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Welcome to your quick and easy-to-comprehend study guide about Fundamentals of 

Nursing. Learn about the essential facts and tips about nursing fundamentals in this guide 

that contains 460 nursing bullets. 

 

Nursing Bullets 

Here’s your list of 460 nursing bullets about fundamentals of nursing. 
 

 

1. After turning a patient, the nurse should document the position used, the time that 

the patient was turned, and the findings of skin assessment. 

2. PERRLA is an abbreviation for normal pupil assessment findings: pupils equal, round, 

and reactive to light with accommodation. 

3. When percussing a patient’s chest for postural drainage, the nurse’s hands should 

be cupped. 

4. When measuring a patient’s pulse, the nurse should assess its rate, rhythm, quality, 

and strength. 

5. Before transferring a patient from a bed to a wheelchair, the nurse should push the 

wheelchair footrests to the sides and lock its wheels. 

6. When assessing respirations, the nurse should document their rate, rhythm, depth, 

and quality. 

7. For a subcutaneous injection, the nurse should use a 5/8″ to 1″ 25G needle. 

8. The notation “AA & O × 3” indicates that the patient is awake, alert, and oriented to 

person (knows who he is), place (knows where he is), and time (knows the date and 

time). 
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295. A four-point (quad) cane is indicated when a patient needs more stability than a 

regular cane can provide. 

296. A good way to begin a patient interview is to ask, “What made you seek medical 

help?” 

297. When caring for any patient, the nurse should follow standard precautions for 

handling blood and body fluids. 

298. Potassium (K+) is the most abundant cation in intracellular fluid. 

299. In the four-point, or alternating, gait, the patient first moves the right crutch 

followed by the left foot and then the left crutch followed by the right foot. 

300. In the three-point gait, the patient moves two crutches and the affected leg 

simultaneously and then moves the unaffected leg. 

301. In the two-point gait, the patient moves the right leg and the left crutch 

simultaneously and then moves the left leg and the right crutch simultaneously. 

302. The vitamin B complex, the water-soluble vitamins that are essential for metabolism, 

include thiamine (B1), riboflavin (B2), niacin (B3), pyridoxine (B6), and cyanocobalamin 

(B12). 

303. When being weighed, an adult patient should be lightly dressed and shoeless. 

304. Before taking an adult’s temperature orally, the nurse should ensure that the patient 

hasn’t smoked or consumed hot or cold substances in the previous 15 minutes. 

305. The nurse shouldn’t take an adult’s temperature rectally if the patient has a cardiac 

disorder, anal lesions, or bleeding hemorrhoids or has recently undergone rectal 

surgery. 

306. In a patient who has a cardiac disorder, measuring temperature rectally may 

stimulate a vagal response and lead to vasodilation and decreased cardiac output. 

307. When recording pulse amplitude and rhythm, the nurse should use these descriptive 

measures: +3, bounding pulse (readily palpable and forceful); +2, normal pulse  (easily 

palpable); +1, thready or weak pulse (difficult to detect); and 0, absent pulse (not 

detectable). 

308. The intraoperative period begins when a patient is transferred to the operating 

room bed and ends when the patient is admitted to the postanesthesia care unit. 

309. On the morning of surgery, the nurse should ensure that the informed consent form 

has been signed; that the patient hasn’t taken anything by mouth since midnight,  has 

taken a shower with antimicrobial soap, has had mouth care (without swallowing the 

water), has removed common jewelry, and has received preoperative medication as 

prescribed; and that vital signs have been taken and recorded. Artificial limbs and other 
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that can be resolved, diminished, or otherwise changed by nursing interventions. 

432. During the assessment phase of the nursing process, the nurse collects and analyzes 

three types of data: health history, physical examination, and laboratory and diagnostic 

test data. 

433. The patient’s health history consists primarily of subjective data, information that’s 

supplied by the patient. 

434. The physical examination includes objective data obtained by inspection, palpation, 

percussion, and auscultation. 

435. When documenting patient care, the nurse should write legibly, use only standard 

abbreviations, and sign each entry. The nurse should never destroy or attempt to 

obliterate documentation or leave vacant lines. 

436. Factors that affect body temperature include time of day, age, physical activity, 

phase of menstrual cycle, and pregnancy. 

437. The most accessible and commonly used artery for measuring a patient’s pulse rate is 

the radial artery. To take the pulse rate, the artery is compressed against the 

radius. 

438. In a resting adult, the normal pulse rate is 60 to 100 beats/minute. The rate is 

slightly faster in women than in men and much faster in children than in adults. 

439. Laboratory test results are an objective form of assessment data. 

440. The measurement systems most commonly used in clinical practice are the metric 

system, apothecaries’ system, and household system. 

441. Before signing an informed consent form, the patient should know whether other 

treatment options are available and should understand what will occur during the 

preoperative, intraoperative, and postoperative phases; the risks involved; and the 

possible complications. The patient should also have a general idea of the time 

required from surgery to recovery. In addition, he should have an opportunity to ask 

questions. 

442. A patient must sign a separate informed consent form for each procedure. 

443. During percussion, the nurse uses quick, sharp tapping of the fingers or hands against 

body surfaces to produce sounds. This procedure is done to determine the size, shape, 

position, and density of underlying organs and tissues; elicit tenderness; or assess 

reflexes. 

444. Ballottement is a form of light palpation involving gentle, repetitive bouncing of 

tissues against the hand and feeling their rebound. 

445. A foot cradle keeps bed linen off the patient’s feet to prevent skin irritation and 
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