 
DIF: Cognitive Level: Applying (Application) REF: p. 644 

MSC: Client Needs: Health Promotion and Maintenance 

20. During an assessment of the CNs, the nurse finds the following: asymmetry when the patient 
smiles or frowns, uneven lifting of the eyebrows, sagging of the lower eyelids, and escape of air 
when the nurse presses against the right puffed cheek. This would indicate dysfunction of which 
of these CNs? 

 
a. Motor component of CN IV 

b. Motor component of CN VII 

c. Motor and sensory components of CN XI 
 

d. Motor component of CN X and sensory component of CN VII 

394 of 513



Stricture. b. 

c. Phimosis. 

 

 

 
 

d. Priapism. 
 

ANS: D 
 

Priapism is prolonged, painful erection of the penis without sexual desire. Orchitis is 
inflammation of the testes. Stricture is a narrowing of the opening of the urethral meatus. 
Phimosis is the inability to retract the foreskin. 

 
DIF: Cognitive Level: Remembering (Knowledge) REF: p. 714 

MSC: Client Needs: Physiologic Integrity: Physiologic Adaptation 

36. During an examination, the nurse notices that a male patient has a red, round, superficial ulcer 
with a yellowish serous discharge on his penis. On palpation, the nurse finds a nontender base 
that feels like a small button between the thumb and fingers. At this point the nurse suspects that 
this patient has: 

 
a. Genital warts. 

b. Herpes infection. 

c. Syphilitic chancre. 

d. Carcinoma lesion. 
 

ANS: C 
 

This lesion indicates syphilitic chancre, which begins within 2 to 4 weeks of infection. (See 
Table 24-4 for the descriptions of the other options.) 

 
DIF: Cognitive Level: Analyzing (Analysis) REF: p. 714 

 
MSC: Client Needs: Physiologic Integrity: Physiologic Adaptation 

 
37. During a health history, a patient tells the nurse that he has trouble in starting his urine stream. 
This problem is known as: 

 
a. Urgency. 

b. Dribbling. 

c. Frequency. 
 

d. Hesitancy. 
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Stellate. a. 

b.   Small and round. 

 

 
 

c. As a horizontal irregular slit. 

d. Everted. 
 

ANS: B 
 

The cervical os in a nulliparous woman is small and round. In the parous woman, it is a 
horizontal, irregular slit that also may show healed lacerations on the sides (see Figure 26-13). 

 
DIF: Cognitive Level: Understanding (Comprehension) REF: p. 750 

MSC: Client Needs: Health Promotion and Maintenance 

45. A woman has just been diagnosed with HPV or genital warts. The nurse should counsel her to 
receive regular examinations because this virus makes her at a higher risk for cancer. 

 

a. Uterine 

b. Cervical 

c. Ovarian 

d. Endometrial 
 

ANS: B 
 

HPV is the virus responsible for most cases of cervical cancer, not the other options. 
 

DIF: Cognitive Level: Applying (Application) REF: p. 761 

MSC: Client Needs: Health Promotion and Maintenance 

46. During an internal examination, the nurse notices that the cervix bulges outside the introitus 
when the patient is asked to strain. The nurse will document this as: 

 
a. Uterine prolapse, graded first degree. 

b. Uterine prolapse, graded second degree. 

c. Uterine prolapse, graded third degree. 

d. A normal finding. 
 

ANS: B 
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c. Mini-Cog 
 

d. NEECHAM Confusion Scale 
 

ANS: B 
 

Hospital-acquired functional decline may occur within 2 days of a hospital admission. The 
HARP helps identify older adults who are at greatest risk of losing their ability to perform ADLs 
or mobility at this critical time. The Lawton IADL measures instrumental activities of daily 
living, which may be difficult to observe in the hospital setting. The Mini-Cog is an assessment 
of mental status. The NEECHAM Confusion Scale is used to assess for delirium. 

 
DIF: Cognitive Level: Applying (Application) REF: p. 835 

MSC: Client Needs: Psychosocial Integrity 

12. During a functional assessment of an older person‘s home environment, which statement or 
question by the nurse is most appropriate regarding common environmental hazards? 

 
a. ―These low toilet seats are safe because they are nearer to the ground in case of falls.‖ 

b. ―Do you have a relative or friend who can help to install grab bars in your shower?‖ 

c. ―These small rugs are ideal for preventing you from slipping on the hard floor.‖ 

d. ―It would be safer to keep the lighting low in this room to avoid glare in your eyes.‖ 
 

ANS: B 
 

Environmental hazards within the home can be a potential constraint on the older person‘s day- 
to-day functioning. Common environmental hazards, including inadequate lighting, loose throw 
rugs, curled carpet edges, obstructed hallways, cords in walkways, lack of grab bars in tub and 
shower, and low and loose toilet seats, are hazards that could lead to an increased risk of falls 
and fractures. Environmental modifications can promote mobility and reduce the likelihood of 
the older adult falling. 

 
DIF: Cognitive Level: Analyzing (Analysis) REF: p. 840 

 
MSC: Client Needs: Safe and Effective Care Environment: Safety and Infection Control 

 
13. When beginning to assess a person‘s spirituality, which question by the nurse would be most 
appropriate? 

 
a. ―Do you believe in God?‖ 

 

b. ―How does your spirituality relate to your health care decisions?‖ 
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