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Nursing Process
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"  Were goals met? How do you know? Does the client agree? Do items need to be modified? Can the plan of care or parts of the plan of care
be giscontinued? Mo dified?

Question
® By the end of the 2™ postop day, a client has not achieved satisfactory pain relief. Based on this evaluation, which of the following actions should the
nurse take, according to the nursing process?
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D. Teach the client about the plan of care for managing pain
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[  Healthcare acquired infection
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[®  Anurse is reviewing hand hygiene techniques with a group of assistive personnel. Which of the following instructions should the nurse include in this
discussion? (Select All That Apply)

Apply 3 to 5 mL of liquid soap to dry hands

Wash the hands with soap and water for at least 20 seconds

Rinse the hands with hot water

Use a clean paper towel to turn off hand faucets

Allow the hands to air dry after washing
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[  Vital sign ranges
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Question
[® A nurse is explaining to a group of nursing students the various factors that can affect a client’s heart rate. L_ist 5 factqrs that can cause tachycardia and 5
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= primary and secondary intention
Stages of pressure injuries

Assessing a wound )
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