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Davidson/London/Ladewig, Olds’ Maternal–Newborn Nursing and Women’s 

Health Across the Lifespan 9th Edition Test Bank 

Chapter 2 

Question 1 

Type: MCSA 

A couple who came to the United States two years ago with their two children are seeing the nurse in the 

community clinic. The nurse knows their family is acculturating when the mother makes which statement?  

1. "The children are much less well-behaved than they used to be." 

2. "Our diet now includes hamburgers and French fries." 

3. "We celebrate the same holidays that we used to at home." 

4. "When the children leave the house, I worry about them." 

Correct Answer: 2 

Rationale 1: Concern about behavior of the children is nearly universal, and is not an indicator of a family's 

acculturation. 

Rationale 2: Inclusion of fast food in the diet is an indication of acculturation, as it shows a belief in the 

nutritional value of these foods and an acceptance of purchasing fast food as equivalent in value to home-cooked 

meals. 

Rationale 3: The holidays that are celebrated might not change as a part of acculturation. 

Rationale 4: Concern about the children’s leaving the home is universal, and is not an indicator of a family's 

acculturation. 

Global Rationale:  
 

Cognitive Level: Analyzing 

Client Need: Psychosocial Integrity 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Assessment 

Learning Outcome:  

  

Question 2 

Type: MCMA 
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The nurse caring for several patients and their families knows that roles in each family are determined by: 

Note: Credit will be given only if all correct and no incorrect choices are selected. 

Standard Text: Select all that apply. 

1. Age. 

2. Stressors. 

3. Demographic trends. 

4. Definition of family. 

5. Ethnocentrism. 

Correct Answer: 1,2,3 

Rationale 1: Age can be a determinant of a role within the family–for example, a grandfather must be consulted 

for decision making. 

Rationale 2: Stressors upon the family and individuals can influence the roles assumed by a member of the 

family. 

Rationale 3: Demographic trends will influence roles in the family such as employment opportunities. 

Rationale 4: The definition of family does not determine the role of a family member. 

Rationale 5: Ethnocentrism is the conviction that one’s own values and beliefs are the best or only acceptable 

ones. This does not influence the roles taken on by family members. 

Global Rationale:  
 

Cognitive Level: Applying 

Client Need: Health Promotion and Maintenance 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Assessment 

Learning Outcome:  

  

Question 3 

Type: MCSA 

The nurse is caring for a family in the community with a 2-month-old infant who is breastfed. The father helps by 

changing diapers and dressing and bathing the baby. The mother will return to work when the baby is 3 months 
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old, and a child care provider has been arranged. Although the mother occasionally feels fatigued, the couple has 

resumed having sexual relations, although not as frequently as before the pregnancy. Which family model best 

describes this family?  

1. Model of the Childbearing Family 

2. Model Incorporating the Unattached Young Adult 

3. Model of the Nuclear Family 

4. Model Incorporating Divorce and Remarriage 

Correct Answer: 1 

Rationale 1: The Model of the Childbearing Family describes the transitions that the family undertakes in their 

home and their lives with the birth of the first child. The nurse's role is to assist the family in identifying possible 

safety issues, facilitating communication among family members, and identifying interventions that can assist in 

meeting the emotional and physical needs of caring for a newborn. 

Rationale 2: The Model of Incorporating the Unattached Young Adult encompasses the time from the young 

adult’s leaving home and becoming financially independent until marriage. 

Rationale 3: This family is not the typical nuclear family with a fulltime stay-at-home mother and a father as the 

only one working outside the home. 

Rationale 4: There is no information to suggest that this family has been involved in divorce or remarriage. 

Global Rationale:  
 

Cognitive Level: Analyzing 

Client Need: Health Promotion and Maintenance 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Assessment 

Learning Outcome:  

  

Question 4 

Type: MCMA 

The nurse teaching a group of students about trends that have affected the contemporary family includes: 

Note: Credit will be given only if all correct and no incorrect choices are selected. 

Standard Text: Select all that apply. 
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1. An increase in the median age at the time of marriage. 

2. A higher percentage of marriages ending in divorce. 

3. A decline in childless families. 

4. Traditional nuclear families remaining the norm. 

5. An increased acceptance of single women having children. 

Correct Answer: 1,2,5 

Rationale 1: Men are now a median age of 27.7 years and women are a median age of 26 when they first marry. 

These are increases over 1990 statistics. 

Rationale 2: There is a higher number of marriages that end in divorce, and this trend influences the makeup and 

function of the contemporary family. 

Rationale 3: The number of childless and child-free families has increased. 

Rationale 4: The traditional nuclear family is no longer the norm in the United States. 

Rationale 5: The traditional nuclear family is no longer the norm in the United States. 

Global Rationale:  
 

Cognitive Level: Applying 

Client Need: Health Promotion and Maintenance 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Implementation 

Learning Outcome:  

  

Question 5 

Type: MCSA 

A 7-year-old patient tells you that "Grandpa, Mommy, Daddy, and my brother live at my house." The nurse 

identifies this family type as: 

1. Binuclear. 

2. Extended. 

3. Gay or lesbian. 
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4. Traditional. 

Correct Answer: 2 

Rationale 1: A binuclear family includes divorced parents with joint custody of their biologic children, who 

alternate spending varying amounts of time in the home of each parent. 

Rationale 2: An extended family consists of a couple who share the house with their parents, siblings, or other 

relatives. 

Rationale 3: A gay or lesbian family is composed of two same-sex domestic partners; they might not have 

children. 

Rationale 4: The traditional nuclear family consists of a husband provider, a wife who stays home, and the 

biologic children of this union. 

Global Rationale:  
 

Cognitive Level: Applying 

Client Need: Health Promotion and Maintenance 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Assessment 

Learning Outcome: Distinguish among several different types of families. 

  

Question 6 

Type: MCSA 

A nurse is performing an assessment on a family with a father and mother who both work. What type of family 

does she record this family as being? 

1. A traditional nuclear family 

2. A dual-career/dual-earner family 

3. An extended family 

4. An extended kin family 

Correct Answer: 2 

Rationale 1: The traditional nuclear family is defined as a husband provider, a wife who stays home, and 

children. 

Rationale 2: A dual-career/dual-earner family is characterized by both parents working, by choice or necessity. 
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Rationale 3: An extended family is defined as a couple who share household and childrearing responsibilities 

with parents, siblings, or other relatives. 

Rationale 4: An extended kin family is a specific form of an extended family in which two nuclear families of 

primary or unmarried kin live in close proximity to each other. 

Global Rationale:  
 

Cognitive Level: Applying 

Client Need: Health Promotion and Maintenance 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Assessment 

Learning Outcome: Distinguish among several different types of families. 

  

Question 7 

Type: MCMA 

Why is it important for the nurse to understand the type of family that a client comes from? Select all that apply. 

Standard Text: Select all that apply. 

1. Family structure can influence finances and the ability to purchase nutritious foods. 

2. Many types of families exist, and it is important to address the persons who hold power within the family. 

3. The nurse can anticipate which problems a client will experience based on the type of family the client has. 

4. Understanding if the client's family is nuclear or blended will help the nurse teach the client the appropriate 

information. 

5. The values of the family will be predictable if the nurse knows what type of family the client is a part of. 

Correct Answer: 1,2 

Rationale 1: Dual-career/dual-earner families tend to have more stable finances, while single-parent families tend 

to have lower incomes. Nutrition impacts fetal growth and development, and nutritious foods tend to be more 

costly than nutrient-poor or junk food. Thus understanding the type of family can help the nurse determine the 

best education for the client. 

Rationale 2: Understanding the family power is important so that the nurse will address the appropriate person(s). 

This will facilitate effective communication, as the nurse will be perceived as respectful of the family. 
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Rationale 3: Each client and family must be assessed as individuals, without making assumptions. Although 

generalities can be drawn based on the type of family that a client comes from or currently is part of, stereotypes 

must be avoided. 

Rationale 4: Each client and family must be assessed as individuals, without making assumptions. Although 

generalities can be drawn based on the type of family that a client comes from or currently is part of, stereotypes 

must be avoided. 

Rationale 5: Each client and family must be assessed as individuals, without making assumptions. Although 

generalities can be drawn based on the type of family that a client comes from or currently is part of, stereotypes 

must be avoided. 

Global Rationale:  
 

Cognitive Level: Applying 

Client Need: Health Promotion and Maintenance 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Assessment 

Learning Outcome: Describe how family type may influence nursing care of the childbearing family. 

  

Question 8 

Type: MCMA 

The public health nurse is working with a student nurse. The student nurse asks which of the six groups of people 

they have seen today are considered to be families. The nurse responds: 

Note: Credit will be given only if all correct choices and no incorrect choices are selected. 

Standard Text: Select all that apply. 

1. “The married heterosexual couple without children." 

2. “The gay couple with two adopted children." 

3. “The unmarried heterosexual couple with two biological children." 

4. “The lesbian couple not living together that have no children." 

5. “The married heterosexual couple with three children, living with grandparents." 

Correct Answer: 1,2,3,5 
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Rationale 1: Families take many forms in today's society. The basis for people to be considered a family is a 

commitment to one another and the sharing of responsibilities, chores, and expenses. A couple without children 

are still a family. 

Rationale 2: Families take many forms in today's society. The basis for people to be considered a family is a 

commitment to one another and the sharing of responsibilities, chores, and expenses. Gay and lesbian families are 

those in which two or more people who share a same-sex orientation live together, or in which a gay or lesbian 

single parent rears a child. 

Rationale 3: Families take many forms in today's society. The basis for people to be considered a family is a 

commitment to one another and the sharing of responsibilities, chores, and expenses. A family may be formed 

without a legal marriage. 

Rationale 4: A couple not living together and without children together are considered dating and not yet a 

family. 

Rationale 5: Families take many forms in today's society. The basis for people to be considered a family is a 

commitment to one another and the sharing of responsibilities, chores, and expenses. Extended family members, 

including parents or grandparents, will often live with their adult children or grandchildren, creating 

intergenerational families. 

Global Rationale:  
 

Cognitive Level: Applying 

Client Need: Health Promotion and Maintenance 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Assessment 

Learning Outcome:  

  

Question 9 

Type: MCMA 

In assessing a new family coming to the clinic, the nurse determines they are an extended kin family. Extended 

kin network family characteristics include: 

Note: Credit will be given only if all correct and no incorrect choices are selected. 

Standard Text: Select all that apply. 

1. A sharing of a social support network. 

2. The sharing of goods and services. 

3. Elderly parents share housing. 
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4. Children are members of two nuclear families. 

5. Living in a Latino community. 

Correct Answer: 1,2,5 

Rationale 1: Extended kin family networks share a social support network. 

Rationale 2: Extended kin family networks share goods and services. 

Rationale 3: Elderly parents sharing a household is a feature of the extended family system. 

Rationale 4: Children being members of two nuclear families applies to the binuclear family. 

Rationale 5: This type of family model is common in the Latino community. 

Global Rationale:  
 

Cognitive Level: Applying 

Client Need: Health Promotion and Maintenance 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Assessment 

Learning Outcome:  

  

Question 10 

Type: MCSA 

A nurse is comparing several different families' developmental stages, using Duvall’s eight-stage family life 

cycle. Which person serves as a marker for a family's developmental stage in this theory? 

1. The youngest child 

2. The mother 

3. The oldest child 

4. The father 

Correct Answer: 3 

Rationale 1: The youngest child is not a marker, according to Duvall. 

Rationale 2: The mother is not a marker, according to Duvall. 
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Rationale 3: The oldest child serves as a marker for the family's developmental stage, except in the last two 

stages, when children are no longer present. 

Rationale 4: The father is not a marker, according to Duvall. 

Global Rationale:  
 

Cognitive Level: Applying 

Client Need: Health Promotion and Maintenance 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Assessment 

Learning Outcome: Identify the stages of a family life cycle. 

  

Question 11 

Type: MCSA 

The nurse is preparing a community presentation on family development. Which statement should the nurse 

include? 

1. The youngest child determines the family's current stage. 

2. A family does not experience overlapping of stages. 

3. Family development ends when the youngest child leaves home. 

4. The stages describe the family's progression over time. 

Correct Answer: 4 

Rationale 1: The youngest child is not a marker for which stage the family is in. 

Rationale 2: Families with more than one child can experience multiple stages simultaneously. 

Rationale 3: Families’ development continues after the youngest child leaves home. 

Rationale 4: Family development stages describe the changes and adaptations that a family goes through over 

time as children are added to the family. 

Global Rationale:  
 

Cognitive Level: Applying 

Client Need: Health Promotion and Maintenance 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Planning 
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Learning Outcome: Explain the changes that a childbearing family will undergo based on the developmental 

tasks to be completed. 

  

Question 12 

Type: MCMA 

In learning about Duvall’s life-cycle stages ascribed to traditional families, the nursing student recognizes that 

developmental tasks of each stage include: 

Note: Credit will be given only if all correct and no incorrect choices are selected. 

Standard Text: Select all that apply. 

1. Adjusting to new roles as mother and father. 

2. Working out authority and socialization roles with the school. 

3. Becoming a single parent with custodial responsibilities. 

4. Becoming a couple and dating. 

5. Adjusting to the loss of a spouse. 

Correct Answer: 1,2,5 

Rationale 1: Adjusting to new roles as mother and father occurs in Stage II, which describes childbearing families 

with infants. 

Rationale 2: Working out authority and socialization roles with schools occurs in Stage IV, which describes 

families with school-age children. 

Rationale 3: Traditional family life-cycle stages do not include those in which divorce occurs. 

Rationale 4: Becoming a couple and dating occurs before marriage, and is not a part of the traditional family life-

cycle stages. 

Rationale 5: Stage VIII includes adjusting to the loss of a spouse. 

Global Rationale:  
 

Cognitive Level: Applying 

Client Need: Health Promotion and Maintenance 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Assessment 

Learning Outcome:  
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Question 13 

Type: MCMA 

When working with families entering the childbearing years, the nurse knows that teaching will be needed 

regarding the challenges of: 

Note: Credit will be given only if all correct and no incorrect choices are selected. 

Standard Text: Select all that apply. 

1. Meeting the emotional needs of a newborn. 

2. Exploring the couple’s feelings about role transition. 

3. Accessing resources in the community. 

4. Raising the infant in formal traditions of the grandparents. 

5. Exploring ways of dealing with family conflict. 

Correct Answer: 1,2,3,5 

Rationale 1: The nurse can offer guidance to the couple as they transition into parenthood by identifying 

interventions that can assist in meeting the emotional and physical needs of caring for a newborn. 

Rationale 2: The nurse can provide support by actively listening as the couple express feelings related to current 

role transitions and changes in personal and family relationships.. 

Rationale 3: Resources can be provided to the new parents that will enable them to establish new relationships 

within their community. 

Rationale 4: Both sets of grandparents might have strong beliefs about childrearing, and might attempt to 

promote their own beliefs and rituals, but the couple might wish to develop new traditions and rituals within their 

own family unit. 

Rationale 5: Couples must effectively communicate with each other and other family members to avoid conflict. 

Global Rationale:  
 

Cognitive Level: Applying 

Client Need: Health Promotion and Maintenance 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Implementation 
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Learning Outcome:  

  

Question 14 

Type: MCSA 

The nurse is preparing to assess the development of a family new to the clinic. The nurse understands that the 

primary use of a family assessment tool is to: 

1. Obtain a comprehensive medical history of family members. 

2. Determine to which clinic the client should be referred. 

3. Predict how a family will likely change with the addition of children. 

4. Understand the physical, emotional, and spiritual needs of members. 

Correct Answer: 4 

Rationale 1: The medical history is one area that is explored using a family assessment tool, but it is not the 

primary use of the family assessment. 

Rationale 2: Although referrals might take place as a result of the family assessment findings, this is not the 

primary purpose of the assessment. 

Rationale 3: Family development models help predict how a family will likely change with the addition of 

children. 

Rationale 4: Understanding the physical, emotional, and spiritual needs of members is the main reason for using 

a family assessment tool.  

Global Rationale:  
 

Cognitive Level: Applying 

Client Need: Health Promotion and Maintenance 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Assessment 

Learning Outcome:  

  

Question 15 

Type: MCSA 

The nurse in the community should use a family assessment tool to obtain what type of information?  

1. How long the family has lived at its current address 
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2. What other health insurance the family has had in the past 

3. How the family meets its nutritional needs and obtains food 

4. What eye color the family desires in its unborn child 

Correct Answer: 3 

Rationale 1: The length of time at a residence is not included in the family assessment tool. 

Rationale 2: Past health insurance coverage is not included in the family assessment tool. 

Rationale 3: The family assessment tool is used by the community nurse to more fully understand a family 

through the tool's focus on meeting the needs of the family members; childrearing practices; communication; 

support and security; growth-producing relationships; community relationships; and hopes for children. 

Rationale 4: Desired eye color of a child is not included in the family assessment tool. 

Global Rationale:  
 

Cognitive Level: Applying 

Client Need: Health Promotion and Maintenance 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Assessment 

Learning Outcome:  

  

Question 16 

Type: MCMA 

In assessing a family, the community nurse uses a family assessment tool, which provides an organized 

framework to collect data concerning: 

Note: Credit will be given only if all correct and no incorrect choices are selected. 

Standard Text: Select all that apply. 

1. Access to laundry, and grocery facilities. 

2. Access to health care. 

3. Sharing of religious beliefs and values. 

4. Acculturation to traditional lifestyles. 
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5. Ability to include a new spouse into the family unit. 

Correct Answer: 1,2,3 

Rationale 1: Access to laundry, grocery, and recreational facilities is a means of meeting the physical, emotional, 

and spiritual needs of members. 

Rationale 2: Access to health care is a means of meeting the physical, emotional, and spiritual needs of members. 

Rationale 3: Sharing of religious beliefs and values is a means of meeting the physical, emotional, and spiritual 

needs of members. 

Rationale 4: Acculturation to traditional lifestyles is not a part of the family assessment tool. 

Rationale 5: Ability to include a new spouse into the family unit is a developmental task/stage of those who are 

divorced, and is not a part of the family assessment tool. 

Global Rationale:  
 

Cognitive Level: Applying 

Client Need: Health Promotion and Maintenance 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Assessment 

Learning Outcome:  

  

Question 17 

Type: MCSA 

The pregnant patient reports to the nurse that she is eating dirt on a weekly basis and was told to do this by her 

grandmother to have a healthy pregnancy. How should the nurse respond?  

1. "The soil might contain contaminants that could harm your baby." 

2. "This practice is completely unhealthy and should be stopped." 

3. "Your grandmother gave you bad advice. Stop at once." 

4. "There is no problem with this practice. Feel free to continue." 

Correct Answer: 1 

Rationale 1: It is a common practice for African Americans, especially those with familial roots in the South, to 

eat a specific type of clay dirt during pregnancy. However, the soil could have bacterial, viral, or chemical 
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contaminants, and this practice should be discouraged to prevent maternal or fetal harm. Therapeutic 

communication requires explaining the rationale for not eating dirt, not just telling the client to stop. 

Rationale 2: Therapeutic communication must be used at all times with clients. The nurse should not just tell a 

client to stop but should provide more information. 

Rationale 3: Therapeutic communication must be used at all times with clients; thus the nurse should not simply 

tell a client that familial advice or practices are bad. 

Rationale 4: The soil could have bacterial, viral, or chemical contaminants, and this practice should be 

discouraged to prevent maternal or fetal harm. 

Global Rationale:  
 

Cognitive Level: Analyzing 

Client Need: Physiological Integrity 

Client Need Sub: Reduction of Risk Potential 

Nursing/Integrated Concepts: Nursing Process: Planning 

Learning Outcome:  

  

Question 18 

Type: MCSA 

The nurse is performing a cultural assessment using the Transcultural Assessment Model. What aspect of 

communication should the nurse keep in mind when planning the assessment?  

1. Personal space does not vary from one culture to another. 

2. Cultural groups living in the United States are future-oriented. 

3. Nonverbal communication is consistent across cultures. 

4. The use of silence can differ among different groups. 

Correct Answer: 4 

Rationale 1: The Transcultural Assessment Model views each client as a culturally unique individual. Personal 

space varies from one culture to another. 

Rationale 2: The Transcultural Assessment Model views each client as a culturally unique individual. Although 

the United States norm is a future orientation, not all cultural groups living in the United States adhere to this 

norm. 



 

Davidson/London/Ladewig, Olds’ Maternal–Newborn Nursing and Women’s Health Across the Lifespan 9th Ed. Test Bank 

ScholarStock 

Rationale 3: The Transcultural Assessment Model views each client as a culturally unique individual. Nonverbal 

communication varies from one culture to another. 

Rationale 4: The Transcultural Assessment Model views each client as a culturally unique individual. In planning 

an assessment using this model, the nurse must remember that the use of silence differs among groups. 

Global Rationale:  
 

Cognitive Level: Applying 

Client Need: Health Promotion and Maintenance 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Planning 

Learning Outcome:  

  

Question 19 

Type: MCMA 

In working with immigrants in an inner-city setting, the nurse recognizes that acculturation of immigrants often 

brings with it the benefit of: 

Note: Credit will be given only if all correct and no incorrect choices are selected. 

Standard Text: Select all that apply. 

1. Improved socioeconomic status. 

2. Use of preventive care services. 

3. Increased job-related stressors. 

4. Increase in substance abuse over time. 

5. More physician visits due to language barriers. 

Correct Answer: 1,2,3 

Rationale 1: Improvement of socioeconomic status is a benefit of acculturation in the United States. 

Rationale 2: Acculturation of immigrants increases the likelihood that the family members will use preventive 

health services. 

Rationale 3: Job-related stressors increase as the immigrant acculturates, and this is detrimental to health. 

Rationale 4: Substance abuse tends to increase over time as immigrants acculturate, especially among Hispanics. 
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Rationale 5: Language barriers with physicians tend to decrease the use of healthcare services. 

Global Rationale:  
 

Cognitive Level: Applying 

Client Need: Health Promotion and Maintenance 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Assessment 

Learning Outcome:  

  

Question 20 

Type: MCSA 

The nurse is caring for a postpartal patient of Hmong descent who immigrated to the United States 5 years ago. 

The patient asks for the regular hospital menu because American food tastes best. The nurse assesses this response 

to be related to which of the following cultural concepts? 

1. Acculturation 

2. Ethnocentrism 

3. Enculturation 

4. Stereotyping 

Correct Answer: 1 

Rationale 1: Acculturation (assimilation) is the correct assessment because the patient adapted to a new cultural 

norm in terms of food choices. 

Rationale 2: Ethnocentrism refers to a social identity that is associated with shared behaviors and patterns. 

Rationale 3: Enculturation occurs when culture is learned and passed on from generation to generation, and often 

happens when a group is isolated. 

Rationale 4: Stereotyping is the assumption that all members of a group have the same characteristics. 

Global Rationale:  
 

Cognitive Level: Applying 

Client Need: Health Promotion and Maintenance 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Assessment 

Learning Outcome:  
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Question 21 

Type: MCSA 

A home health nurse has set up a home visit with a Korean couple to follow up on their jaundiced 4-day-old baby, 

who was discharged home yesterday. Considering family power structure, what family members might the nurse 

expect to see in the home? 

1. Just the parents 

2. The grandmother 

3. The grandfather and parents 

4. The godparents 

Correct Answer: 3 

Rationale 1: The parents alone do not usually have the last word in decision making for a Korean family. 

Rationale 2: The grandmother would not usually have the last word in decision making for a Korean family. 

Rationale 3: In Korean families, the grandfather is usually the family member who plays a key role in decision 

making and who is likely to be present in this situation. Asians traditionally revere their elders and their wisdom. 

Rationale 4: The godparents would usually not have the last word in decision making for a Korean family. 

Global Rationale:  
 

Cognitive Level: Analyzing 

Client Need: Health Promotion and Maintenance 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Implementation 

Learning Outcome: Identify prevalent cultural norms related to childbearing and childrearing. 

  

Question 22 

Type: MCSA 

A laboring patient of Chinese descent has been very quiet during labor, and has made no noise during contractions 

during the past 4 hours. The nurse understands that this indicates that the client: 

1. Believes pain should be endured and not expressed. 

2. Is not in the active phase of labor yet. 
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3. Will not need pain medication during her hospitalization. 

4. Has been abused by her husband, and is afraid to verbalize fear. 

Correct Answer: 1 

Rationale 1: The belief that pain should be endured and not expressed is a common traditional Chinese belief. 

Rationale 2: In this case, the nurse must assess for the progression of labor in other ways. 

Rationale 3: The nurse cannot make the assumption that no pain relief medication will be needed either during 

the labor and birth or the postpartum period. 

Rationale 4: This patient’s silence does not necessarily indicate domestic abuse. 

Global Rationale:  
 

Cognitive Level: Analyzing 

Client Need: Health Promotion and Maintenance 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Diagnosis 

Learning Outcome:  

  

Question 23 

Type: MCSA 

A woman of Korean descent has just given birth to a son. Her partner wishes to give her sips of hot broth from a 

thermos he brought from home. The patient has refused the nurse’s offer of ice chips or other cold drinks. The 

nurse should: 

1. Explain to the client that she can have the broth if she will also drink cold water or juice. 

2. Encourage the partner to feed the client sips of broth and ask whether the patient would like you to bring her 

some warm water to drink as well. 

3. Explain to the couple that food cannot be brought from home, but that the nurse will make hot broth for the 

client. 

4. Encourage the client to have the broth, but explain that it must be boiled first in the kitchen. 

Correct Answer: 2 

Rationale 1: Telling the client that she can have broth if she will drink cold water or juice first does not show 

cultural sensitivity and does not respect the client's beliefs. 
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Rationale 2: Encouraging the partner to feed the client sips of broth and asking whether the client would like you 

to bring her some warm water to drink as well is an approach that shows cultural sensitivity. The equilibrium 

model of health, based on the concept of balance between light and dark, heat and cold, is the foundation for this 

belief and practice. 

Rationale 3: Telling the couple that the hospital does not allow food brought from home is inaccurate and 

insensitive to cultural beliefs. 

Rationale 4: Boiling the broth would make the broth too hot to drink, and is unnecessary. 

Global Rationale:  
 

Cognitive Level: Applying 

Client Need: Psychosocial Integrity 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Implementation 

Learning Outcome:  

  

Question 24 

Type: MCMA 

During the assessment phase of a family, the community nurse recognizes that culture influences childrearing and 

childbearing in the: 

Note: Credit will be given only if all correct and no incorrect choices are selected. 

Standard Text: Select all that apply. 

1. Beliefs about the importance of children. 

2. Beliefs and attitudes about pregnancy. 

3. Norms regarding infant feeding. 

4. Acculturation is important in rearing children. 

5. Time orientation to the future is very important. 

Correct Answer: 1,2,3 

Rationale 1: Culture influences beliefs about the importance of children. 

Rationale 2: Culture influences attitudes about pregnancy and the right vs. the obligation of women to bear 

children. 
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Rationale 3: Culture influences infant feeding norms and practices. 

Rationale 4: Acculturation is not important in rearing children. 

Rationale 5: Time orientation is a cultural difference and can emphasize the past, present, or future. It does not 

influence childbearing and childrearing. 

Global Rationale:  
 

Cognitive Level: Applying 

Client Need: Health Promotion and Maintenance 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Assessment 

Learning Outcome:  

  

Question 25 

Type: MCMA 

The nurse will assess numerous health practices during patient pregnancies. Some practices include the: 

Note: Credit will be given only if all correct and no incorrect choices are selected. 

Standard Text: Select all that apply. 

1. Prevalence of home remedies. 

2. Importance of indigenous healers. 

3. Influence of professional healthcare workers. 

4. Addition of food to the formula at 2 weeks of age. 

5. Wife’s deferral to the spouse for decision making. 

Correct Answer: 1,2,3 

Rationale 1: Health practices during pregnancy are influenced by numerous factors, such as the prevalence of 

traditional home remedies and folk beliefs, the importance of indigenous healers, and the influence of professional 

healthcare workers. 

Rationale 2: Health practices during pregnancy are influenced by numerous factors, such as the prevalence of 

traditional home remedies and folk beliefs, the importance of indigenous healers, and the influence of professional 

healthcare workers. 
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Rationale 3: Health practices during pregnancy are influenced by numerous factors, such as the prevalence of 

traditional home remedies and folk beliefs, the importance of indigenous healers, and the influence of professional 

healthcare workers. 

Rationale 4: The addition of food to formula at an early age is a cultural norm regarding infant feeding norms. 

Rationale 5: This applies to cultural diversity and not health practices during pregnancy. 

Global Rationale:  
 

Cognitive Level: Applying 

Client Need: Health Promotion and Maintenance 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Assessment 

Learning Outcome:  

  

Question 26 

Type: MCSA 

During the assessment, the nurse notices that an African American baby has a darker, slightly bluish-hued patch 

about 5 cm 7 cm on the buttocks and lower back. What is the nurse's next action? 

1. Call the Department of Social Services (DSS) to report this sign of abuse. 

2. Confer with the physician about the possibility of a bleeding tendency. 

3. Ask the mother about the cause of the bruise. 

4. Chart the presence of a Mongolian spot. 

Correct Answer: 4 

Rationale 1: The nurse who calls the DSS to report the patch as a sign of abuse will reveal ignorance of biologic 

differences and possibly provoke the family to file charges of harassment. 

Rationale 2: The nurse who confers with the physician about the patch will reveal ignorance of biologic 

differences in culturally competent assessments. 

Rationale 3: Asking the mother about the cause of the bruise reveals the nurse’s ignorance of biologic differences 

and cultural insensitivity. 

Rationale 4: The nurse will chart the presence of a Mongolian spot, which is observed in races with dark skin 

tones. 
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Global Rationale:  
 

Cognitive Level: Applying 

Client Need: Physiological Integrity 

Client Need Sub: Physiological Adaptation 

Nursing/Integrated Concepts: Nursing Process: Assessment 

Learning Outcome:  

  

Question 27 

Type: MCSA 

The nurse is admitting a Mexican woman scheduled for a cholecystectomy. The nurse uses a cultural assessment 

tool during the admission. Which question would be most important for the nurse to ask? 

1. "What other treatments have you used for your abdominal pain?" 

2. "In what country were you were born?" 

3. "When you talk to family members, how close do you stand?" 

4. "How would you describe your role within your family?" 

Correct Answer: 1 

Rationale 1: Knowing what other treatments the patient has used for pain is most important because some 

traditional or folk remedies include the use of herbs, which can have medication interactions. 

Rationale 2: Although this information is helpful, it is not a physiological issue. Asking other questions is a 

higher priority. 

Rationale 3: Although understanding the client's perception of appropriate personal space is helpful, it is not a 

physiological issue. Asking other questions is a higher priority. 

Rationale 4: Although understanding the client's family roles is helpful, it is not a physiological issue. Asking 

other questions is a higher priority. 

Global Rationale:  
 

Cognitive Level: Applying 

Client Need: Health Promotion and Maintenance 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Planning 

Learning Outcome:  

  

Question 28 
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Type: MCSA 

The nurse works in a facility that cares for patients from a broad range of racial, ethnic, cultural, and religious 

backgrounds. Which statement should the nurse include in a presentation to recently hired nurses on the patient 

population of the facility? 

1. "Our patients come from a broad range of backgrounds, but we have a good interpreter service." 

2. "Many of our patients come from backgrounds different from your own, but it doesn't cause problems for the 

nurses." 

3. "Because most of the doctors are bilingual, we don't have to deal with the differences in cultural backgrounds 

of our patients." 

4. "Understanding the common values and health practices of our diverse patients will facilitate better care and 

health outcomes." 

Correct Answer: 4 

Rationale 1: The role of a foreign language interpreter is to facilitate communication. The interpreter might not 

be able to interpret the cultural practices of patients. An example is a Spanish interpreter: The interpreter might be 

from Spain, but interprets language for clients from Guatemala and Nicaragua, countries about which the 

interpreter might know virtually nothing. 

Rationale 2: Racial, ethnic, cultural, and religious backgrounds of patients have significant implications for how 

the patients perceive health, illness, and health care. It is important for nurses to understand the backgrounds of 

the client population that attends that facility. 

Rationale 3: Bilingual physicians, like all physicians, have very busy schedules, and often do not understand 

nursing care. It is the responsibility of the nurse to become familiar with the backgrounds of the patient 

population. 

Rationale 4: Because of the implications for care based on cultural background, it is important for nurses to 

understand the backgrounds of the patient population that attends the facility. 

Global Rationale:  
 

Cognitive Level: Analyzing 

Client Need: Health Promotion and Maintenance 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Planning 

Learning Outcome:  

  

Question 29 
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Type: MCSA 

The nurse manager in a hospital with a large immigrant population is planning an in-service. Aware of how 

ethnocentrism affects nursing care, the nurse manager includes the statement, "The belief that one's own values 

and beliefs are the only or the best values: 

1. "Means that newcomers to the United States should adopt the norms and values of the country." 

2. "Can create barriers to communication through misunderstanding." 

3. "Leads to an expectation that all clients will exhibit pain the same way." 

4. "Improves the quality of care provided to culturally diverse patient bases." 

Correct Answer: 2 

Rationale 1: Although acculturation involves adoption of some of the majority culture's practices and beliefs, 

each cultural group will continue to hold and express its own set of values and beliefs. 

Rationale 2: When the nurse assumes that a client has the same values and beliefs as the nurse, misunderstanding 

will frequently occur, which in turn can negatively impact nurse–client communication. 

Rationale 3: Expression of pain is one area that varies greatly from one culture to another. 

Rationale 4: The belief that one's own values and beliefs are the best will not improve the quality of care 

provided to culturally diverse patient bases. 

Global Rationale:  
 

Cognitive Level: Applying 

Client Need: Psychosocial Integrity 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Planning 

Learning Outcome:  

  

Question 30 

Type: MCSA 

The nurse is working with a woman newly enrolled in an English-as-a-second-language class. The nurse wants to 

teach the woman about the importance of hand washing before meals. The best way to assimilate the nurse's 

cultural values about hygienic nutrition is to: 

1. Have the nurse model proper hand washing before examining the woman. 
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2. Provide written materials in English about hygiene and diet for the patient to take home. 

3. Have the woman repeat her interpretation of the information that was taught. 

4. Schedule a medical interpreter to accompany the patient to her next visit. 

Correct Answer: 3 

Rationale 1: Assimilation is described as adopting and incorporating traits of the new culture within one's 

practices. Information must be understood before it is assimilated. The purpose of modeled behavior might be 

misunderstood if it is not accompanied by an explanation. 

Rationale 2: Written materials in English hold minimal value for patients with limited understanding. 

Rationale 3: When an interpreter is not available, asking patients to repeat their understanding of what was taught 

reveals how concepts were understood. 

Rationale 4: In working with families with limited English proficiency, it is optimal to have a medical interpreter 

present for the entire visit. When teaching has been done, the nurse has a responsibility to assess patient 

understanding; thus, an interpreter at the next visit will not help the nurse or the patient now. 

Global Rationale:  
 

Cognitive Level: Analyzing 

Client Need: Health Promotion and Maintenance 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Implementation 

Learning Outcome:  

  

Question 31 

Type: MCSA 

The charge nurse is reviewing the care plans written by the unit's staff nurses. The charge nurse recognizes that 

the nursing diagnosis most likely to be construed as culturally biased and possibly offensive is: 

1. Fear related to separation from support system during hospitalization. 

2. Spiritual Distress related to discrepancy between beliefs and prescribed treatment. 

3. Interrupted Family Processes related to a shift in family roles secondary to demands of illness. 

4. Noncompliance related to impaired verbal communication secondary to recent immigration from non–English-

speaking area. 
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Correct Answer: 4 

Rationale 1: Fear related to separation from support system during hospitalization seeks to inform the culturally 

sensitive nurse on how to partner with the family more effectively. 

Rationale 2: Spiritual Distress related to discrepancy between beliefs and prescribed treatment seeks to inform 

the culturally sensitive nurse on how to partner with the family more effectively. 

Rationale 3: Interrupted Family Processes related to a shift in family roles secondary to demands of illness seeks 

to inform the culturally sensitive nurse on how to partner with the family more effectively. 

Rationale 4: The phrase "impaired verbal communication" might be offensive because speaking a different 

language is not equivalent to being impaired, and noncompliance does not necessarily stem from 

misunderstanding. 

Global Rationale:  
 

Cognitive Level: Analyzing 

Client Need: Psychosocial Integrity 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Diagnosis 

Learning Outcome:  

  

Question 32 

Type: MCSA 

A nurse is working in a clinic where people from several cultures are seen. As a first step toward the goal of 

personal cultural competence, the nurse will: 

1. Enhance cultural skills. 

2. Gain cultural awareness. 

3. Seek cultural encounters. 

4. Acquire cultural knowledge. 

Correct Answer: 2 

Rationale 1: Ways to enhance cultural skill include learning a prevalent language and learning how to recognize 

health-manifesting skin color variations in different races. 

Rationale 2: One begins by gaining cultural awareness or by gaining an effective and cognitive self-awareness of 

personal worldview biases, beliefs, etc. 
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Rationale 3: During daily interactions with clients from diverse backgrounds, these cultural encounters allow the 

nurse to appreciate the uniqueness of individuals from varying backgrounds. 

Rationale 4: Another early step, although not the first step, is acquiring cultural knowledge, and includes 

studying information about the beliefs, biological variations, and favored treatments of specific cultural groups. 

Global Rationale:  
 

Cognitive Level: Applying 

Client Need: Psychosocial Integrity 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Planning 

Learning Outcome:  

  

Question 33 

Type: MCSA 

When teaching a culturally diverse group of childbearing families about hospital birthing options, the culturally 

competent nurse: 

1. Understands that the families have the same values as the nurse. 

2. Teaches the families how childbearing takes place in the United States. 

3. Insists that the clients answer questions instead of their husbands. 

4. Incorporates the specific beliefs of the cultural groups that are attending the class. 

Correct Answer: 4 

Rationale 1: Assuming that the families have the same values as the nurse is ethnocentrism. 

Rationale 2: Although it is important to explain health care during pregnancy and childbearing, this is not the top 

priority. 

Rationale 3: The husband's answering questions might be a cultural norm, and insisting that the client answer 

could decrease the family's trust in the healthcare system. 

Rationale 4: Cultural competence is the development of skills and knowledge necessary to appreciate, 

understand, and work with individuals from cultures other than the culture of the nurse. Through use of a cultural 

assessment tool, the nurse gains knowledge of the cultures that are likely to be encountered professionally, and in 

incorporating that knowledge into presentations, the nurse addresses the aspects of the client's culture that might 

impact how care can best be given to be accepted by the client. 
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Global Rationale:  
 

Cognitive Level: Applying 

Client Need: Health Promotion and Maintenance 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Planning 

Learning Outcome:  

  

Question 34 

Type: MCMA 

Which questions are appropriate for the nurse to ask during a cultural assessment of a patient new to the clinic? 

Note: Credit will be given only if all correct and no incorrect choices are selected. 

Standard Text: Select all that apply. 

1. What genetic and other biological differences affect caregiving? 

2. Which family member must be consulted for decisions about care? 

3. What type of health provider is the most appropriate? 

4. Does the patient have beliefs or traditions that might impact the care plan? 

5. Are communications patterns established? 

Correct Answer: 2,3,4 

Rationale 1: Genetic and biological differences are health concerns such as hypertension that the nurse must keep 

in mind, but not a question. 

Rationale 2: It is important the nurse recognize cultural differences in regard to which family member must be 

consulted for decisions about care. 

Rationale 3: Some cultures do not allow a person of the opposite gender to touch the patient. Cultural sensitivity 

will recognize and allow for this. 

Rationale 4: The nurse must be aware of traditions and beliefs that might impact the care plan. 

Rationale 5: Communication patterns will have been established. The nurse must be able to communicate with 

the patient, using the patterns of communication the patient uses. 

Global Rationale:  
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Cognitive Level: Applying 

Client Need: Health Promotion and Maintenance 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Assessment 

Learning Outcome:  

  

Question 35 

Type: MCSA 

The nurse is working with a patient whose religious beliefs differ from those of the general population. The best 

nursing intervention to use to meet the specific spiritual needs of this family is to: 

1. Ask how important the patient’s religious and spiritual beliefs are when making decisions about health care. 

2. Show respect while allowing time and privacy for religious rituals. 

3. Ask for the patient’s opinion on what caused the illness. 

4. Identify healthcare practices forbidden by religious or spiritual beliefs. 

Correct Answer: 2 

Rationale 1: Considering the impact of religious and spiritual beliefs might be part of the spiritual assessment 

process but is not an intervention. 

Rationale 2: Showing respect while allowing time and privacy for religious rituals is a culturally sensitive 

intervention. 

Rationale 3: Asking what caused the patient’s illness is not an intervention, and does nothing to meet the spiritual 

needs specific to the family. 

Rationale 4: Identifying what health practices might be forbidden by the family’s beliefs might be part of the 

spiritual assessment process but is not an intervention. 

Global Rationale:  
 

Cognitive Level: Applying 

Client Need: Psychosocial Integrity 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Implementation 

Learning Outcome:  

  

Question 36 

Type: MCSA 
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The labor and delivery nurse is caring for a laboring patient who has asked for a priest to visit her during labor. 

The patient’s mother died during childbirth, and although there are no complications during her pregnancy, the 

patient is fearful of her own death during labor. What is the best response by the nurse? 

1. "Nothing is going to happen to you. We'll take very good care of you during your birth." 

2. "Would you like to have an epidural so that you won't feel the pain of the contractions?" 

3. "The priest won't be able to prevent complications, and might get in the way of your providers." 

4. "Would you like me to contact your parish or our hospital chaplain to come see you?" 

Correct Answer: 4 

Rationale 1: Avoid statements of false reassurance, as there are no guarantees of the outcomes during health care. 

Using these statements shuts down effective communication, as the client's concern is downplayed. 

Rationale 2: The client's expressed concern is not about pain; it is a fear of death and a desire to see a priest. 

Address the client's concerns directly. 

Rationale 3: Although this statement is true, it is not therapeutic. It downplays the client's concerns, and will shut 

down effective communication. Address the concerns the client expresses. 

Rationale 4: When the client states she wants to see a priest, the nurse should attempt to make arrangements for 

this visit to occur in a timely manner. Most hospitals have a chaplaincy department that can provide assistance in 

obtaining the services of a wide variety of religious leaders. 

Global Rationale:  
 

Cognitive Level: Applying 

Client Need: Psychosocial Integrity 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Planning 

Learning Outcome:  

  

Question 37 

Type: MCSA 

When planning care of childbearing families, the nurse encounters different spiritual and religious beliefs and 

practices. Which spiritual practice could impact the nurse's care of the childbearing family?  

1. A strong belief in reincarnation, and thus refusal of an autopsy 

2. The desire to light candles at home during a naming ceremony 
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3. Request by the family to speak to a Roman Catholic priest 

4. Refusing consent for a blood transfusion by a Jehovah's Witness 

Correct Answer: 1 

Rationale 1: Spirituality relates to issues of the soul or spirit. Many people believe that the body will be 

reincarnated after death, and that procedures like autopsy and organ donation or transplantation will affect the 

form of the reincarnated body. Thus the nurse must assess the family's preferences and not assume that an autopsy 

will be performed. 

Rationale 2: Candles are often used in religious and spiritual ceremonies. Only if the family wished to light 

candles in the hospital would nursing care be affected.  

Rationale 3: Roman Catholicism is a formal religion, not a spiritual belief. If a patient desires to speak to a priest, 

there might be a hospital chaplain that is one, or their own parish can be called. 

Rationale 4: Jehovah's Witnesses comprise a formal religion, not a spiritual or religious belief. As part of their 

religion, they do not believe in blood transfusions. 

Global Rationale:  
 

Cognitive Level: Applying 

Client Need: Psychosocial Integrity 

Client Need Sub:  

Nursing/Integrated Concepts: Nursing Process: Planning 

Learning Outcome:  

  


