
M_CWOCNPQ (1500+ Questions) - Quiz Questions

with Answers

1.

A solid skin barrier wafer with a pouch is applied to a copiously draining wound, but the skin

beneath the wafer has become denuded. The BEST initial solution is to

apply a skin barrier powder to the denuded skin under the wafer.

discontinue use of the pouch and apply topical dressing.

apply a moisture barrier paste under the wafer.

apply a moisture barrier ointment to the skin and absorbent dressings.

Explanation:

A skin barrier powder is used as an initial barrier on denuded skin to provide an adherent base
for ointments, pastes, or solid skin adhesive barriers. The powder is sprinkled over the denuded
area and excess removed before application of a second barrier. The powder should be applied
thinly because excess will impair adhesion of other barrier products, and it should not be used
on intact skin because it will not properly adhere. Skin barrier powders contain powder pectin,
karaya, gelatin, carboxymethyl cellulose, or combinations. Skin barrier powders are frequently
used with ostomy products when the skin has become weepy.

2.

When using transparent film dressing for autolytic debridement, how often should dressing changes

be scheduled?



8 to 10 days

5 to 7 days

3 to 5 days

1 to 2 days

Explanation:

Transparent film should be changed every 3 to 5 days, although the dressing should always be
changed if leakage occurs as this can cause tissue maceration. Transparent film is most useful
for dry eschar, which should be crosshatched prior to application of the film to facilitate
autolysis. The dressing should be at least 2 inches larger than the size of the wound. The wound
should be irrigated with NS and a skin sealant applied to surrounding tissue prior to application
of the dressing.

3.

A primary consideration when choosing mechanical debridement is that it

is non-selective.

is less painful than other methods.

is not damaging to granulation tissue.

requires no special equipment.



Explanation:

A primary consideration when choosing mechanical debridement is that it is non-selective and
may debride nonviable tissue but may also damage viable tissue, such as granulation tissue.
Mechanical debridement includes wet-to-dry dressings (which are no longer recommended
although wet-to-moist dressings may be used), hydrotherapy, and pulsed lavage. One
disadvantage to mechanical debridement is that it tends to be more painful than some other
methods more commonly used.

4.

Which of the following skin conditions is characterized by a vesicular rash?

erythema nodosum

herpes zoster

folliculitis

candidiasis

Explanation:

A skin condition characterized by a vesicular rash is herpes zoster as well as herpes simplex.
Vesicles have the appearance of blisters but are small, typically 5 to 10 mm in diameter and
result from fluid under the epidermis. If the lesions are 0.5 cm or larger, they are referred to as
bullae. Other causes of vesicular rash include chicken pox (varicella), acute contact dermatitis,
pompholyx, scabies, and some rashes associated with drugs.

5.

The potency of topical corticosteroids may be increased by



air drying.

covering with a gauze dressing.

covering with water-impermeable barrier.

applying heat to the area the steroid is applied to.

Explanation:

The potency of topical corticosteroids may be increased by covering with a water-impermeable
barrier, such as plastic wrap or gloves (if on the hands). The covering should be kept in place for
at least 4 hours. Alternately, wet wraps may be used for large areas, such as having the patient
wear damp pajamas covered with dry pajamas. Topical steroids have very little systemic
absorption, so they have fewer adverse effects than oral steroids. Ointments are more potent
than creams.

6.

Patients who are sitting in wheelchairs should be advised to shift weight every

60 minutes.

45 minutes.

30 minutes.

15 minutes.



Explanation:

Patients who are sitting in wheelchairs should be advised to shift weight every 15 minutes.
Additionally, they should reposition, if possible, every hour. If patients are unable to shift weight,
then alternating pressure support surfaces are recommended. Wheelchairs should contain
support surfaces that are pressure mapped for the individual in different positions, such as
when sitting upright, leaning forward, and reclining, to ensure that the support surfaces provide
adequate reduction in pressure.

7.

Intertrigo is most likely to occur in patients that are

elderly.

diabetic.

obese.

malnourished.

Explanation:

Intertrigo is most likely to occur in patients that are obese, especially in humid conditions. It
results from the interaction of friction, moisture, and heat and often occurs in body folds with
erythema, maceration, and fissures. Patients may experience pain, itching, and burning and may
develop a secondary bacterial or fungal infection. The area must be kept clean and dry.
Treatment includes topical steroids (hydrocortisone 1%) and an antifungal, such as
clotrimazole1%.

8.

With cellulitis, blood testing usually shows leukocytosis with increased



neutrophils.

basophils.

lymphocytes.

monocytes.

Explanation:

With cellulitis, blood testing usually shows leukocytosis with increased neutrophils. Cellulitis is
most common on the lower extremities but can occur elsewhere. Cellulitis typically initially
appears as a small reddened edematous area that expands over the next 6 to 36 hours and is
often accompanied by increasing fever and chills. In some cases, septicemia and hypotension
may occur. Treatment is with IV or parenteral antibiotics. Cellulitis is usually caused by gram-
positive cocci, such as group A beta-hemolytic streptococci, Staphylococcus aureus, and
MRSA.

9.

Which of the following is the first treatment for a chemical burn to the skin?

flush the area with water

administer pain medication

wash the area with soap and water

apply cold compresses to the area



Explanation:

The first treatment for a chemical burn to the skin is to flush the area with copious amounts of
water, usually for at least 10-20 minutes. The flushing should be carried out so that the water
running off of the burned area does not flow onto other body parts as this may spread
contamination. Any clothing, jewelry, shoes, or other items worn by the person and
contaminated should be removed. The healthcare provider should utilize PPE to avoid
inadvertent exposure to the chemicals.

10.

Which of the following are the three wound factors that most often lead to social isolation?

pain, malodor, and impaired mobility

pain, drainage, and infection

infection, size of wound, and malodor

malodor, drainage, and visible wound

Explanation:

The three wound factors that most often lead to social isolation are:

Malodor: Patients may feel embarrassed or ashamed if the wound has a foul odor and
may avoid contact with other when they encounter negative attitudes. In turn, others may
avoid contact with the patients, increasing their isolation.
Drainage: Trying to cope with drainage in social situations can be difficult, especially if
patients are worried that the dressing may become saturated and leak and that drainage
may soak into clothing and furnishings.
Visible wound: Wounds that are disfiguring or easily seen, especially wounds on the face
or other visible parts of the body often result in negative responses from others.



11.

If a patient with peripheral arterial disease develops an ulcer on the foot, which of the following is

indicated to help determine if the ulcer resulted from ischemia or pressure?

documentation regarding positioning and pressure reduction

assessment of wound character

vascular laboratory/imaging studies

assessment of wound location

Explanation:

If a patient with peripheral arterial disease develops an ulcer on the foot, vascular
laboratory/imaging studies (such as arteriograms and Doppler ultrasounds) are indicated to
help determine if the ulcer resulted from ischemia or pressure, since both may be implicated to
some degree. The degree of circulatory impairment must be assessed in order to determine the
best approach to treatment and to prevent further breakdown of tissue. If circulatory
impairment is severe, prevention of pressure ulcers is challenging.

12.

If a patient with diabetes has a healing diabetic ulcer and an inflamed great toe, which the patient

says resulted from using scissors to cut his nails, the nurse should recommend that the patient

use clippers instead of scissors.

cut the nails under a good light.



visit a podiatrist.

ask the spouse to cut the toenails.

Explanation:

If a patient with diabetes has a healing diabetic ulcer and an inflamed great toe, which the
patient says resulted from using scissors to cut his nails, the nurse should recommend that the
patient visit a podiatrist on a routine basis for nail care. Because of impaired sensation, cutting
the nails can be dangerous for a diabetic patient, who may also have impaired vision.
Additionally, the podiatrist will examine the foot and note any issues of concern.

13.

A chronic ulcer resulting from peripheral vascular insufficiency may remain in which phase of

healing for prolonged periods?

hemostasis

inflammation

proliferation

remodeling

Explanation:

Chronic ulcers with poor perfusion or other complicating factors, such as infection, may remain
in the inflammatory phase of healing. If the macrophages that are activated during the
inflammation stage are not able to adequately attract fibroblasts, then the angiogenesis,
formation of collagen, and epithelization that are necessary for the wound to heal do not take



place, so the wound remains stalled for long periods of time unless the complicating factors are
aggressively treated and reversed.

14.

If a 65-year-old patient’s zinc level is 60 mcg/dL, the anticipated effect on the patient’s wound is

no effect.

accelerated healing.

impaired circulation.

delayed healing.

Explanation:

If a 65-year-old patient’s zinc level is 60 mcg/dL, the anticipated effect on the patient’s wound is
delayed healing. Zinc is essential to the enzymes involved in metabolism of proteins and
carbohydrates and is also involved in DNA replication. About 20% of the body’s zinc is stored
within the skin. Normal values for adults are 70 to 120 mcg/dL. Zinc levels must be monitored,
especially with large wounds such as burn injuries, and supplementation provided if levels fall
below normal.

15.

Ultrasound is used in wound care to

stimulate healing and debride wounds.



decrease bacterial flora.

relax muscles and decrease pain.

increase the tissue temperature.

Explanation:

Ultrasound is used in wound care to stimulate healing and debride wounds. Ultrasound
produces mechanical vibration and may be used with or without heat. Ultrasound is most
effective on collagen-based tissues, such as tendons, ligaments, and fascia. High frequency
(0.5 to 3 MHz) is used primarily to stimulate healing and to deliver transdermal medications.
Penetration correlates to MHz with 1.0 MHz penetrating up to 5 cm (used for deeper injuries)
and 3 MHz penetrating 1 to 2 cm. Three MHz is typically used to treat superficial skin lesions.
Low frequency ultrasound (20 to 50 KHz) may be used to debride necrotic tissue and promote
healing and may have an antibacterial effect.

16.

According to the NPUAP consensus statement, which of the following patient circumstances may

result in unavoidable pressure sores?

impaired cognitive status

hemodynamic instability that prevents repositioning

peripheral neuropathy that decreases sensation

paralysis (hemiplegia/paraplegia/quadriplegia)

Explanation:



According to the NPUAP consensus statement, the patient circumstance that may result in
unavoidable pressure sores is hemodynamic instability that prevents repositioning. Other
conditions include skin failure and patient refusal to turn or reposition. Patients at risk should
be placed on pressure-distributing surfaces (mattresses, chair cushions) before skin begins to
break down. While standard practice is to reposition patients every 2 hours, some patients may
require more frequent repositioning and assessment of skin.

17.

The primary purpose of a support surface is to

increase comfort.

decrease pressure.

heal pressure ulcers.

redistribute pressure.

Explanation:

The primary purpose of a support surface is to redistribute pressure and by doing so to reduce
the risk of development of pressure sores; however, a support surface in itself is not sufficient
to prevent or heal an existing sore. Support surfaces should always be assessed by checking to
determine if they are bottoming out or, even better, with a pressure monitoring device. If a
wound continues to deteriorate despite adequate care, a different support surface may be
considered.

18.

In which of the following layers of the skin is found a network of nerve endings and blood vessels?



epidermis

basement membrane (dermal-epidermal junction)

dermis

hypodermis (subcutaneous tissue)

Explanation:

A network of nerve endings and blood vessels is found in the dermis layer (which lies between
the basement membrane and the hypodermis) of the skin. The dermis is itself composed of two
layers: papillary dermis and reticular dermis. Sweat glands, sebaceous glands, and hair follicles
are also found in the dermis, which provides structure and strength to the skin, provides
moisture, and helps to resist shearing. The dermis is essential in providing nourishment (blood,
oxygen, nutrients) to the skin.

19.

Older patients are prone to dry skin primarily because

they take less care of their skin.

many medications are drying to the skin.

they have frequent skin infections.

sweat glands begin to atrophy with age.



Explanation:

Older patients are prone to dry skin primarily because sweat glands begin to atrophy with age
as part of the normal aging process. As the glands shrink in size, they produce less perspiration
and are less sensitive to temperature changes. Perspiration is important to thermoregulation
and skin hydration. As perspiration decreases, the skin tends to become looser (taking on a
sagging appearance) and dry, making it more vulnerable to infection and mechanical trauma.

20.

For a patient in bed, which position poses the greatest risk of friction and shear?

supine

semi-Fowler

prone

left lateral

Explanation:

For a patient in bed, the position that poses the greatest risk of friction and shear is the semi-
Fowler’s position (especially if head of bed is elevated beyond 30 degrees) because, as the
patient sits partially upright, the body tends to slide down toward the foot of the bed. Applying
cornstarch to the linen or applying lubricants to the skin may help to reduce friction.

21.

The thin skin typically seen in older adults is caused by

decreased thickness of the dermis.



decreased thickness of the epidermis.

decreased thickness of the hypodermis (subcutaneous tissue).

mechanical irritation of the skin.

Explanation:

The thin skin typically seen in older adults is caused by decreased thickness of the dermis,
which results in fewer collagen fibers, blood vessels, and nerve endings. This, in turn, results in
decreased sensation and thermoregulation and impaired fluid retention, giving the skin a
sagging appearance. The thinner skin is more at risk for injuries from shear and pressure, and
wounds tend to heal more slowly. Over time, the basement membrane flattens and the
epidermis thins as well.

22.

Which of the following is the primary cause for skin failure?

pressure

xerosis

incontinence

hypoperfusion

Explanation:

The primary cause for skin failure is hypoperfusion, usually associated with severe systemic
dysfunction or multi-organ failure at the end of life. With skin failure, skin breakdown and ulcers



may occur without pressure because the impaired circulation makes the skin more susceptible
to injury. However, it can be difficult to differentiate a lesion associated with skin failure from a
pressure ulcer. Skin failure may be acute (associated with critical illness), chronic (associated
with chronic illness), or end-stage (associated with end-of-life).

23.

If an 80-year-old patient in an acute care hospital center requires daily dressing changes, and the 75-

year-old spouse has been learning to do the procedure but still gets confused at times about the

steps required, the best recommendation is

patient transfer to a convalescent hospital.

a referral to a home health agency.

to hire a nurse to assist.

to teach the patient to assist his spouse.

Explanation:

If an 80-year-old patient in an acute care hospital center requires daily dressing changes, and
his 75-year-old spouse has been learning to do the procedure but still gets confused at times
about the steps in the required, the best recommendation is a referral to a home health agency.
A nurse will come to evaluate the patient and can continue teaching the patient’s spouse to
change the dressings and supervise until the spouse feel’s secure enough to handle the
dressing change independently.

24.

Hypertrophic scars are MOST likely to occur



over joints.

in dark-skinned patients.

on the deltoids and earlobes.

on the upper back and chest.

Explanation:

Hypertrophic scars most frequently occur over joints where there is tension on the wound. They
remain localized to the area of the original wound and may spontaneously regress. They may
result in contracture of the wound. Keloid scars most frequently occur on the upper back and
chest as well as the deltoids and earlobes. They extend beyond the original wound and rarely
regress. They usually arise after the wound has healed as raised, shiny, rope-like fibrous scars.
They do not result in contracture of the wound.

25.

If, during the patient’s physical assessment, the patient’s ankle-brachial index (ABI) was 0.35, the

nurse anticipates

no symptoms.

borderline perfusion.

severe disease with ischemia.

critical limb-threatening condition.



Explanation:

If, during the patient’s physical assessment, the patient’s ankle-brachial index (ABI) was 0.6, the
nurse anticipates severe disease with ischemia:

Ankle-brachial index score

>1.4 Abnormally high, may indicate calcification of vessel wall.

1 to 1.4 Normal reading, asymptomatic.

0.9 to
<1.0

Indicates narrowing of one or more leg blood vessels; borderline PAD

0.7 to
<0.9

Indicates peripheral artery disease; often associated with intermittent claudication
during exercise.

0.4 to 0.7 Moderate PAD

<0.4 Severe PAD; pain even at rest, limb threatened.

0.25 Critical limb-threatening condition.

26.

When developing a plan of care for a patient who must learn wound management, which of the

following would be an appropriate listing of a behavioral outcome?

understands the need to do daily dressing change

accepts mobility limitations

feels that he can manage wound care independently within a few days



able to demonstrate dressing change in 3 days

Explanation:

Behavioral outcomes should always be measurable, such as “able to demonstrate dressing
change in 3 days.” This outcome covers a specific task and a time frame, making it easy to
evaluate. Words such as “understands,” “accepts,” and “feels,” are not measurable. Behavioral
outcomes should be described in terms of actions words, such as “demonstrates,” “states,”
“describes,” and “lists.” Behavioral outcomes should always be those things that can be directly
observed and measured to determine if outcomes have been successfully achieved within the
allotted time.

27.

A patient has marked bilateral non-pitting edema of both lower legs and feet, including toes, and has

thickening of the skin but no pigmentation. This edema can MOST likely be characterized as

orthostatic edema.

lymphedema.

lipedema.

chronic venous insufficiency.

Explanation:

Lymphedema: Hard, nonpitting edema with skin thickening but no pigmentation. Edema usually
includes feet and toes and often occurs bilaterally. Orthostatic edema: Occurs with prolonged
sitting and is soft and pitting but without skin thickening or pigmentation. It is always bilateral
and includes edema of the foot. Lipedema: Bilateral fatty deposition in legs may mimic edema,
but there is no pitting, skin thickening, or pigmentation, and no edema of the foot. Chronic
venous insufficiency: Edema is soft and pitting initially but may harden later. Skin thickening



may occur around the ankles and pigmentation changes are common. Edema often involves
feet and may be bilateral.

28.

The most common cause of venous outflow obstruction and venous ulceration is

deep vein thrombosis.

trauma.

congestive heart failure.

obesity.

Explanation:

The most common cause of venous outflow obstruction and venous ulceration is deep vein
thrombosis. With obstruction, veins distal to the obstructed area become distended, resulting in
increased venous hypertension (sustained increased pressure in the legs). As the venous
pressure rises, venous stasis occurs, leading to ulceration. Other factors that can also
contribute to increased venous hypertension include obesity, CHF, edema, trauma, ascites, and
tumors of the legs.

29.

When applying an Unna boot for a nonhealing venous stasis ulcer, to what tension should the outer

self-adhering elastic bandage (Coban) be stretched?

100%



50%

25%

10%

Explanation:

An Unna boot is used to treat nonhealing stasis ulcers in ambulatory patients. If the ulcer is
draining, it should be packed with alginate and a dressing applied to absorb the discharge until
the Unna boot is changed. Before applying, the leg and ulcers should be cleaned and the leg
patted dry. Most wraps contain a moisture barrier, generally, zinc oxide and glycerin. The wrap
must be applied upward from the toes to about 1 inch below the knee. It is then covered with an
elastic bandage or self-adhering bandage (such as Coban), stretched to 50% tension.

30.

Which is the best choice for a support surface for a patient with large stage III and stage IV pressure

ulcers on multiple turning sites?

alternating air mattress

static flotation (air)

foam

low-air-loss therapy device

Explanation:



The best choice for a patient with large stage III and stage IV pressure ulcers on multiple
turning sites is a low-air-loss therapy device. Low-air-loss devices may use a bed frame or be
placed on top of a standard mattress. Low-air-loss therapy devices have low moisture retention,
reduced heat accumulation, and provide relief of pressure in any position, so they are
particularly useful for patients with multiple ulcers. The devices comprise connected air-filled
pillows covered by a low-friction material. The amount of air and pressure in each pillow can be
separately calibrated.

31.

A large open wound on the patient’s leg is contaminated with dirt, gravel, and other debris. The BEST

approach to cleansing is

pulsatile lavage only.

sharp debridement and pulsatile lavage.

hand debridement, large volume irrigation, and pulsatile lavage.

large volume irrigation and hand debridement.

Explanation:

Foreign material should be removed by hand debridement from a large open contaminated
wound followed by large-volume irrigation at 5 to 8 lb pressure per square inch (usually using a
<19-gauge needle) and pulsatile lavage in order to reduce the risk of infection. Pulsatile high-
pressure lavage is irrigation of an infected or necrotic wound under pressure, using an
electrically powered device. Normal saline is commonly used for lavage treatments with the
amount varying according to the size and amount of exudate on the wound. It is recommended
that pressure be between 8 to 15 psi.

32.

The presence of necrotic tissue and debris that prevents epithelization from occurring is called



bioburden.

contamination.

colonization.

critical colonization.

Explanation:

Bioburden refers to the presence of necrotic tissue and debris that prevent epithelialization
from occurring. Bioburden contributes to the development of infection in the wound.
Contamination of a wound means that bacteria are present but are not multiplying. Colonization
is common and occurs when bacteria multiply in the wound but do not cause an inflammatory
response, damage tissues, or retard healing. Critical colonization occurs when bacteria
replicate to a level that causes delay in healing without causing an inflammatory response or an
infection with tissue damage.

33.

Which of the following biological skin substitutes would be appropriate for repair post-Mohs

procedure for a large facial squamous cell carcinoma?

Apligraf

TransCyte

Integra



Dermagraft

Explanation:

Integra, with a protective silicone outer layer over a collagen and chondroitin-6-sulfate layer, is
FDA approved for a wide variety of uses, including full-thickness or partial-thickness burns,
pressure ulcers, venous ulcers, diabetic ulcers, and surgical wounds, such as post-Mohs
procedure. It is also used to resurface scars and keloids and for contracture release. Integra is
usually meshed (1:1 ratio) to allow for drainage and penetration of antimicrobials. After
application, Integra is secured with compression dressing or negative pressure.

34.

Which of the following is the correct documentation of undermining?

“Extends 1.8 cm width about one-quarter of wound perimeter.”

“Extends ¾ inch width by the right lower quadrant of the wound.”

“Extends 1.8 cm width from 1 o’clock to 4 o’clock.”

“Extends ¾ inch width from 1 o’clock to 4 o’clock.”

Explanation:

Undermining, which is damaged tissue under intact skin, usually occurs around the perimeter of
a wound. Undermining is reported in centimeters and in relation to the open wound by reference
to a clock face: “extends 1.8 cm width from 1 o’clock to 4 o’clock.” If the undermining is open, it
can be measured by insertion of a sterile swab. In some cases, tissue may be damaged but
remains intact; in that case, undermining is estimated by palpation as undermined tissue may
feel spongy.



35.

People with a fluidized air/high-air-loss support surface must be carefully monitored for

bottoming.

dehydration.

fungal infection.

tissue maceration.

Explanation:

The increased airflow with fluidized air/high-air-loss support surfaces can increase evaporative
fluid loss, so patients must be adequately hydrated to compensate and avoid dehydration.
Intake and output must be carefully monitored and skin turgor and mucous membranes
evaluated. Fluidized air/high-air-loss support surfaces have beads with a pH of 10 (alkaline), so
they have bactericidal properties, decreasing risk of infection. These support surfaces reduce
friction, shear, and pressure, as well as moisture, decreasing risk of fungal infection.

36.

A wound is covered with dry black eschar and is to be debrided with an enzyme. The FIRST step is

to

cover the wound with a layer of enzyme.

thoroughly dry the wound.

crosshatch through the outer layers of the eschar.



do a sharp debridement of the outer layers of the eschar.

Explanation:

Because enzymes require a moist environment, the first step when treating dry eschar is to
crosshatch through the outer layers of the eschar. Chemical debridement with enzymes, such
as collagenase and papain/urea, is effective for wounds with necrosis and eschar but may take
several days to several weeks to debride a large area of eschar. Various types of dressing can
be used with enzymes, but they must be easily removable because enzymes must be applied
one to two times daily.

37.

Which of the following topical antibiotics is the BEST choice for a wound that may be infected with

bacteria and fungi?

cadexomer iodine

metronidazole

mupirocin

silver sulfadiazine 7%

Explanation:

Cadexomer Iodine: Effective against a wide range of bacteria (S. aureus, MRSA, Streptococcus,
and Pseudomonas), viruses, and fungi. Metronidazole: Effective against bacterial infections.
Mupirocin: Effective against gram-positive organisms (such as S. aureus and MRSA) and may
be used to treat nasal colonization, which increases risk of wound infection. Silver sulfadiazine
7%: Effective against gram-positive organisms, including S. aureus, MRSA, Streptococcus, and
Pseudomonas. Topical antibiotics provide effective reduction of surface pathogens but can
result in systemic reactions so patients must be monitored carefully. The same antibiotic



should not be used for both systemic and topical treatment because this increases risk of
resistance.

38.

Painless open ulcers on the pressure points on the bottom of the foot surrounded by calloused skin

usually indicate

arterial insufficiency.

neuropathy.

chronic venous insufficiency.

malignancy.

Explanation:

Painless open ulcers on the pressure areas on the bottom of the foot surrounded by calloused
skin indicate neuropathic ulcers, such as commonly found with diabetic polyneuropathy.
Because of reduced sensation, patients may develop ulcers from chronic pressure (indicated by
the callus formation) without noticing, especially if they do not check their feet or are unable to
do so. The nylon monofilament test can be used to assess the patient’s degree of protective
sensation.

39.

Which functional assessment tool measures the 8 activities necessary for an adult to function

independently?

Barthel Index of Activities of Daily Living



Instrumental Activities of Daily Living (IADL)

Index of Independence in Activities of Daily Living (Katz Index)

Palliative Performance Scale

Explanation:

Instrumental Activities of Daily Living (IADL): An assessment tool to measure 8 activities
necessary for an adult to function independently. This tool helps to determine the need for
supportive services. Barthel Index of Activities of Daily Living: Assesses the functional ability of
older adults in 10 categories. It is used to assess the person’s disabilities and need for
assistance. Index of Independence in Activities of Daily Living (Katz Index): Evaluates 6 areas to
provide an assessment of the person’s need for assistance and progression of disease and/or
disability. Palliative Performance Scale: Assesses the functional ability of older adults receiving
palliative care.

40.

Which therapy is the MOST essential for a patient living alone with diabetic peripheral neuropathy

and reduced sensation in the hands and feet, resulting in repeated injuries?

occupational therapy

physical therapy

nutritional therapy

cognitive-behavioral therapy

Explanation:



Occupational therapy assists patients with home safety and self-care issues, such as wearing
properly fitted shoes, checking skin, safe walking, cooking modifications, and housecleaning
techniques to minimize injury. Injuries are common with peripheral neuropathy because of
reduced sensation. Physical therapy may also be helpful to maintain range of motion and
increase strength. Nutritional therapy should be part of all diabetic teaching. Cognitive-
behavioral therapy works toward solving particular behavioral problems by increasing
awareness and developing strategies, but the injuries are related to sensory changes more than
behavioral problems.

41.

The nurse places her hand under a 1.5-inch foam overlay and finds that the overlay has compressed

to 0.75 inches, indicating

bottoming out.

adequate support.

excess wear.

moisture retention.

Explanation:

Support surface material should provide at least an inch of support under areas to be protected
when in use to prevent “bottoming out.” When determining the type of overlay, the patient’s size
and weight must be considered. Generally, all patients at risk should have some type of
pressure-reducing overlay on their beds. Viscoelastic foam provides some protection and may
protect from shear and friction. Other nondynamic overlays, such as those made with foam
chips, tend to deteriorate faster than viscoelastic foam.

42.



Which dietary modification is MOST important to promote healing for a 50-year-old overweight man

who has a third-degree burn on his left arm that has had wound debridement and skin grafting?

decreased fats

increased protein

increased carbohydrate

decreased calories

Explanation:

Increased protein is especially important for wound healing. The average healthy person
requires about 0.8 g of protein per kilogram every day (40 to 70 g). However, if a person has a
wound, then the person must have adequate calories and general nutrition daily as well as
added protein and vitamins as well. Protein amounts are increased to 1.25 to 2 g/kg to promote
healing. Healing requires extra calories as well, but ensuring a high protein nutritious diet is
more important than simply reducing calories or fat or increasing carbohydrates.

43.

Using the Payne-Martin classification system for skin tear, how would a skin tear be classified that

is characterized by partial-thickness injury with 20% of epidermal flap missing?

category I—Linear type

category I—Flap type

category II—Scant tissue loss type



category III—Complete loss of tissue

Explanation:

Category II—Scant tissue loss type. Payne-Martin Categories:

Category I: Skin tear without tissue loss:

Linear: Full-thickness wound in wrinkle or furrow with epidermis and dermis pulled apart
(incisional appearance).
Flap: Partial-thickness wound with a flap that can cover wound with ≤1 mm of dermis
exposed.

Category II: Skin tear with partial tissue loss.

Scant tissue loss: Partial-thickness injury and ≤25% of epidermal flap lost.
Moderate-large tissue loss: Partial-thickness injury with >25% epidermal flap lost.

Category III: Skin tear with complete tissue loss.

Complete partial-thickness injury with loss of epidermal flap.

44.

During the phases of healing, which cell is responsible for beginning angiogenesis?

neutrophil

fibroblast

macrophage

myofibroblast

Explanation:



During the inflammation phase, macrophages release growth factors, which attract fibroblasts
to the wound. Fibroblasts are responsible for beginning angiogenesis and are critically
important during the proliferation phase of healing, which usually begins at about day 3 after
trauma. In addition to angiogenesis, fibroblasts initiate formation of collagen (type III) and
initiate epithelialization, which begins from the basement membrane of the skin or from the
wound edges if the basement membrane is compromised.

45.

Which type of healing would be used for a wound with full-thickness skin loss with wound margins

that cannot be approximated and with nonviable wound edges?

superficial wound healing

primary intention

delayed primary intention

secondary intention

Explanation:

Wounds that involve full-thickness skin loss with margins that cannot be approximated and/or
have nonviable wound edges are usually left to heal by secondary intention. In some cases of
large wounds, skin grafting may be required. Secondary intention healing is also indicated for
grossly contaminated wounds that carry a high risk of infection and necrotic tissue. The wound
is covered with a dressing and left to heal through regeneration rather than repair, resulting in
scar tissue and contraction.

46.

If a patient’s prealbumin level was 16 mg/dL on admission but current testing shows a level of 10

mg/dL, what does this suggest?



indication of acute inadequate protein intake

indication of chronic inadequate protein intake

level within normal limits

indication of infectious process

Explanation:

Prealbumin is used to assess acute changes in nutritional status, so a decrease from 16 to 10
mg/dL indicates that the patient has had recent acute inadequate protein intake, possibly
because of the increased demand for protein and calories to promote healing. Because
prealbumin’s half-life is only 2 to 3 days, it can change rapidly in response to nutritional
changes:

Normal value: 16-40 mg/dL.
Mild deficiency: 10-15 mg/dL
Moderate deficiency: 5-9 mg/dL.
Severe deficiency: <5 mg/dL.

This patient’s diet should be reevaluated and protein and calories increased to meet the
increased needs.

47.

A patient who is receiving oral iron because of an iron deficiency should also be prescribed

vitamin A.

vitamin C.



folate.

vitamin D.

Explanation:

Patients taking oral iron should also take vitamin C because it increases the iron absorption.
Dosage is usually equivalent to or higher than the iron dosage. Vitamin C also promotes the
formation of collagen and promotes wound healing, so deficiency can result in impaired healing
and increased capillary fragility. Ferrous sulfate is usually used for iron deficiency in adults, with
dosage varying according to hemoglobin and other factors. Patients should receive nutritional
counseling regarding foods high in iron and vitamin C.

48.

What is the National Pressure Ulcer Advisory Panel (NPUAP) staging of a pressure ulcer that is 6 cm

in circumference at the surface, but the base is covered with slough and hard, dry brown-black

eschar?

stage II

stage III

stage IV

unstageable

Explanation:

Because injury to tissues may be more extensive than what is visible with a pressure ulcer, an
ulcer in which the base cannot be visualized must be staged as “unstageable” with the NPUAP
Pressure Ulcer Staging until the wound can be adequately debrided and the base examined to
determine depth. The base may be obscured by slough of various colors (yellow to brown) or



eschar (brown or black). To ensure proper treatment, a wound classified as unstageable should
be debrided and restaged as soon as possible.

49.

When irrigating a wound, what wound irrigation pressure is needed to effectively cleanse the wound

while avoiding trauma?

<4 psi

4 to 10 psi

10 to 15 psi

>15 psi

Explanation:

Wounds should be irrigated with pressures of 10 to 15 psi. An irrigation pressure of <4 psi does
not adequately cleanse a wound, and pressures >15 psi can result in trauma to the wound,
interfering with healing. A mechanical irrigation device is more effective for irrigation than a
bulb syringe, which delivers about ≤2 psi. A 250 mL squeeze bottle supplies about 4.5 psi,
adequate for low-pressure cleaning. A 35 mL syringe with a 19-gauge needle provides about 8
psi.

50.

Which type of precautions require that the nurse assistant wear a mask while caring for the patient,

that the patient be separated from other patients by at least 3 feet with a curtain separating them,

and that a patient mask is used during transport?

standard



contact

airborne

droplet

Explanation:

Droplet. Transmission-based precautions include:

Contact

Use personal protective equipment (PPE), including gown and gloves, for all contacts
with the patient or patient’s immediate environment.

Maintain patient in private room or >3 feet away from other patients.

Droplet

Use mask while caring for the patient. Maintain patient in a private room or >3 feet
away from other patients with curtain separating them.

Use patient mask if transporting patient from one area to another.

Airborne
Place patient in an airborne infection isolation room.

Use ≥ N95 respirators (or masks) while caring for patient.

51.

A patient with Charcot arthropathy who has had 2 weeks of compression to reduce edema and

inflammation will probably next need

total contact cast.

half shoe.



removable cast walker.

foam dressings for cushioning.

Explanation:

Charcot arthropathy should be treated with total contact cast for months, with duration
depending on the location of the deformity: 12 months for hindfoot, 9 months for midfoot, and 6
months for forefoot. The casts should be changed weekly during the time the volume is
changing and then every 2 to 3 weeks. Temperatures should be checked on both sides and
should be within 3°F after recalcification. The patient may be allowed gradual weight-bearing
after skin has resumed normal temperature.

52.

Which of the following is the most effective to prevent pressure ulcers on the heels?

foam heel pads

heel dressings

heel elevation device

sheepskin heel pads

Explanation:

The only way to prevent pressure on the heels is to elevate the heel so that it is not in contact
with a surface, such as the bed or wheelchair footrest. A special heel elevation device can be
utilized or a pillow may be placed under the legs, to elevate the heels. Additionally, a pillow
should be placed between the ankles to prevent pressure ulcers where the feet contact each



other. The patient’s position should be changed frequently with full-body turning to 30-degree
lateral position, avoiding side-lying.

53.

Which is the best way to move a patient up in bed in order to prevent shear?

place hands under patient’s axillary region and pull toward the head of the bed

ask patient to use trapeze to pull himself/herself up in bed

use a lift/turning sheet to move patient toward the head of the bed

lower the head of the bed and elevate the knees and ask patient to slide upward

Explanation:

Because shear results from a combination of friction and pressure, the only safe way to avoid
shear when moving a patient up in bed is to use a lift/turning sheet with two people lifting and
moving the patient toward the head of the bed. If possible, the patient can assist by utilizing a
trapeze, but the patient should avoid pulling himself/herself toward the head of the bed with the
trapeze unless the patient is able to lift completely off the bed with the feet placed flat on the
bed to avoid shear on the heels.

54.

The initial treatment to relieve itching and prevent excoriation resulting from venous dermatitis is

topical antihistamine.



compression therapy.

topical steroids.

topical antibiotics.

Explanation:

Venous dermatitis appears on the ankles and lower legs and can cause severe itching and pain,
and without treatment to control the dermatitis, it may deteriorate, causing ulcers to form, so
treatment is needed to alleviate the symptoms. Initial treatment is usually with topical
antihistamines. If this does not relieve symptoms, then low-dose topical steroids may be used
for short periods only (2 weeks) to reduce inflammation and itching because of the danger of
increasing ulceration.

55.

Which wound dressing type is most likely to result in pain during dressing change?

gauze

hydrocolloid

hydrogel

alginates

Explanation:

Gauze dressings cause the most pain during dressing change because they tend to adhere to
the wound when dry. Even though wet-to-dry gauze dressings are frequently prescribed, they



may result in trauma to the wound, damaging granulating tissue, and should be avoided in favor
of dressing types that maintain a moist environment. The primary considerations when
choosing a dressing type should be those that cause the least wound trauma and the least pain
while promoting healing.

56.

Which of the following topical treatments is usually the BEST choice to reduce infection and odor in

a fungating necrotic neoplastic lesion?

Dakin’s solution

yogurt

hydrogen peroxide

metronidazole

Explanation:

Metronidazole, in gel or solution, has proven to be an effective topical treatment to control
infection and odor in necrotic tumors because it is effective against a wide range of anaerobic
bacteria. The solution is used to irrigate the wound and the gel applied directly to the tissue.
Hydrogen peroxide may irritate the tissue while Dakin’s solution has an odor that some patients
dislike, although both may reduce tumor odor. Some people have used yogurt and buttermilk
topically to reduce odor by reducing wound pH, but there is little research to support their use.

57.

The primary problem with using the troughing technique to manage a posterior small bowel fistula

in an open abdominal wound is



adherence.

wound contamination.

skin excoriation.

fungal infection.

Explanation:

Troughing is one method of fistula management that is appropriate for fistulas in the posterior
aspect of an abdominal wound; however, this technique does not protect the wound from
exudate, so the wound can become contaminated. Troughing involves applying skin barrier
wafer to the skin surrounding the wound and skin barrier paste to the edges. Then, thin film
dressing is applied to the wound down to the fistula opening and an ostomy pouch is cut to fit
and applied about the fistula opening. This method allows drainage from the wound and the
fistula to mix as they both drain into the ostomy appliance.

58.

When assessing a surgical wound on postoperative day 9, the nurse finds no evidence of a healing

ridge. What is the primary implication?

wound is healing slowly

wound is infected

wound is at risk of dehiscence or infection



wound is well healed.

Explanation:

The healing ridge, which is the result of collagen deposition that begins in the inflammatory
stage and continues to the proliferation stage, should be evident directly under a suture line
between days 5 and 9 after suturing. If the healing ridge is missing, then the wound is at
increased risk of dehiscence and infection. The healing ridge appears as an area of induration
extending about 1 cm on both sides of the wound.

59.

What is the primary purpose for applying elbow pads to a patient who exhibits repetitive movement

of the arms and legs?

prevent pressure ulcers

promote comfort

reduce friction

reduce shear

Explanation:

Elbow and heel pads do not prevent pressure ulcers but they do reduce friction, which can lead
to skin breakdown. Friction occurs when body parts rub against the sheet or each other. Elbow
pads are especially useful for patients who exhibit repetitive movements of the arms. Other
methods to reduce friction include applying transparent film, skin sealant, or other protective
dressings, such as a thin hydrocolloid or other padding, to vulnerable skin sites.



60.

When cleansing a wound in a shower, how far away from the wound should the showerhead be?

6 inches

2 inches

24 inches

12 inches

Explanation:

When cleansing a wound in a shower, the showerhead should be about 12 inches away from the
wound. The showerhead may be covered with a clean washcloth or other cloth if necessary to
reduce the water pressure. Showering should usually be done over 5 to 10 minutes to ensure
that the wound is adequately clean. The patient may be seated in a shower chair if standing is
difficult or the wound is in a hard-to-reach area.

61.

With static compression therapy, how much pressure should high-level compression dressings exert

at the ankle?

30 to 40 mmHg

≤50 mmHg

10 to 20 mmHg



<23 mmHg

Explanation:

High-level compression therapy should exert 30 to 40 mmHg at the ankle. Low-level products
exert ≤23 mmHg at the ankle. Static compression utilizes various products (layered wraps,
single-layer wraps, and compression stockings) to apply gradually increasing pressure to the
lower extremity, distally to proximally (usually beginning at the foot or ankle and extending to
the knee). The primary purpose is to prevent venous ulceration or further deterioration of
existing ulcers.

62.

With Ayello’s ASSESSMENTS tool for evaluation of wounds, the M refer to

marginal edges.

medications.

management.

maceration.

Explanation:

Maceration. Ayello’s ASSESSMENTS:

A Anatomic location and age of wound

S Size, shape, and stage (NPUAP for pressure ulcer or Wagner for neurotrophic)

S Sinus tract, tunneling, undermining, and fistulae



E Exudate (amount, consistency, and color)

S Sepsis

S Surrounding skin

M Maceration

E Edges and epithelialization

N Necrotic tissue

T Tissue bed and tenderness (0-10 scale for pain)

S Status of wound and supportive therapy

63.

When obtaining a wound culture for anaerobic organisms, what should the nurse do immediately

after aspirating exudate from deep within the wound?

squirt the exudate directly into a culture tube

apply a needle to the syringe and expel all air, then inject the exudate into a culture tube

apply a needle to the syringe and inject the exudate into a culture tube

inject the exudate onto a sterile swab and insert that into a culture tube

Explanation:



Because exposure to air will kill anaerobic bacteria, a culture should be taken with a syringe
without the needle. The nurse should insert the tip of the syringe as deeply into the wound as
possible, aspirating 2 to 3 mL of exudate. Immediately after removing the syringe from the
wound, the nurse should attach a needle, expel all air from the syringe, and inject the exudate
into a special sealed culture tube intended for anaerobic organisms. Aerobic organisms are
cultured by swabbing the wound surface with a sterile swab.

64.

Which of the following findings on assessment is a risk factor for malnutrition and impaired

healing?

weight 95% of ideal body weight for age

wears dentures

drinks 1 to 2 glasses of wine daily

body mass index (BMI) of <18.5

Explanation:

BMI <18.5. Malnutrition risk factors:

Hypermetabolism resulting from various diseases.
Weight loss, especially sudden or loss of 10% of normal weight over a 3-month period.
Low body weight of <90% of ideal body weight for age.
Low BMI <18.5.
Immunosuppressive drugs that interfere with nutrient absorption, malabsorption of
nutrients caused by diseases, changes in appetite, and food intolerances, such as lactose
intolerance.
Dietary restrictions, such as limiting of protein with kidney failure.
Functional limitations such as inability to feed oneself.
Lack of teeth or dentures, limiting intake.
Alterations of taste or smell that render food unpalatable.



65.

Which of the following is an extrinsic factor that may affect wound healing?

wound bioburden

age

nutrition

immunosuppression

Explanation:

Extrinsic factors are those that derive from outside the body, such as wound bioburden. Other
extrinsic factors include radiotherapy, medications, interfering therapies, and stress. Intrinsic
factors are those that are inherent in the patient and can include the patient’s age, disease
(such as diabetes), immunosuppression (from disease, such as HIV/AIDS, or from medications,
such as chemotherapeutic agents). Malnutrition and neuropathy are also intrinsic factors that
can affect healing.

66.

A basic principle of wound care with occlusive dressings is to keep the wound

cool and dry

warm and dry

warm and moist



cool and moist

Explanation:

Occlusive dressings should keep the wound warm and moist. Reasons include:

Reduction in dehydration allows cells such as neutrophils and fibroblasts to carry out their
functions in wound repair. This also results in less cell death.
Angiogenesis requires a moist environment and low oxygen tension.
Autolytic debridement with proteolytic enzymes is enhanced.
Re-epithelization of tissue occurs because the epidermal cells are able to spread across
the surface of the wound.
Reduction in microorganisms because the seal provided by occlusive dressings
decreases infection.
Pain reduction results from protection of the nerve endings and the need for fewer
dressing changes.

67.

Which of the following wound types would be the BEST candidate for negative pressure wound

therapy (NPWT)?

second-degree burns on arm

open wound on leg with osteomyelitis

stage III pressure ulcer with moderate amount exudate

abdominal wound dehiscence with organs exposed

Explanation:

NPWT is intended for wounds healing by second or third intention, so the best candidate would
be a stage III pressure ulcer. NPWT reduces edema, promotes healing, and decreases exudate
but is contraindicated with exposed blood vessels, osteomyelitis, and exposed organs. For



NPWT, the wound bed is filled with nonadherent porous foam and secured by occlusive
transparent film into which an opening is cut over the foam and a drainage tube applied. This
tube is then attached to a suction canister to create a closed system.

68.

What is the primary advantage of the clock method of measuring a wound as opposed to the

greatest length by greatest width (GLBGW) method?

GLBGW underestimates wound size and clock method does not

clock method is the most commonly used

clock method requires less precision

clock method tracks the same site

Explanation:

The clock method, which involves measuring the wound from 12 o’clock to 6 o’clock and from 9
o’clock to 3 o’clock always tracks the same site, while the GLBGW method may involve
measurements at different sites each time because wounds often do not heal evenly. The clock
method does require more precision to ensure that measurements are exactly perpendicular to
each other. The GLBGW method is the most commonly used, but studies show it often
overestimates the wound surface, while the clock method may be more accurate, but both
methods can overestimate to some degree because of wound irregularities.

69.

When testing a diabetic patient’s vibratory perception threshold (VPT) with a tuning fork, the nurse

should first conduct a preliminary test on the patient’s



lower leg.

forehead.

forearm.

sternum.

Explanation:

When testing the VPT, the nurse should first conduct a preliminary test on the patient’s sternum
so that the patient knows what sensation to expect. During the test, the patient should keep the
eyes closed and report when first feeling a vibratory sensation and when it ceases. After striking
the tuning fork, it is applied to the dorsum of the great toe (proximal to the nail bed) with the
test repeated 8 times. A patient receives 1 point each time he/she fails to feel the vibration, so
scores range from 0 (good) to 8 (impaired).

70.

The primary risk factor for development of pressure ulcers is

sensory loss.

inactivity.

immobility.

cognitive impairment.



Explanation:

Immobility is the primary risk factor for development of pressure ulcers, although inactivity and
sensory loss are also contributing factors. People with sensory loss may not feel the discomfort
that occurs with pressure. Studies have indicated that those who make 50 spontaneous
movements during the night have almost no risk of developing a pressure ulcer while those who
make 20 or fewer spontaneous movements during the night are at high risk, highlighting the
importance of frequent repositioning of patients whose mobility is limited.

71.

When assessing a wound, what is the best way to differentiate between granulation tissue and

muscle tissue?

observe for color

measure temperature difference

observe for location in wound

palpate and gently pinch tissue

Explanation:

Muscle tissue and granulation tissue may be similar in color; location alone is not adequate to
differentiate the two. Because muscle tissue is firmer and reacts differently to pressure, the
best method to differentiate the two is to palpate and gently pinch the tissue. Granulation tissue
tends to be soft and spongy and will often bleed if disturbed, such as by gently pinching. Muscle
tissue, however, is more resilient to pressure but may twitch if pinched or palpated.

72.

Which is the best choice for mechanical debridement of a large infected pressure ulcer on the right

hip with undermining and tunneling in a febrile patient who is undergoing cardiac monitoring?



pulsatile lavage with suction

whirlpool

wet to dry dressing

flush with 35 mL syringe with size 19 needle

Explanation:

Pulsatile lavage with suction (PLWS) is the best choice because it is effective in reducing
bacterial load and can be used with undermining and tunneling. Additionally, it can be carried
out effectively at bedside if necessary. Whirlpool is contraindicated in febrile patients and
cannot be carried out if the patient is undergoing cardiac monitoring. Wet to dry dressings are
no longer recommended because they may damage new tissue. Flushing a large contaminated
wound with a 35 mL syringe and 19-gauge needle is likely to be ineffective.

73.

The 5 Ps of neurovascular assessment are

pain, pulselessness, position, paresthesia, paraplegia

pain, pallor, pulselessness, paresthesia, paraplegia

pain, perception, pulselessness, position, paresthesia

pain, pulselessness, perception, pallor, paraplegia



Explanation:

The five Ps of neurovascular assessment are

Pain: Amount and severity are contributing factors.
Pallor: Indicates decreased arterial supply.
Pulselessness: Note weak or absent pulses. Capillary refill time should be ≤3 seconds.
Paresthesia: Numbness, tingling.
Paraplegia: Assess motion.

74.

When doing a continuous wave Doppler probe assessment of peripheral pulses, the normal phasic

flow pattern is

quadriphasic.

triphasic.

biphasic.

monophasic.

Explanation:

The normal phasic flow pattern is triphasic when assessing peripheral pulses with continuous
wave Doppler (representing systolic forward flow, negative deflection during diastole, and return
to forward flow). As the artery loses the ability to recoil, such as through atherosclerosis, the
phasic flow pattern changes to biphasic and then eventually to monophasic when the pulsatile
nature of the blood flow is impaired. Continuous wave Doppler is most often used when
calculating the ankle-brachial index (ABI).

75.



What is the BEST debridement choice for a venous ulcer with hard brown adherent eschar covering

60% of the wound?

autolytic with hydrogels

autolytic with transparent film dressing

sharp

enzymatic

Explanation:

The best debridement choice for a venous ulcer with hard brown adherent eschar covering 60%
of the wound is autolytic with hydrogels. Because of the edema associated with venous ulcers,
they tend to produce a lot of exudate, and this increases as the wound debrides, so hydrogel
dressings, which have absorptive properties, help to contain the exudate and prevent
maceration of the surrounding tissue. Enzymatic debridement may also be used, but the
surrounding skin must be monitored carefully and protected from the enzyme and exudate.

76.

What does it mean if the wound surface appears gelatinous 1 week after Apligraf has been applied

to a diabetic ulcer?

infection

rejection

allergic response



normal response

Explanation:

Upon application of Apligraf to the wound, it appears similar to a skin graft. However, after
about a week, it should appear gelatinous, so this is a normal transition and care must be taken
not to disrupt or wash away the biological skin substitute for the first 2 to 3 weeks. In some
cases, reapplication is necessary. Apligraf is supplied in a thermally controlled container and
requires incubation prior to application. Apligraf is applied to the wound surface (edges
overlapping) and covered with a compression wrap to secure.

77.

The BEST candidate for hyperbaric oxygen therapy is a patient with

chronic venous ulcers, refractory to standard treatment.

chronic diabetic ulcers (Wagner III classification), refractory to standard treatment.

newly diagnosed osteomyelitis, recently started on standard treatment.

acute wound from trauma to lower leg.

Explanation:

The best candidate for hyperbaric oxygen therapy is the patient with chronic diabetic ulcers
(Wagner classification III or higher), refractory to standard treatment. During treatment, patients
breathe 100% oxygen in a pressurized environment. Hyperbaric oxygen therapy increases
available oxygen to tissues by 10 to 20 times. Blood that is saturated increases perfusion of the
tissues. Hyperbaric oxygen therapy is indicated for peripheral arterial insufficiency,
compromised skin from grafts, and diabetic ulcers (usually Wagner III or higher). In 2003,
Medicare approved payment for hyperbaric oxygen therapy to treat diabetic ulcers.



78.

According to Krasner’s Chronic Wound Pain Experience (CWPE) model, what intervention would be

specifically instituted to relieve cyclic acute wound pain?

transcutaneous nerve stimulation

tricyclic antidepressants

soaking dressing to loosen prior to removal

application of heat

Explanation:

Soaking dressing to loosen prior to removal relieves cyclic acute pain. CWPE model:

Noncyclic acute wound pain: Occurs with trauma, such as sharp debridement.
Interventions include topical or local anesthetics and anti-anxiety medication.
Cyclic acute wound pain: Occurs at regular times, such as with wound changes or
position changes. Interventions include soaking dressing, timeouts, nonadherent
dressings, and use of repositioning devices.
Chronic wound pain: Occurs continuously. Interventions include heat, transcutaneous
nerve stimulation, and tricyclic antidepressants.

79.

Which pressure measurement is indicative of limb ischemia?

ankle pressure <60 mmHg

ankle pressure <40 mmHg



toe pressure <60 mmHg

toe pressure <40 mmHg

Explanation:

Indications of limb ischemia include ankle pressure <40 mmHg and toe pressure <30 mmHg.
Critical limb ischemia occurs when resting pain is so severe it requires analgesia for more than
2 weeks of duration. Limb ischemia can result in impaired healing of arterial ulcers and
increased wound pain. Pain may be evident on positional changes (increasing with elevation,
decreasing with dependency), when walking (usually relieved after about 10 minutes rest), or at
rest with limb elevated (neuropathic).

80.

High-compression stockings (50 to 60 mmHg), class IV, are recommended for

edema associated with venous insufficiency.

edema associated with lymphedema.

dependent edema.

edema with ulceration.

Explanation:

High-compression stockings, class IV (50 to 60 mmHg), are recommended only for edema
associated with lymphedema, which is characterized by edema that begins soft and pitting but
over time become firm and diffuse but more severe distally than proximally. It often occurs
bilaterally and is usually not associated with pain, although the patient may complain the



affected limbs feel heavy. Ulcerations are rare, and elevation provides only partial relief. Skin
eventually thickens and tissue is fibrotic.

81.

What is the BEST treatment for a patient with peripheral edema whose lower legs are dry, scaly, and

pruritic, resulting in slight excoriation from scratching?

warm mineral oil

corticosteroid ointment

domeboro soaks

Neosporin

Explanation:

Warm mineral oil treatment for 1 week during the night can relieve dry, scaly, pruritic skin
associated with peripheral edema. The legs are washed and dried thoroughly and then warm
mineral oil is applied to all affected areas (usually from toes to knees). The skin is then covered
with plastic wrap and secured over the feet with cotton stockings. The plastic wrap is removed
in the morning and the skin washed and dried, followed by application of a thick moisturizing
cream.

82.

What is the primary purpose of applying foam dressing over amorphous hydrogels or alginates for a

large pressure ulcer?

provide protection



provide cushioning

prevent adherence to the wound

remove excess exudate and promote autolysis

Explanation:

While all of these are attributes of foam dressings, amorphous hydrogels and alginates are
used to contain wounds with a large amount of exudate. Foam dressings are highly absorbent
and thermally insulating, so the primary purpose of covering these wound fillers with foam
dressing is to absorb additional exudate and to raise the core temperature of the wound in order
to promote autolysis. Additionally, foam dressings conform to the body and can easily mold to
irregular body surfaces.

83.

Which of the following treatments may be used to reduce hypergranulation in a wound?

povidone iodine

hyaluronic acid (Hyalofill)

hypertonic sodium chloride

silver sulfadiazine

Explanation:

Hypertonic sodium chloride may be applied to a wound to reduce hypergranulation as it is less
toxic than silver nitrate. Hypergranulation, which inhibits epithelialization, often occurs in



wounds left open to heal by secondary intention. Hypertonic sodium chloride dressings are
applied daily until the granulation level is normal, but should be changed every 24 hours to
inspect the wound. The hypertonic saline in the dressing draws excess fluid from the cells on
the wound surface.

84.

Which is the BEST dressing to apply to protect reddened but intact skin in order to prevent skin

breakdown?

foam dressings

hydrocolloids or film dressings

sheet hydrogel

silver dressings

Explanation:

Hydrocolloids or film dressings are the best choices to provide protection to reddened skin and
prevent further skin deterioration as they reduce friction and shear. Foam dressings are used for
moist wounds with exudate. Sheet hydrogel is used to rehydrate slough to aide in autolysis, so it
is useful when slough is present with minimal exudate. Silver dressings have antibacterial
properties and are used to treat infected wounds or, as in the case of burns, to prevent infection.

85.

When using a lidocaine soak to prevent pain during debridement of an ulcer, how long should the

soak be in contact with the wound before beginning debridement?

3 to 5 minutes



10 to 15 minutes

20 minutes

30 minutes

Explanation:

3 to 5 minutes. Procedure for lidocaine soak:

Draw 5 to 10 mL of 2% lidocaine into a syringe.
Remove wound dressing and cleanse wound.
Place clean dry gauze over surface of wound.
Saturate the wound area (and gauze) with the 2% lidocaine.
Allow the lidocaine solution to contact the wound for 3 to 5 minutes.
Evaluate pain sensation to ensure the area is anesthetized.
Debride wound and redress as appropriate.

86.

Pressure dressings to prevent scarring are usually indicated when a wound takes longer than

>7 days to heal.

>14 days to heal.

>21 days to heal.

>28 days to heal.

Explanation:



Wounds that take fewer than 14 days to heal are often partial-thickness wounds that heal with
no or minimal scarring, but the potential for scarring is greater for those that take more than 14
days. Pressure dressings or garments are used commonly with burns and special pressure
garments in various sizes are available for different parts of the body. In small areas, such as on
a forearm, pressure dressings may be applied with self-adherent stretch wrap or tubular
dressings.

87.

When exercising and stretching a scar, maximal stretch is usually indicated by

onset of pain.

reddening of scar.

blanching of scar.

increase in pain.

Explanation:

When exercising and stretching a scar, maximal stretch is usually indicated by blanching of the
scar. While some pain is often involved in stretching, it should not exceed the patient’s
tolerance. Slow stretching that is sustained is better than rapid stretching and relaxing
exercises. Exercises to stretch scars should be individually determined and depend on the type
of scar, location of scar, and phase of healing, as well as patient factors, such as age, mobility,
cognition, and medical status.

88.

Which of the following is the BEST debridement choice for an infected diabetic ulcer with hard gray

callus formation at wound edges?



sharp debridement with saucerization or callus removal

autolytic debridement with hydrogels or hydrocolloids

autolytic debridement with transparent film dressing

enzymatic debridement

Explanation:

Sharp debridement with saucerization (tissue excavated to form a shallow depression to
facilitate drainage) is the best choice for an infected diabetic ulcer with callus formation,
although repeat saucerization may be required with each dressing change. All of the callus and
necrotic tissue should be removed and the wound flushed with sterile saline. In some cases,
autolytic debridement with hydrocolloids or hydrogels may be used first to help soften the
callus prior to its removal.

89.

In the acute surgical wound, signs of inflammation are normal for the first

24 hours.

2 days.

3 days.

4 days.



Explanation:

Signs of inflammation are usually evident in the acute surgical wound for the first 4 days, and
this is a normal finding. Indications can include increased skin temperature about the incision,
erythema, and edema. If no evidence of inflammation occurs, then this may indicate
immunosuppression. Because hair follicles are usually present, epithelium resurfaces the
incision within 72 hours, providing protection from bacteria and mild trauma, although the
tensile strength of the healing incision remains weak.

90.

A patient with a Braden score of 16 has what chance of developing a pressure ulcer?

no risk (normal finding)

slight risk (50% to 60%)

moderate risk (65% to 90%)

high risk (90% to 100%)

Explanation:

Slight (mild) risk (90% to 100%). The Braden scale rates 5 areas (sensory perception, moisture,
activity, mobility, and usual nutrition pattern) with a 1-4 scale and one area (friction and shear)
with a 1-3 scale. Lower scores indicate increased risk. The scores for all six items are totaled
and a risk is assigned according to the number:

23 (best score) = excellent prognosis, very minimal risk.
15 to 18 = mild risk (50%-60%) with 16 usually the breakpoint for pressure ulcer.
13 to 14 = moderate risk (65%-90%).
10 to 12 = high risk (90%-100%) with 6 the worst score.

91.



How many pillows should be placed for pillow bridging to position patients with minimal

compression of tissue?

2

3

4

5

Explanation:

Pillows are useful for reducing compression of tissue even with support surface, especially to
protect the heels. Pillow bridging usually requires placement of at least 5 pillows with one in
each of the following positions: under the legs (to protect the heels), between the ankles,
between the knees, behind the back, and underneath the head. An additional small pillow may
be used to support the upper arm when the patient is lying in a side-lying tilt.

92.

When assessing venous refill time, venous occlusion is indicated with times of

>3 seconds.

>10 seconds.

>20 seconds.



>30 seconds.

Explanation:

Venous refill time: The procedure begins with asking the patient to lie supine for a few moments
and then having the patient elevate the legs to 45 degrees for 1 minute. Next, the patient is
assisted into sitting position with the feet dependent while the nurse closely observes the veins
on the dorsum of the foot and counts the seconds before normal filling. Normal venous refill
time is 5 to 15 seconds, and venous occlusion is indicated with times >20 seconds.

93.

What intervention is appropriate for patient with a diabetic ulcer on the great toe, which is swollen,

draining, painful, and has purple discoloration?

referral to surgeon

sharp debridement

autolytic debridement

enzymatic debridement

Explanation:

Because these findings (swelling, drainage, pain, and purple color) are consistent with wet
gangrene, no debridement should be carried out. The patient should be referred to a surgeon
immediately. Wet gangrene involves necrosis of tissue from excessive moisture and bacterial
infection, causing bacterial gases to accumulate in the damaged tissue. Dry gangrene occurs
from impaired circulation, resulting in dry, black, shriveled tissue.



94.

The Harris mat is used for

strengthening exercises.

temperature testing to evaluate Charcot’s arthropathy.

pressure testing for plantar offloading.

foot measurements to evaluate swelling.

Explanation:

The Harris mat, used for pressure testing, is a tool that indicates the patient’s plantar pressure
and weight distribution and can be used to provide a pattern for off-loading. The mat is placed
on the floor and opened and ink applied with a roller to the impression side. Then a piece of
paper is placed on the opposite side and the impression side folded over to cover the paper (ink
side down). Then, the patient steps onto the impression side and the ink transfers onto the
paper with darker areas indicating areas of higher pressure.

95.

Patients with peripheral neuropathy should routinely have professional skin and nail care of the foot

every 2 weeks.

weekly.

every 2 months.



monthly.

Explanation:

Patients with peripheral neuropathy should routinely have professional skin and nail care of the
foot at least monthly so that the foot can be thoroughly examined and assessed in order to
prevent ulceration. Those with poor hygiene or compromised tissue may need care more
frequently. Toenails grow at the rate of about 1 mm per month while fingernails grow at the rate
of about 3 mm per month. Toenails should be cut straight across with sharp corners smoothed
with a file. Patients should be taught proper hygiene and care of the feet.

96.

What is the BEST emollient to apply to protect the feet of patients with peripheral neuropathy?

petrolatum jelly

zinc oxide

Vicks VapoRub

lotion

Explanation:

The best emollient to apply to the feet for a patient with peripheral neuropathy is petrolatum
jelly because it has low water content and provides good moisturizing. Zinc oxide is used for
barrier protection but is too thick for emollient purposes. Vicks VapoRub is used to soften
calluses but not for routine foot care. Lotion has high water content and must be reapplied
every few hours. Before application of petrolatum jelly, the feet should be washed (not soaked)
with nondrying soap and dried thoroughly with clean cotton socks worn after application.



97.

What is the most likely cause of itching, erythema, scales, and fissures between the toes and on the

planter foot surface of a patient who has been taking a broad-spectrum antibiotic for an infected

venous ulcer?

allergic dermatitis

bacterial infection

tinea pedis

circulatory impairment

Explanation:

Tinea pedis (athlete’s foot) is a fungal infection that can occur in those who are
immunocompromised or taking broad-spectrum antibiotics. Symptoms include:

Severe itching with vesicles or erosion of instep and with peeling maceration and fissures
between toes.
Dry, scaly, mildly erythematous patches on plantar and lateral foot surfaces.

Treatment includes selenium sulfide shampoo wash of area before applying topical antifungal
(clotrimazole, miconazole, tolnaftate, naftifine, terbinafine) 2 times daily for about 4 weeks.
Lamb’s wool may be used between toes to absorb moisture.

98.

Which patient is an appropriate candidate for electrical stimulation (ES) therapy?

patient with neoplastic wound



patient with osteomyelitis

2-year-old patient with burns

patient with chronic neuropathic ulcer

Explanation:

Electrical stimulation has been found to promote healing in most types of acute and chronic
wounds and at all phases; however, ES is not recommended for children younger than 3 years,
although it may be appropriate for older children. ES is also contraindicated with neoplastic
wounds and evidence of osteomyelitis. If wounds penetrate to the bone, then a presumption of
osteomyelitis should be made and ES avoided. Any topical treatments containing metal ions,
such as povidone iodine and silver sulfadiazine, must be removed completely before ES
treatment.

99.

When using the pinch test as an initial assessment of skin turgor and dehydration, which site

provides the most accurate results?

skin on top of hand or palm

skin on forehead or sternum

skin on abdomen

skin on forearm or upper arm

Explanation:



The pinch test is not very reliable for assessing dehydration, especially if done over areas with
much subcutaneous tissue, so the best sites are on the forehead or over the sternum.
Indications of dehydration include cracked lips, dry mucous membranes, tachycardia, altered
sensations, hypotension, and weight loss. If dehydration is suspected, then it should be
confirmed with diagnostic testing, such as serum osmolality, serum sodium, BUN,
BUN/creatinine ratio, urine specific gravity, and albumin.

100.

What transcutaneous oxygen pressure (tcPO2) level indicates that a wound will probably not heal?

<20 mmHg

<25 mmHg

<30 mmHg

<35 mmHg

Explanation:

TcPO2 level <20 mmHg usually indicates that a wound will not heal because oxygen supply is

inadequate while a level >30 mmHg indicates good potential for healing, and the wound can be
safely debrided. The transcutaneous method is contraindicated if edema or infection is present
in the wound because results will not be accurate. Depending on the type of machine for
testing, the TcPO2 can take up to 30 minutes to complete.

101.

In order to prevent friction and shear, which method is the safest to move a patient toward the head

of the bed?



the patient uses an overhead trapeze to slide upward

the patient sits up and slides the buttocks backward

the patient is grasped under the arms from the head of the bed and pulled

two people move the patient on a pull sheet

Explanation:

In order to prevent friction and shear, the method that is the safest to move a patient toward the
head of the bed is for two people to move the patient on a pull sheet. Friction occurs when the
skin rubs against the surface, and the friction causes the skin to stick to the linen. Shear then
occurs when the skin stays in one place but the underlying tissue and the deep fascia stretches
and slides, damaging vessels and tissues. Because pressure also often occurs, pressure sores
may develop.

102.

Which of the following is characteristic of moisture-associated and incontinence-associated

dermatitis?

presence of necrotic tissue

lesions over bony prominences

lesions in skin folds

absence of pain/itching



Explanation:

Moisture-associated and incontinence-associated dermatitis is characterized by lesions in skin
folds (such as the labia, between the buttocks, and under and around the scrotum) rather than
over bony prominences. The inflamed tissue tends to be red and diffuse rather than
circumscribed and red to purple as in pressure ulcers. The dermatitis may vary from intact but
irritated skin to partial-thickness wounds. Necrotic tissue is not present although patients may
complain of pain and itching.

103.

The monofilament test is used for diabetic patients to assess

loss of protective sensation.

response to medications.

healing in diabetic ulcers.

dermal oxygenation.

Explanation:

The monofilament test is used for diabetic patients to assess loss of protective sensation and
risk for development of diabetic ulcers. Procedure:

Grasp a length of #10 monofilament in the instrument provided.
Touch the monofilament against the bottom of the foot and then press the monofilament
into the foot until the line buckles.

Test the great, 3rd, and 5th toes.
Test the left, medial, and right areas of the ball of the foot
Test the right and left of the arch.
Test the middle of the heel.



If the patient fails to detect more than four sites out of the 10 tested, this indicates increased
risk. The patient may be taught to carry out the testing at home.

104.

When applying an Unna boot over an open wound, the wound should be covered with

foam dressing.

non-adherent dressing.

gauze dressing.

antibacterial ointment.

Explanation:

When applying an Unna boot over an open wound, the wound should be covered with a non-
adherent dressing to prevent traumatic injury to the healing tissue when the Unna boot is
removed. Unna boots are indicated for wounds that are slow healing and are usually left in
place for 3 to 7 days and serves to protect the wound and to promote healing. The wound
should be carefully assessed at each change.

105.

With electrical stimulation (estim) with high-voltage pulsed current (HVPC), the negative electrode

would be the active electrode if the wound is in the

hemostasis phase.



maturation phase.

proliferation phase.

inflammatory phase.

Explanation:

With electrical stimulation (estim) with high-voltage pulsed current (HVPC), the negative
electrode would be the active electrodes if the wound is in the inflammatory phase. One
electrode is the active one (negative or positive) and the other is the dispersive electrode. The
electrodes attract particular cells. The negative electrode typically attracts neutrophils,
fibroblasts, and lymphocytes, making it effective for infected wounds. The positive electrode
would be the active electrode on the wound if the wound is clean and in the proliferation phase.
The positive electrode attracts macrophages and is effective in necrotic wounds.

106.

Which of the following medications must be discontinued prior to treatment with hyperbaric

oxygen?

cisplatin

methotrexate

sulfathiazole

fluoxetine

Explanation:



Cisplatin and Sulfamylon must be discontinued prior to treatment with hyperbaric oxygen
because the combination of the drug and the therapy impairs wound healing. Other drugs that
must be discontinued include bleomycin (which can lead to interstitial pneumonitis), disulfiram
(which can lead to oxygen toxicity), and doxorubicin (which can lead to oxygen toxicity). Both
bleomycin and cisplatin must be discontinued for an extended time period before beginning
hyperbaric oxygen therapy.

107.

If a patient with a small wound on the hand states he was bitten by a bat when he picked it up to

remove it from his house, the MOST pressing need is

wound care.

antibiotic therapy.

rabies prophylaxis.

steroids.

Explanation:

If a patient with a small wound on the hand states he was bitten by a bat when he picked it up to
remove it from his house, the most pressing need is rabies prophylaxis because bats have a
high rate of rabies infection. A bat that is able to be picked up is probably ill, and that increases
the risk. All bites from a bat, even tiny wounds, must be treated with post-exposure prophylaxis
before the onset of any symptoms in order to be effective.

108.

To provide support for a scar, microporous tape should be applied



transversally at intermittent intervals along the scar.

longitudinally along the length of the scar.

at right angles across the length of the scar.

at right angles intermittently across the scar.

Explanation:

To provide support for a scar, microporous tape should be applied longitudinally along the entire
length of the scar and left in place until it loosens on its own after several days before
replacement. Stripping the tape may cause inflammation that worsens the scar. The tape
should not be applied at right angles. Scar support is especially important in areas where vector
forces pull at the wound, such as in areas of movement.

109.

How far about the perimeter of a wound does the periwound tissue extend?

2 cm

3 cm

4 cm

5 cm

Explanation:



The periwound tissue extends 4 cm about the perimeter of the wound. Periwound tissue should
be carefully examined because it is vulnerable to damage, especially from exudate, which may
cause maceration, and adhesive, which may cause dermatitis. Periwound tissue should be
cleansed with water or NS and a skin barrier (such as alcohol-based skin sealants, creams, or
ointments) applied. If a wound has excessive exudate, a moisture retentive dressing may help
to protect the periwound tissue.

110.

According to the Modified Wagner Foot Ulcer Classification System, a full thickness ulcer that

extends to the tendon or joint but without abscess or osteomyelitis is classified as

grade 1.

grade 2.

grade 3.

grade 4.

Explanation:

A full-thickness ulcer that extends to the tendon or joint but without abscess or osteomyelitis is
classified as grade 2. The Modified Wagner Foot Ulcer Classification System separates foot
ulcers into 6 grades (grade 0 to grade 5). Classification is based on depth of lesion, presence of
osteomyelitis, gangrene, infection, ischemia, and neuropathy, but does not include ulcer size, so
this grading system is not used in isolation; however, it is predictive of outcomes, with grades 3
to 4 indicating marked compromise.

111.

Keloid scarring is generally caused by excess production of collagen type



I.

II.

III.

IV.

Explanation:

Keloid scarring is generally caused by excess production of collagen type I, which is found in
the skin. There is a genetic component to keloid scarring, which involves fibrous tissue that
develops about a wound. The keloid scar may develop over a period of about 3 months and can
be larger than the original wound, having the appearance of tumors at times. Keloid scarring is
most common in patients with darkener skin tones, such as African Americans, Asians, and
Latinos.

112.

Which of the following is a contraindication to the use of hydrocolloid dressings?

leg ulcer

surgical incision

third degree burn

full-thickness wound



Explanation:

A contraindication for the use of hydrocolloid dressing is a third-degree burn although it may be
used in small partial-thickness burns, especially in the later stages of healing. Hydrocolloid
dressings are generally contraindicated for infected wound and those with tunneling as well as
dry wounds and those with heavy exudate. Hydrocolloid dressings should also be avoided if the
periwound tissue is very fragile as they may result in further skin breakdown when removed.

113.

What angle at hip and knees is considered the ideal sitting position?

80°

85°

90°

95°

Explanation:

The ideal sitting position is considered to be 95° at the hips and the knees and 90° to 95° at the
ankles. While some patients, because of physical disabilities or pain, may be unable to achieve
this ideal position, the nurse should aim to position the patient as close to this position as
possible. Patients should be evaluated to determine their seating needs so that chairs can be
properly adjusted. Some patients may require back supports, seat cushions or footrests to
compensate for limited hip or knee flexion.

114.

Which group of patients should be assessed for pressure ulcer risk?



all patients

patients over 65 years

patients with a history of pressure ulcers

patients with diabetes

Explanation:

All patient should be routinely assessed for pressure ulcer risk even though some groups, such
as those over 65, those with a history of pressure ulcers, and those with diabetes may be at
increased risk. Focusing only on limited groups may result in missing other patients who may
develop pressure ulcers. Various risk scales, such as Braden or Norton, may be utilized and can
help to determine the care needs of the patient.

115.

Patients should be repositioned

routinely every 2 hours.

every 2 to 4 hours, depending on patient’s condition.

only if so ordered by physician.

as determined by patient’s condition and support surface utilized.

Explanation:



Patients should be repositioned according to the patient’s condition and the support surface
utilized rather than on a routine “q 2 hr” basis, which has been the standard for many years.
Some patients may require more frequent turning, and others may be able to turn independently.
Support surfaces that redistribute pressure may allow patients to be left in place for longer
periods. The patient’s risk for pressure ulcers should be part of the consideration for
repositioning.

116.

According to CMS, in addition to daily wound monitoring, a thorough wound assessment should be

carried out at least

daily.

weekly.

biweekly.

monthly.

Explanation:

According to CMS, in addition to daily wound monitoring, a thorough wound assessment should
be carried out at least weekly. The wound assessment should ideally be carried out by a wound
care specialist. Small changes may be overlooked in daily monitoring but may be more evident
over a more extended period of time. Documentation of wound condition should be done in a
consistent manner so that all healthcare providers are following the same protocol.

117.

If a wound has developed a fungal infection, which of the topical antimicrobials may prove

effective?



metronidazole

gentamicin sulfate

cadexomer iodine

silver sulfadiazine 7%

Explanation:

If a wound has developed a fungal infection, cadexomer iodine (Iodosorb®) may prove effective
because it works against bacteria, fungi, and viruses. Gentamicin, silver sulfadiazine, and
metronidazole are effective only against bacteria. Cadexomer iodine must be avoided in
patients who are sensitive to iodine and those who are pregnant or have a history of thyroid
disorders. Cadexomer iodine should not be used for more than 3 months. Cadexomer iodine is
available in various forms: gel, ointment, powder, and paste.

118.

If a Mexican patient with diabetic ulcers has been making slow progress and plans to have a

curandero (healer) come to provide a healing ritual, believing this is more effective than modern

medicine, the best response is

“A healer can’t help make your wounds better.”

“Why do you think you need a healer?”

“What can I do to help?”



“You need to trust your doctors to do what is best for you.”

Explanation:

If a Mexican patient with diabetic ulcers has been making slow progress and plans to have a
curandero (healer) come to provide a healing ritual, believing this is more effective than modern
medicine, the best response is, “What can I do to help?” Unless a healing ritual in some way
interferes with treatment or poses a risk to the patient (such as from some herbal preparations),
the patient’s desire for a healer should be respected. If the patient believes in the healer, the
power of positive thought may have an effect on healing that cannot be quantified.

119.

The best option for cleansing the perineal skin in patients at risk for incontinence-associated

dermatitis is

water only.

mild soap and water.

disinfectant soap and water.

cleansing product pH balanced to that of the skin.

Explanation:

The best option for cleansing the perineal skin in patients at risk for incontinence-associated
dermatitis is a cleaning product pH balanced to that of the skin. No rinse cleansers should be
utilized and scrubbing avoided. Soap should also be avoided as it may increase irritation.
Additionally, moisturizers and skin barriers (such as zinc oxide) should be applied to protect the
skin. Antifungal products may be necessary as well because the warmth and dampness of
incontinence encourages the growth of fungal infections.



120.

An example of a humectant used in skin moisturizers to promote water retention in the stratum

corneum is

petrolatum.

lanolin.

glycerin.

mineral oil.

Explanation:

An example of a humectant used in skin moisturizers is glycerin. Humectants are included to
promote water retention in the stratum corneum. Other humectants commonly used include
urea, propylene glycol, proteins, and urea. Other ingredients in moisturizers include occlusives,
which provide protection to decrease water loss to the environment, and emollients, which aid
in hydration of the stratum corneum. Occlusives include pam kernal, castor oil, carnauba wax,
allantoin and cocoa butter. Emollients include mineral oil, cocoa butter, lanolin, paraffin, and
shea butter.

121.

Which of the following is the MOST important to determine when conducting a preoperative

assessment of patient scheduled for an ostomy?

state of mind

ability to do self-care



family and community support

economic status

Explanation:

While all of these are important aspects to evaluate, the patient’s ability to do self-care is
primary because this can help determine the type of procedure that is best for the patient as
well as the extent and type of postoperative care and education that may be needed. If the
patient is not able to manage self-care, then the presence and abilities of caregivers must be
evaluated as well. Low economic status may affect the patient’s ability to purchase needed
supplies and to manage care.

122.

The button gastrostomy tube may be especially recommended for

elderly patients.

bedridden patients.

ambulatory patients.

patients with dementia.

Explanation:

The button gastrostomy tube, which is secured by a balloon or traction device, lies flat against
the abdomen, and is often recommended for patients who are confused and pull on tubes, such
as patients with dementia, especially if they have already pulled out a gastrostomy tube,
because it is more difficult to grasp and pull out. The button gastrostomy tube is also often



recommended for younger ambulatory patients who are concerned about the external
appearance of the tube and want to wear fashionable clothing.

123.

In which type of urinary diversion is the appendix used as the conduit for catheterization?

Kock pouch

Miami pouch

Indiana pouch

Mitrofanoff procedure

Explanation:

In the Mitrofanoff procedure, the appendix is used as the conduit for catheterization. The stoma
is typically placed at or near the navel or in the RLQ if the appendix is too short to reach the
navel area. The appendix is used to connect the bladder (which is sometimes augmented with a
section of intestine) to the stoma. The conduit is tunneled in such a way that it creates a flap
valve to retain urine when the bladder is full.

124.

How long after creation of an Indiana pouch should the patient usually begin to practice self-

catheterization?

3 to 4 days



1 to 2 weeks

2 to 3 weeks

4 to 5 weeks

Explanation:

After creation of an Indian pouch, the patient should usually begin to practice self-
catheterization within 2 to 3 weeks. Initially, the Malecot catheter is left in place but capped in
case the patient encounters problems with catheterization. The pouch is small and requires
catheterization every 2 hours during the first week and then the duration is increased to every 3
hours for the next two weeks and then to every 4 hours during the fourth week. The Malecot
catheter is removed when the patient is adept at catheterization.

125.

The primary problem associated with the orthoptic urinary diversion (neobladder) is

hypercontinence.

incontinence.

lack of sensation.

hypocontinence.

Explanation:

The primary problem associated with the orthoptic urinary diversion (neobladder) is
hypercontinence, inability to urinate or urination resulting in a residual of greater than 150 mL of



urine. Hypercontinence is more common in females than males and requires that the patient
carry out clean intermittent catheterization, so this possibility must be considered when the
choice of urinary diversion is determined. A patient that lacks the ability to do clean intermittent
catheterization or doesn’t want to do so is not a good candidate.

126.

Which of the following foods are likely to cause the most odor in stool from a fecal ostomy?

beans and broccoli

garlic and onions

fish and eggs

cheese and peanut butter

Explanation:

Fish and eggs are the foods that are most likely to cause the most odor from a fecal ostomy.
Garlic, onion, and asparagus also can cause a distinctive odor in the urine. Other foods that
cause increased odor in the stool include cruciferous vegetables, such as cabbage, Brussels
sprouts, broccoli, and beans, which also increase gas production, and this can exacerbate the
problem. Patients should be advised to add one food at a time to determine which foods affect
them the most.

127.

Which of the following drugs may be recommended as an adjunctive therapy to decrease output of

an enterocutaneous fistula?

somatostatin



octreotide

simethicone

loratadine

Explanation:

Somatostatin (a growth hormone inhibiting hormone) may be recommended as an adjunctive
therapy to decrease output of an enterocutaneous fistula. Octreotide, an analog of
somatostatin, is effective but is generally not recommended because of increased adverse
effects, including villous atrophy. However, somatostatin has a half-life of only 1 to 2 minutes
compared to octreotide’s 1 to 2 hours, so somatostatin must be given by continuous IV infusion.

128.

If a patient has an orthoptic urinary diversion (neobladder), early maintenance includes

urinating when feeling the urge.

scheduled voiding every 2 to 3 hours during waking hours.

scheduled voiding very 3 to 4 hours during waking hours.

scheduled voiding every 4 to 6 hours during waking hours.

Explanation:

If a patient has an orthoptic urinary diversion (neobladder), early maintenance includes
scheduled voiding every 2 to 3 hours and clean catheterization if necessary, so this entails more
time and effort than an Indiana pouch, and the patient must be aware of this commitment and



motivated to maintain this schedule. Initially, the volume the bladder will hold only 150 mL but
over time the capacity should increase to 300 to 500 mL.

129.

Duodenostomy and jejunostomy are

common procedures for cancer.

increasing in popularity.

reserved for bariatric patients.

reserved for catastrophic events.

Explanation:

Duodenostomy and jejunostomy are reserved for catastrophic events. Patient management
with these procedures is more difficult than when a section of the ileum is used because the
patient will experience electrolyte imbalances and high output because little absorption takes
place, resulting in increased risk of malnutrition without intervention. The output often contains
partially undigested food and has a strong foul odor.

130.

Which of the following foods are stoma obstructive?

pineapple

cheese



cauliflower

cucumbers

Explanation:

Foods that are stoma obstructive are those that are high in fiber or pass through the digestive
system and are poorly digested. These foods include pineapple, apple peels, tomato skins,
whole kernel corn, dried fruits, nuts, popcorn, seeds, raw cabbage, coconuts, celery, mushrooms,
bamboo shoots, whole grains, and oranges. Patients should be advised to peel fruits and
vegetables and to thoroughly chew any foods high in fiber and to drink ample fluids.

131.

If a patient with an ostomy plans to travel extensively, the nurse should advise the patient to

avoid third world countries.

contact medical facilities in advance.

carry adequate ostomy supplies for the duration.

refuse x-ray airport screenings.

Explanation:

If a patient with an ostomy plans to travel extensively, the nurse should advise the patient to
carry adequate ostomy supplies for the duration because, in many parts of the world, supplies
may not be readily available, or the types that are available may be different from those that the
patient usually uses. The patient can be screened by x-ray at airports, but the presence of an



appliance will often trigger a personal screening, so the patient should carry a UOAA travel card
that includes information about the ostomy.

132.

With an orthoptic urinary diversion (neobladder), when voiding the patient should

strain to empty bladder.

use Credé massage to empty the bladder.

blow bubbles to relax sphincters.

pour warn water over the genitals to encourage urination.

Explanation:

With an orthoptic urinary diversion (neobladder), when voiding the patient should use Credé
massage to empty the bladder. The neobladder is essentially flaccid because it lacks the
musculature that allows the normal bladder to contract. Only the urethral sphincter controls the
flow of urine, but residual urine and mucus may stay in the bladder, so applying firm massage to
the abdomen and pressing downwards may help to empty the bladder.

133.

What is the procedure of choice for a patient with severe intractable ulcerative colitis whose rectum

remains relatively free of the disease and the anal sphincter is intact?

total colectomy with ileostomy



continent ileostomy

ileal pouch-anal anastomosis

intestinal transplant

Explanation:

The procedure of choice for a patient with severe intractable ulcerative colitis is IPAA if the
rectum is relatively free of disease and the anal sphincter is intact. If the rectum is severely
diseased, complete excision of the colon, rectum, and anus is recommended, as disease will
recur. Usually after the diseased colon is removed, extraintestinal manifestations of the disease
subside. Surgery is indicated when the patient continues to deteriorate and does not respond to
conservative treatment.

134.

The primary goal in the plan of treatment for a patient with a vesicocutaneous fistula is

determining the appropriate appliances.

teaching the patient self-care.

monitoring daily output.

preventing moisture-associated skin damage.

Explanation:

The primary goal in the plan of treatment for a patient with a vesicocutaneous fistula is
preventing moisture-associated skin damage because the fistula leaks urine constantly. The



fistula, with a tract from the bladder to the skin’s surface, may exit in various places, such as the
abdomen or perineal area, so management depends partly on location and the ability to apply
an appropriate pouching system. The use of skin barriers to protect the skin is essential.

135.

Maturation of the stoma refers to

eversion of the bowel segment so that the mucosa is exposed.

healing of the mucosa so that it remains intact.

selection of the most appropriate site for placement.

interior healing of anastomoses.

Explanation:

Maturation of the stoma refers to the eversion of the bowel segment so that the mucosa is
exposed. If this eversion is not carried out by the surgeon (such as with a stoma flush with the
skin), the mucosa will eventually mature, but this involves serositis and an inflammatory
response that results in edema of the stoma and eventual eversion. However, this process can
take up to 6 weeks, so surgeons typically evert the mucosa during the surgical procedure when
they form the stoma.

136.

In the postoperative period with a loop stoma, the proximal limb can be identified because it

is flush with the skin.



is marked with brown sutures.

protrudes above the skin.

is marked with red sutures.

Explanation:

In the postoperative period with a loop stoma, the proximal limb can be identified because it
protrudes above the skin and is marked with blue sutures (Vicryl). The distal limb, on the other
hand, is flush with the skin and is marked with brown sutures. (catgut). During surgery, a rod is
placed under the loop to prevent stomal retraction and is left in place for the first 2 to 7 days.

137.

With which procedure is the stoma typically placed on the left side?

abdominal perineal resection

proctocolectomy

ileal conduit anal pouch (IPAA)

low anterior resection

Explanation:

Most stomas are placed on the right side. However, with the abdominal perineal resection, the
stoma is typically placed on the left side. With the Hartmann’s procedure, the stoma may be



placed on either the right or left side. With a cystectomy, if there is an ileal conduit, the stoma is
on the right, if there is a colonic conduit, the stoma is on the left.

138.

Which of the following postoperative skills should the patient with a new ostomy master first?

peristomal skin care

changing the appliance

managing odor

emptying the pouch

Explanation:

The postoperative skills that the patient with a new ostomy should master first is emptying the
pouch because this often needs to be done multiple times a day, so the patient cannot always
wait for assistance. Many patients are discharged from the hospital before they have mastered
all aspects of ostomy care, and education is often continued with home health nurses,
especially if patients are older and may need more time to master the various skills needed.

139.

During preoperative education to prepare a patient for managing a stoma, the nurse should begin by

asking

what the patient already knows about stoma management.



if there are any barriers to care that the nurse should be aware of.

what learning style the patient prefers.

what the patient is most concerned or fearful about.

Explanation:

While all of these issues are important during preoperative education to prepare a patient for
managing a stoma, the nurse should begin by asking what the patient already knows because
there can be huge differences in patients’ health literacy or knowledge about different
procedures. Some patients educate themselves well before surgery and others know virtually
nothing. This information can help the nurse to develop and pace education to fit the patient’s
needs.

140.

Using the PLISSIT model for assessing sexuality, which of the following should the nurse do FIRST

when speaking to the patient about sexual issues associated with an ostomy?

provide limited information about sexual function

provide suggestions for dealing with erectile dysfunction

ask permission to discuss sexual function

suggest intensive therapy

Explanation:



Because patients may be embarrassed and uncomfortable discussing sexual functioning
(especially with someone of the opposite gender), the PLISSIT model begins with asking the
patient’s permission to discuss sexual function. If the patient agrees, then the nurse can go to
the next steps:

P: Ask permission.
LI: Provide limited information about sexual function.
SS: Provide specific suggestions for dealing with sexual dysfunction.
IT: Refer to a specialist in sex therapy for intensive therapy.

If the patient declines, the nurse should tell the patient they can discuss it later if he changes his
mind and ask if there is someone else with whom the patient would feel more comfortable
discussing the issue.

141.

The majority of stomal complications can be attributed to

surgical errors.

underlying health problems.

inability of patient to manage care.

improper siting of stoma.

Explanation:

The majority of stomal complications can be attributed to improper siting of stoma, such as in
an area with creases or folds or where the patient is not able to completely see the stoma.
About half of ostomy patients are still not seen by ostomy nurses preoperatively, and many do
not have the site marked before surgery, and the stoma is placed without adequate
consideration of issues that may arise.



142.

When marking a stoma site, the nurse should first examine the patient

fully clothed and sitting.

fully clothed and supine.

sitting with abdomen exposed.

supine with abdomen exposed.

Explanation:

When marking a stoma site, the nurse should first examine the patient fully clothed and sitting
to determine the type of clothing the patient wears, any belts or appliances, and the sitting
posture. The nurse should ask if the patient must wear any specific type of uniform, clothing, or
equipment (carpenter’s belt, gun holster) as part of work. The nurse should ask the patient to
stand, sit, bend over, and carry out different movements while clothed as well as with the
abdomen exposed.

143.

The primary goals of stoma site markings are to avoid placing the stoma in a crease and to place

the stoma

so that it can be easily camouflaged with clothing.

opposite of the patient’s handedness.

where it will be visible to the patient.


