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1. What type of assessment would include testing range of
motion and muscle strength in the foot?
A. Circulatory assessment
B. Neurological assessment
C. Biomechanical assessment
D. Orthopedic assessment

2. Which statement about lipidema is true?
A. Lipidema usually affects one lower extremity and is painful
B. Lipidema is always bilateral and ends at the ankle
C. Lipidema has a positive Stemmer sign
D. Lipidema is characterized by pronounced fibrosis

3. What is a common characteristic of psoriasis?
A. Red patches with vesicles
B. Scaly plaques with silver scaling
C. Dry, cracked skin
D. Hypopigmented patches

4. What score would the nurse assign a patient with full-body
weeping edema for Moisture on the Braden Scale?
A. 1
B. 2
C. 3
D. 4

5. What type of cells release growth factors during the
inflammation stage of wound healing?
A. Fibroblasts
B. Keratinocytes
C. Macrophages
D. Endothelial cells
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6. What is the main purpose of applying a multi-layer
compression wrap for venous ulcers?
A. To promote healing through moisture retention.
B. To provide mechanical support and reduce edema.
C. To enhance wound cleansing and debridement.
D. To prevent infection from developing.

7. Which of the following best describes a typical
characteristic of necrotic tissue on a wound?
A. Moist and pink
B. Dry and hard
C. Soft and yellow
D. Foul smelling and wet

8. What is a sign of increased wound infection?
A. Stable size
B. Decreased exudate
C. New area of breakdown
D. Reduced pain

9. Which dressing is commonly used for patients with Toxic
Epidermal Necrolysis?
A. Gauze dressing
B. Petrolatum dressing
C. Hydrocolloid dressing
D. Transparent film dressing

10. What is the rapid indicator of decreased protein intake or
calorie intake?
A. Albumin
B. Prealbumin
C. Transferrin
D. C-reactive protein
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Answers
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1. B
2. B
3. B
4. B
5. A
6. B
7. D
8. C
9. B
10. B
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Explanations
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1. What type of assessment would include testing range of
motion and muscle strength in the foot?
A. Circulatory assessment
B. Neurological assessment
C. Biomechanical assessment
D. Orthopedic assessment

The type of assessment that would involve testing range of motion and muscle strength
in the foot is best categorized as a biomechanical assessment. Biomechanics examines
the structure and function of the musculoskeletal system, focusing on how the body
moves as well as testing for strength and range of motion. When evaluating foot
movement, a biomechanical assessment aims to understand the mechanics of the foot,
including joint function and muscle engagement.  Range of motion tests assess the
extent to which joints can move, while muscle strength tests evaluate the force exerted
by muscles during movement. These components are crucial for diagnosing any potential
issues related to movement or strength that could affect mobility or lead to further
complications in wound care.  In contrast, circulatory assessments are more focused on
the blood flow and vascular health of the area, while neurological assessments would
evaluate sensory perception and nerve function. Orthopedic assessments typically refer
to the evaluation of bones, joints, and soft tissues but may not emphasize muscle
strength and motion in the same specific manner as a biomechanical assessment.

2. Which statement about lipidema is true?
A. Lipidema usually affects one lower extremity and is painful
B. Lipidema is always bilateral and ends at the ankle
C. Lipidema has a positive Stemmer sign
D. Lipidema is characterized by pronounced fibrosis

The statement that lipidema is always bilateral and ends at the ankle is accurate. In
lipidema, the abnormal accumulation of fat predominantly affects the lower extremities,
most commonly both legs symmetrically. This condition leads to a distinct appearance
where the lower limb's circumference is disproportionately larger compared to the upper
body. Typically, the swelling and fat distribution extend down to the ankles, resulting in a
characteristic cuff-like appearance around the ankles, while the feet usually remain
unaffected. This bilateral nature and specific demarcation at the ankle are essential in
differentiating lipidema from other conditions such as lymphedema, where the
distribution and involvement may vary. Understanding these characteristics can help in
accurately diagnosing and managing patients presenting with such symptoms.
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3. What is a common characteristic of psoriasis?
A. Red patches with vesicles
B. Scaly plaques with silver scaling
C. Dry, cracked skin
D. Hypopigmented patches

Psoriasis is characterized by the presence of scaly plaques that are typically covered with
silvery-white scaling. This distinctive appearance arises due to the rapid turnover of skin
cells that occurs in individuals with psoriasis, leading to the accumulation of dead skin
cells on the surface. The plaques are often red or inflamed and can appear on various
parts of the body, particularly on the elbows, knees, and scalp.  The presence of silver
scaling is a hallmark feature in diagnosing psoriasis and differentiating it from other
skin conditions. The scales can easily flake off, and the underlying skin may be red and
inflamed, contributing to the overall clinical picture of psoriasis.  In contrast, other
options represent characteristics of different skin conditions. For example, red patches
with vesicles may suggest a condition like eczema or contact dermatitis, dry, cracked
skin might be indicative of conditions like ichthyosis or eczema, and hypopigmented
patches are often seen in vitiligo or other pigmentation disorders. Therefore, the
presence of scaly plaques with silver scaling is a defining feature of psoriasis that is not
typically associated with these other conditions.

4. What score would the nurse assign a patient with full-body
weeping edema for Moisture on the Braden Scale?
A. 1
B. 2
C. 3
D. 4

In the context of the Braden Scale, moisture assessment focuses on the degree to which
the patient's skin is exposed to moisture, which can affect skin integrity and the risk of
developing pressure ulcers. For a patient with full-body weeping edema, the skin is
significantly moist due to the excess fluid.   A score of 2 on the moisture category of the
Braden Scale indicates that the patient experiences "moist skin often," suggesting that
the skin is not consistently dry and that there is a higher risk for skin breakdown. This
aligns well with the condition of having full-body weeping edema, as the moisture present
can lead to maceration and increased vulnerability of the skin.  In contrast, lower scores
would reflect less moisture and a possibly lower risk of skin breakdown, which does not
apply to the scenario described. A score of 3 or 4 suggests better skin moisture status,
which would not be appropriate for a patient experiencing weeping edema. Therefore, a
score of 2 accurately captures the increased moisture level that could compromise skin
integrity in this situation.

9Sample study guide. Visit https://certifiedwoundcarenurse.examzify.com for the full version

SA
M

PLE



5. What type of cells release growth factors during the
inflammation stage of wound healing?
A. Fibroblasts
B. Keratinocytes
C. Macrophages
D. Endothelial cells

During the inflammation stage of wound healing, macrophages play a crucial role in
releasing growth factors. These specialized immune cells are among the first responders
to injury and are essential for orchestrating the healing process. Their primary function
is to ingest and break down debris and pathogens, but they are also pivotal in secreting a
variety of cytokines and growth factors that facilitate tissue repair.  Macrophages
produce and release several key growth factors such as vascular endothelial growth
factor (VEGF), transforming growth factor-beta (TGF-β), and platelet-derived growth
factor (PDGF). These factors stimulate the proliferation of fibroblasts, keratinocytes, and
endothelial cells, contributing to the formation of granulation tissue, angiogenesis, and
re-epithelialization.  While fibroblasts do play a significant role in the proliferation phase
by producing collagen and extracellular matrix components, it is primarily macrophages
that are responsible for initiating this cascade of healing through the release of growth
factors during the inflammatory response. This engagement is critical for transitioning
the wound from the inflammatory stage to the proliferative stage of healing.

6. What is the main purpose of applying a multi-layer
compression wrap for venous ulcers?
A. To promote healing through moisture retention.
B. To provide mechanical support and reduce edema.
C. To enhance wound cleansing and debridement.
D. To prevent infection from developing.

The main purpose of applying a multi-layer compression wrap for venous ulcers is to
provide mechanical support and reduce edema. Venous ulcers are often associated with
chronic venous insufficiency, which leads to increased pressure in the veins and
subsequent swelling (edema) in the surrounding tissues. Multi-layer compression
therapy helps to regulate this pressure, supporting venous return and effectively
reducing edema. By applying compression, the wraps help to minimize the pooling of
blood in the lower legs and promote better circulation, which is crucial for wound
healing.  While moisture retention is important for general wound care, it is not the
primary function of multi-layer compression wraps. Additionally, cleansing and
debridement are typically addressed through specific wound care products and
techniques rather than through compression therapy. Although preventing infection is a
critical aspect of overall wound management, the multi-layer compression wraps are not
primarily designed for this purpose, but rather to enhance circulation and facilitate
healing indirectly through edema reduction.
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7. Which of the following best describes a typical
characteristic of necrotic tissue on a wound?
A. Moist and pink
B. Dry and hard
C. Soft and yellow
D. Foul smelling and wet

Necrotic tissue is characterized by its non-viable status, which can often be associated
with a foul smell due to the presence of bacteria and decay, indicating tissue breakdown.
This tissue can also be wet as it is frequently associated with wound exudate that
accumulates as the cells die off. Therefore, the description of necrotic tissue as "foul
smelling and wet" aligns aptly with the typical features of tissue undergoing necrosis,
where the decomposition process results in unpleasant odors and moisture due to
infection or excessive fluid.   In contrast, the other descriptions do not accurately
represent necrotic tissue. For instance, moist and pink would suggest viable and healing
tissue rather than necrotic. Dry and hard might correspond to eschar, but it does not
encompass all forms of necrotic tissue, especially those that are more wet and decayed.
Soft and yellow may refer to slough, which is a different type of non-viable tissue, often
moist but not necessarily indicative of necrosis. Thus, the characteristics of necrotic
tissue are best captured by the description of "foul smelling and wet."

8. What is a sign of increased wound infection?
A. Stable size
B. Decreased exudate
C. New area of breakdown
D. Reduced pain

A new area of breakdown is a significant sign of increased wound infection. This suggests
that the wound is not healing properly and may be deteriorating due to infection. When a
wound becomes infected, the surrounding tissues can become compromised, leading to
the development of new areas of breakdown. This may result from the inflammatory
response to infection, which can lead to tissue damage and an increased risk of further
complications.  In assessing a wound, it's important to note that a stable size indicates
that the wound is maintaining its previous dimensions and may be healing adequately,
whereas decreased exudate typically reflects improved healing, as less drainage usually
signifies that the wound is becoming less inflamed. Reduced pain is also often associated
with healing wounds, as pain can decrease when inflammation resolves. Therefore, the
emergence of a new area of breakdown is a clear indicator that the wound is
encountering problems, such as infection, requiring immediate attention and
intervention.
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9. Which dressing is commonly used for patients with Toxic
Epidermal Necrolysis?
A. Gauze dressing
B. Petrolatum dressing
C. Hydrocolloid dressing
D. Transparent film dressing

Petrolatum dressings are commonly used for patients with Toxic Epidermal Necrolysis
(TEN) due to their protective and moisturizing properties. TEN is a severe skin condition
characterized by widespread epidermal detachment and the formation of painful skin
lesions. The skin becomes fragile and at risk for infection, necessitating a dressing that
provides a barrier while promoting a moist wound environment conducive to healing. 
Petrolatum dressings, such as ointments or impregnated gauze, create a semi-occlusive
barrier that helps retain moisture and promotes a healing environment. This can
minimize pain and facilitate the healing of superficial wounds while protecting them
from external contaminants.  In contrast, other types of dressings may not provide the
same level of moisture retention or protection against environmental factors. For
example, gauze dressings might stick to the wound and cause further pain during
changes, hydrocolloid dressings may not adhere properly to severely compromised skin,
and transparent film dressings might lack the necessary moisture retention properties
required for managing the delicate skin affected by TEN. Therefore, petrolatum
dressings are favored in this situation for their soothing and protective characteristics.

10. What is the rapid indicator of decreased protein intake or
calorie intake?
A. Albumin
B. Prealbumin
C. Transferrin
D. C-reactive protein

Prealbumin is a sensitive marker for assessing nutritional status, particularly protein and
calorie intake. It has a shorter half-life compared to other proteins like albumin, allowing
changes in its levels to reflect recent changes in dietary intake. While albumin can
indicate long-term protein status, prealbumin's rapid response to variations in dietary
intake makes it more suitable for monitoring acute changes in nutritional support. 
Prealbumin levels can drop within 24 to 48 hours of decreased protein intake, making it
an effective tool in clinical settings to quickly evaluate if a patient's nutritional needs are
being met. This characteristic is particularly important in wound care management,
where adequate nutrition plays a crucial role in healing.  Other options, while they are
nutritional markers, do not respond as swiftly to changes in intake as prealbumin does.
For example, albumin has a longer half-life and can be influenced by other factors such
as hydration status and chronic illnesses, making it less reliable for short-term
assessment. Transferrin also relates to nutritional status but is influenced by iron levels,
while C-reactive protein is primarily an inflammatory marker and does not directly
indicate nutritional intake.

 v-1757725305 | Page 12Sample study guide. Visit https://certifiedwoundcarenurse.examzify.com for the full version

SA
M

PLE


