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1. What is the primary goal in managing a chronic wound?

A. To enhance healthy tissue formation and minimize
complications

B. To achieve immediate closure of the wound
C. To avoid any dressing changes

D. To eliminate the need for any further treatment

2. 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

3. Wounds closed by tertiary intention allow for what?
A. Immediate closure

B. Healing without intervention
C. Time for infection to resolve
D. Minimization of scarring

4. What risk factor MUST be present for a pressure injury to
develop?

A. Age over 65

B. Mobility/activity limitations
C. Dehydration

D. Obesity

5. Which skin cell type is responsible for protecting against
harmful UV radiation?

A. Keratinocyte
B. Melanocyte
C. Fibroblast
D. Adipocyte
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6. How is crepitus best described?
A. An accumulation of fluid in the wound
B. An accumulation of air or gas in the tissues
C. Infection in the wound area
D. A type of necrosis in the tissue

7. What is a common consequence of not conducting annual
wound care competency assessments?

A. Decreased patient satisfaction

B. Increased staff confidence

C. Enhanced clinical outcomes

D. Reduced staff knowledge and skills

8. Which dressing would be most appropriate to protect a
fragile wound base from trauma?

A. Gauze dressing
B. Foam dressing
C. Contact layer
D. Tape dressing

9. Why is it important to alleviate pain in wound care
patients?

A. Acute pain increases anxiety levels

B. Acute pain increases circuiting epinephrine which leads to
vasoconstriction

C. Management of pain prolongs recovery
D. All of the above

10. According to the ISTAP Skin Tear Classification, what
type of skin tear results in a partial flap loss?

A. Type 1
B. Type 2
C. Type 3
D. Type 4
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1. What is the primary goal in managing a chronic wound?

A. To enhance healthy tissue formation and minimize
complications

B. To achieve immediate closure of the wound
C. To avoid any dressing changes
D. To eliminate the need for any further treatment

The primary goal in managing a chronic wound is to enhance healthy tissue formation
and minimize complications. Chronic wounds often present significant challenges due to
their prolonged healing time and the various factors that may impede healing, such as
poor circulation, infection, or underlying health conditions. By focusing on promoting
the formation of healthy granulation tissue and epithelialization, practitioners can create
a conducive environment for healing. This approach not only helps in the wound healing
process but also reduces the risk of complications like infections or further tissue
deterioration. While achieving immediate closure of the wound may be a desirable
outcome, it is not the primary goal. Sudden closure can sometimes mask underlying
issues and lead to recurrence or other complications. Avoiding any dressing changes does
not contribute to the healing process and might hinder assessment and treatment of the
wound. Finally, eliminating the need for any further treatment fails to acknowledge that
chronic wounds may require ongoing management and adjustments in care based on
their development over time. Thus, the focus should always remain on fostering a healing
environment and optimizing outcomes through well-planned interventions.

2. 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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3. Wounds closed by tertiary intention allow for what?
A. Immediate closure
B. Healing without intervention
C. Time for infection to resolve

D. Minimization of scarring

When discussing wounds closed by tertiary intention, it is important to recognize the
unique characteristics of this healing method. Tertiary intention closure, also known as
delayed primary closure, is utilized for wounds that may initially be contaminated or at
an increased risk of infection. In this scenario, leaving the wound open allows time for
any potential infection to resolve before the wound is surgically closed. This approach is
particularly beneficial because it reduces the likelihood of complications associated with
infection, promoting a safer healing environment. After the inflammation subsides and
the infection risk is assessed to be low, the wound can then be carefully closed,
optimizing healing outcomes. In contrast, immediate closure involves stitching up a
wound right away, which is typically not advisable when there is a risk of infection.
Healing without intervention does not apply here, as tertiary intention specifically
requires monitoring and intervention later. While minimizing scarring can be an indirect
effect of proper wound management, it is not the primary goal of tertiary intention
closure. Therefore, the correct understanding centers around allowing time for any
infection to resolve before moving forward with closure.

4. What risk factor MUST be present for a pressure injury to
develop?

A. Age over 65

B. Mobility/activity limitations
C. Dehydration

D. Obesity

For a pressure injury to develop, the critical risk factor that must be present is mobility
or activity limitations. Pressure injuries occur when there is prolonged pressure on the
skin, particularly in individuals who are unable to change positions frequently. The
tissues under the skin, particularly over bony areas, become subjected to sustained
pressure, which can lead to tissue ischemia and ultimately tissue damage. While other
factors like age, dehydration, and obesity can contribute to the risk of developing
pressure injuries, they are not absolute prerequisites. Mobility limitations directly create
the condition for pressure injuries to arise because individuals who cannot shift their
weight or reposition themselves are more prone to sustained pressure on specific areas
of the body. This makes it essential for caregivers and healthcare professionals to assess
and manage mobility limits to prevent the occurrence of pressure injuries.
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5. Which skin cell type is responsible for protecting against
harmful UV radiation?

A. Keratinocyte
B. Melanocyte
C. Fibroblast
D. Adipocyte

The melanocyte is the skin cell type responsible for protecting against harmful
ultraviolet (UV) radiation. Melanocytes produce melanin, a pigment that absorbs UV
radiation from sunlight. This absorption helps to prevent DNA damage in skin cells,
which can lead to skin cancer. The amount and type of melanin produced determine the
level of protection offered, with individuals who have darker skin generally having more
melanin and, consequently, better natural protection against UV radiation. In the
context of skin health and wound care, understanding the role of melanocytes is crucial,
as protection against UV exposure helps prevent further complications and damage to
the skin, particularly in wounds that may be exposed to the sun. While keratinocytes
also play a significant role in the skin's barrier function and overall integrity, it is the
melanocytes that specifically counteract UV radiation through melanin production.
Fibroblasts are involved in the formation of connective tissue and healing, while
adipocytes store fat and affect skin texture and insulation, rather than directly protecting
against UV rays.

6. How is crepitus best described?
A. An accumulation of fluid in the wound

B. An accumulation of air or gas in the tissues
C. Infection in the wound area

D. A type of necrosis in the tissue

Crepitus is best described as an accumulation of air or gas in the tissues. This
phenomenon occurs when air escapes from the lungs or gastrointestinal tract into the
subcutaneous tissue, often as a result of an injury or surgery that disrupts the integrity
of tissues. It is characterized by a palpable or audible crackling sensation when the
affected area is palpated, which can be associated with certain conditions, such as gas
gangrene or pneumothorax. The presence of crepitus is significant in wound care as it
can indicate underlying complications, such as infection or tissue injury, that need to be
addressed. Recognizing crepitus in a clinical setting is vital for prompt diagnosis and
management of potential issues related to air or gas accumulation.
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7. What is a common consequence of not conducting annual
wound care competency assessments?

A. Decreased patient satisfaction
B. Increased staff confidence
C. Enhanced clinical outcomes

D. Reduced staff knowledge and skills

The selection of reduced staff knowledge and skills as the correct answer highlights a
critical aspect of wound care management. Conducting annual competency assessments
is essential for ensuring that healthcare personnel remain knowledgeable about the
latest practices, guidelines, and technologies in wound care. Without these regular
evaluations, there is a risk that staff may not stay updated on new treatment protocols or
changes in best practices. This stagnation can lead to diminished clinical skills and
decision-making capabilities, which are vital in providing effective wound care. The
dynamic nature of healthcare, particularly in specialized fields like wound care,

necessitates continuous training and skill assessment to maintain high standards of care.

In contrast, decreased patient satisfaction may occur as a result of inadequate staff
performance, but it is a secondary effect of reduced knowledge and skills rather than a
direct consequence. Increased staff confidence typically stems from ongoing education
and practice, making it unlikely to be a consequence of not conducting assessments.
Lastly, enhanced clinical outcomes correlate with well-trained staff who possess
up-to-date knowledge, so lacking annual competency assessments would not contribute
to improved outcomes. Thus, reduced staff knowledge and skills is a direct and
concerning consequence of neglecting annual competency evaluations in wound care.

8. Which dressing would be most appropriate to protect a
fragile wound base from trauma?

A. Gauze dressing
B. Foam dressing
C. Contact layer

D. Tape dressing

The choice of a contact layer dressing for protecting a fragile wound base is particularly
suitable because these dressings are designed to be non-adherent, minimizing trauma
upon dressing changes. A contact layer dressing acts as a barrier between the wound and
the external environment, thereby reducing the risk of further injury to the fragile tissue.
Their unique construction promotes a moist wound healing environment, which is
essential for the healing process, while also allowing exudate to pass through to a
secondary dressing if needed. In contrast, gauze dressings can be abrasive and may stick
to the wound bed, increasing the risk of trauma during removal. Foam dressings, while
providing cushioning and absorption, may not ensure the same level of gentleness
directly against fragile tissue. Tape dressings, although useful for securing other
dressings, do not directly contribute to wound protection and can cause further damage
to delicate skin upon removal. Therefore, the contact layer is the best choice for
safeguarding fragile wounds while promoting optimal healing conditions.
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9. Why is it important to alleviate pain in wound care
patients?

A. Acute pain increases anxiety levels

B. Acute pain increases circuiting epinephrine which leads to
vasoconstriction

C. Management of pain prolongs recovery
D. All of the above

Alleviating pain in wound care patients is crucial for several reasons that interconnect
physical and psychological aspects of healing. One significant aspect is that acute pain
can result in the release of stress hormones like epinephrine, which can lead to
vasoconstriction. Vasoconstriction can impede blood flow to the affected area, which is
essential for delivering nutrients and oxygen required for wound healing. Therefore,
managing pain not only helps improve the patient's comfort but also supports optimal
circulation necessary for recovery. Additionally, acute pain does increase anxiety levels,
which can further complicate a patient’s healing process. Anxiety can trigger
physiological responses that may impede recovery, illustrating the importance of
addressing pain holistically, considering both physical sensations and emotional
responses. Furthermore, while pain management is vital, it does not necessarily prolong
recovery; quite the opposite because, by reducing pain and allowing the patient to
engage more fully in rehabilitation or wound care procedures, it may actually enhance
the healing process. Focusing on the significance of alleviating pain emphasizes the
need for a comprehensive approach to wound care that encompasses emotional and
physiological well-being to facilitate faster and more effective healing.

10. According to the ISTAP Skin Tear Classification, what
type of skin tear results in a partial flap loss?

A. Type 1

B. Type 2
C. Type 3
D. Type 4

In the ISTAP Skin Tear Classification, a type 2 skin tear is characterized by a partial flap
loss. This occurs when the skin flap is partially still attached but not fully intact,
meaning that there is some loss of viable skin that affects the healing process.
Understanding this classification is crucial for wound care professionals, as it helps in
determining the appropriate management and treatment of skin tears based on the
degree of tissue loss. Type 1 skin tears have full flap apposition without any loss of
tissue, while type 3 skin tears represent a complete loss of the skin flap. Type 4 does not
exist in this particular classification. Recognizing the specific type of skin tear allows for

a tailored approach to care, improving patient outcomes and facilitating proper healing
protocols.
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