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1. What is an effective tip for patients regarding scar
management?
A. Encourage the use of silicone gel sheets or cream to

minimize scarring
B. Advise against using any products on the scar
C. Recommend excessive sun exposure for better healing
D. Instruct to keep scars covered at all times

2. What dressing would be appropriate for a wound with a
moderate level of exudate?
A. Hydrocolloid dressing
B. Foam dressing
C. Gauze dressing
D. Transparent film

3. What is the recommended position for a patient with a
pressure ulcer on the sacrum?
A. Supine position
B. Lateral position, avoiding direct pressure on the ulcer
C. Sitting position with leg elevation
D. Prone position

4. What does fibrinolysis refer to?
A. A process that forms new blood vessels
B. A process that prevents clot extension and dissolves the

fibrin clot
C. A process that removes dead tissue
D. A process that enhances immune response

5. What is the FIRST step to take when a patient
demonstrates non-adherence to their treatment plan?
A. Change the treatment plan
B. Talk to the patient about the reasons they are not adhering

to the plan
C. Schedule a follow-up appointment
D. Consult with another healthcare provider

3Sample study guide. Visit https://wcc.examzify.com for the full version

SA
M

PLE



6. What is a common cause of excoriation in the perineal
area?
A. Infection
B. Scratching
C. Friction
D. Moisture

7. What effect do uncontrolled blood glucose levels have on
wound healing?
A. Enhances wound closure
B. Aids in collagen synthesis
C. Reduces collagen synthesis
D. Promotes epithelial growth

8. How often should a wound assessment occur?
A. Daily
B. Monthly
C. Weekly
D. Quarterly

9. Which type of wound closure has a higher risk for infection
and recurrence?
A. Primary intention
B. Secondary intention
C. Delayed primary intention
D. Immediate closure

10. What should a nurse monitor for in patients receiving
anticoagulant therapy?
A. Signs of infection
B. Signs of increased bleeding
C. Signs of dehydration
D. Signs of allergic reaction
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Answers
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1. A
2. B
3. B
4. B
5. B
6. B
7. C
8. C
9. C
10. B
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Explanations
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1. What is an effective tip for patients regarding scar
management?
A. Encourage the use of silicone gel sheets or cream to

minimize scarring
B. Advise against using any products on the scar
C. Recommend excessive sun exposure for better healing
D. Instruct to keep scars covered at all times

Encouraging the use of silicone gel sheets or cream to minimize scarring is an effective
tip for patients regarding scar management. Silicone has been extensively researched
and is known for its efficacy in reducing the appearance of scars. It works by hydrating
the scar tissue and creating a protective barrier, which helps to regulate collagen
production and enhances the healing process. The use of silicone products can lead to
improved scar texture, color, and overall appearance, making them a popular choice
among healthcare professionals in scar management.   In contrast, advising against
using any products on the scar may lead to suboptimal healing and an increased
likelihood of scar formation since moisture and protective barriers are essential in the
healing process. Recommending excessive sun exposure is detrimental, as UV light can
darken scars and impede healing, leading to more noticeable scars over time. Lastly,
instructing patients to keep scars covered at all times could hinder exposure to the air,
which is also important for optimal healing; a balanced approach that includes periods of
exposure to air, along with the application of silicone products, is generally
recommended for effective scar management.

2. What dressing would be appropriate for a wound with a
moderate level of exudate?
A. Hydrocolloid dressing
B. Foam dressing
C. Gauze dressing
D. Transparent film

A foam dressing is appropriate for a wound with a moderate level of exudate due to its
absorbent properties and ability to provide a moist wound environment. Foam dressings
are designed to manage exudate effectively while maintaining moisture balance, which
can facilitate healing and reduce the risk of maceration to surrounding skin. These
dressings also provide cushioning and protection against pressure, friction, and shear
forces.  In terms of the other options: hydrocolloid dressings are excellent for low to
moderate exudate but may not absorb enough fluid from wounds with moderate exudate,
risking leakage. Gauze dressings can wick moisture away but often require more frequent
changes and may not maintain the necessary moisture balance as effectively as foam.
Transparent films are primarily used for superficial wounds with minimal exudate
because they are non-absorbent and can lead to issues with maceration if used on more
exuding wounds.
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3. What is the recommended position for a patient with a
pressure ulcer on the sacrum?
A. Supine position
B. Lateral position, avoiding direct pressure on the ulcer
C. Sitting position with leg elevation
D. Prone position

The recommended position for a patient with a pressure ulcer on the sacrum is the
lateral position while avoiding direct pressure on the ulcer. This position is ideal because
it helps to relieve pressure from the sacral area, reducing the risk of further tissue
damage and promoting healing.   When a patient is placed in the lateral position, careful
positioning with appropriate cushioning can alleviate pressure on the affected area. This
method allows for better blood circulation to the tissues surrounding the ulcer, which is
crucial for healing. Additionally, it can also help in repositioning techniques that can be
implemented to maximize comfort and minimize pressure points.  In contrast,
maintaining a supine position may not effectively reduce pressure on the sacral area and
can sometimes exacerbate existing ulcers. The sitting position with leg elevation does not
adequately relieve pressure from the sacrum and could lead to increased pressure on the
ischial tuberosities. The prone position is typically not comfortable and can create
pressure on other vulnerable areas, making it less practical for someone with a sacral
ulcer. Therefore, the lateral position is the most appropriate choice for patients with
pressure ulcers on the sacrum.

4. What does fibrinolysis refer to?
A. A process that forms new blood vessels
B. A process that prevents clot extension and dissolves the

fibrin clot
C. A process that removes dead tissue
D. A process that enhances immune response

Fibrinolysis is the biological process responsible for the breakdown of fibrin in blood
clots. This process is crucial for preventing excessive clot formation and allowing normal
blood flow to resume after a clot has formed. In the context of wound healing, fibrinolysis
helps to regulate the size and duration of the clot, ensuring it does not persist longer
than necessary.   During fibrinolysis, enzymes such as plasminogen activators are
involved in converting plasminogen into plasmin, which actively dissolves the fibrin
matrix that stabilizes the clot. This dissolution of fibrin occurs in a controlled manner,
allowing for the eventual transition from clotting to healing and tissue regeneration. 
Other processes listed, such as forming new blood vessels or enhancing immune
responses, relate to different biological mechanisms involved in wound healing but do
not directly pertain to the specific function of fibrinolysis. Thus, the correct choice
reflects the primary function of fibrinolysis in maintaining hemostasis and facilitating
healing.
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5. What is the FIRST step to take when a patient
demonstrates non-adherence to their treatment plan?
A. Change the treatment plan
B. Talk to the patient about the reasons they are not adhering

to the plan
C. Schedule a follow-up appointment
D. Consult with another healthcare provider

The first step to take when a patient demonstrates non-adherence to their treatment plan
is to engage in a conversation with the patient to understand the reasons behind their
non-compliance. This is essential because non-adherence can stem from various factors,
such as misunderstanding the treatment, experiencing side effects, or having personal or
socio-economic barriers that prevent them from following the prescribed plan.  By
talking to the patient, healthcare providers can gather valuable insights into the specific
challenges the patient is facing. This open dialogue fosters a trusting relationship, allows
the provider to clarify any misunderstandings, and creates an opportunity to
collaboratively address any barriers to adherence. Understanding the patient's
perspective enables tailoring of the treatment plan based on their unique needs and
preferences, which can ultimately improve compliance and outcomes.  Other options may
provide solutions but are not ideal starting points. Changing the treatment plan without
first assessing the patient's concerns may overlook critical issues that could be
effectively resolved through discussion. Scheduling a follow-up appointment, while
important, would not address the immediate issue of non-adherence. Consulting with
another healthcare provider may be warranted in complex situations but is premature
without first understanding the patient's own perspective.

6. What is a common cause of excoriation in the perineal
area?
A. Infection
B. Scratching
C. Friction
D. Moisture

The choice of scratching as a common cause of excoriation in the perineal area
recognizes that mechanical irritation from the act of scratching can lead to damage of
the skin. Scratching can occur as a response to itching, which often arises from a variety
of underlying issues such as allergies, irritation, or infections. When the skin in the
perineal area is scratched, it can disrupt the epidermal layer, leading to abrasions,
inflammation, and subsequent excoriation.  Friction can also contribute to skin issues in
sensitive areas, often exacerbated by movement or the presence of clothing. While
moisture is a notable factor in skin integrity that can lead to conditions such as
maceration, it is the direct mechanical action of scratching that primarily results in
excoriation. Infection, while a potential cause of itching, typically leads to other
symptoms and wouldn’t directly produce excoriation unless there is accompanying
irritation prompting scratching.
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7. What effect do uncontrolled blood glucose levels have on
wound healing?
A. Enhances wound closure
B. Aids in collagen synthesis
C. Reduces collagen synthesis
D. Promotes epithelial growth

Uncontrolled blood glucose levels significantly impair wound healing due to their
detrimental effects on various cellular functions that are critical for the healing process.
High blood glucose concentrations can lead to glycosylation of proteins, which alters
their functional integrity and reduces their effectiveness. Specifically, elevated glucose
levels reduce collagen synthesis, a fundamental component of the wound healing
cascade. Collagen is essential for providing structural support in the healing tissue, and
any reduction in its synthesis can lead to delayed healing, increased risk of infection, and
ultimately, poorer outcomes in wound repair.  Additionally, uncontrolled blood glucose
can impair angiogenesis (the formation of new blood vessels), inflammatory response,
and the function of immune cells, further exacerbating the wound healing process. It’s
crucial for individuals with wounds, especially those with diabetes, to maintain controlled
blood glucose levels to promote optimal healing.

8. How often should a wound assessment occur?
A. Daily
B. Monthly
C. Weekly
D. Quarterly

Regular wound assessment is essential for effective wound management and healing.
Conducting assessments weekly is appropriate because it allows for adequate monitoring
of the wound's progress, ensures timely adjustments to the treatment plan, and helps in
identifying any complications early on. Weekly assessments also strike a balance between
being frequent enough to capture changes while not being so excessive that they become
burdensome for healthcare providers or the patient.  Daily assessments, while beneficial
in certain acute situations, can lead to increased stress for patients and may not provide
additional valuable information if the wound is stable. Monthly or quarterly assessments
are generally too infrequent to catch changes in the condition of the wound, potentially
allowing small issues to develop into more significant problems. Thus, weekly
assessments provide the best approach for ongoing evaluation and management of
wounds.
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9. Which type of wound closure has a higher risk for infection
and recurrence?
A. Primary intention
B. Secondary intention
C. Delayed primary intention
D. Immediate closure

The choice of delayed primary intention involves closing a wound after a certain period of
time, typically allowing for an initial period during which the wound is left open. This
method is often used for wounds that are at high risk for infection or that have
significant contamination or tissue loss. By allowing the wound to remain open initially,
any infectious material can be drained away and the overall condition of the wound can
be assessed before closure.  However, this approach can lead to a higher risk for
infection because the wound is open to the environment for a longer duration, which can
lead to exposure to pathogens. Additionally, once the wound is closed after this delay,
there may be a higher chance of recurrence or complications due to the initial
contamination and healing dynamics involved.  In contrast, primary intention involves
direct closure of clean wounds with sutures, staples, or adhesive strips, which typically
has a lower infection risk, while secondary intention allows for healing from the bottom
up and is often used for more complicated or contaminated wounds. Immediate closure,
similarly, minimizes the time the wound is exposed and usually results in lower infection
rates. Thus, delayed primary intention entails a careful balance of risks that can increase
the chances of infection and recurrence compared to other closure methods.

10. What should a nurse monitor for in patients receiving
anticoagulant therapy?
A. Signs of infection
B. Signs of increased bleeding
C. Signs of dehydration
D. Signs of allergic reaction

Monitoring for signs of increased bleeding is crucial for patients receiving anticoagulant
therapy because these medications work by inhibiting blood clotting mechanisms, which
increases the risk of significant bleeding complications. This risk can be especially
pronounced in patients who have other comorbidities or are taking additional
medications that may also affect coagulation.   Signs of increased bleeding can manifest
as unusual bruising, prolonged bleeding from cuts, blood in urine or stool, or frequent
nosebleeds. Recognizing these signs early allows for prompt intervention, potentially
preventing severe complications such as hemorrhagic events, which can be
life-threatening.   While monitoring for signs of infection, dehydration, and allergic
reactions is also important in general patient care, these are not the primary concerns
directly related to the effects of anticoagulant therapy. Therefore, the focus on bleeding
is particularly relevant in this context.
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