
Here are 50 questions on pressure area assessment, along 

with their correct answers and explanations: 

 

1) Q: What is pressure area assessment? 

A: Pressure area assessment is the evaluation of a patient's skin and 

underlying tissues to identify areas at risk of pressure ulcers or bedsores. 

 

2) Q: Which of the following is not a risk factor for pressure ulcers? 

a) Age 

b) Obesity 

c) Good nutrition 

d) Immobility 

A: c) Good nutrition 

R: Good nutrition is actually a protective factor that can help prevent 

pressure ulcers, whereas the other options increase the risk. 

 

3) Q: What is the most common site for pressure ulcers? 

A: The sacrum/coccyx (lower back) is the most common site for pressure 

ulcers due to the pressure exerted when lying on the back. 

 

4) Question: 

What is the most common site for pressure ulcer development? 

Answer: Sacrum 

Rationale: The sacrum is the most common site for pressure ulcers 

because it bears the most pressure when a person is in a seated or lying 

position. 

 

5) Question: 

What is the first sign of a pressure ulcer? 

Answer: Redness over a localized area 

Rationale: The initial sign of a pressure ulcer is usually non-blanchable 

erythema, which is redness over a localized area that does not fade when 

pressure is applied. 

 

6) Question: 

What is the term for a partial-thickness loss of skin involving the 

epidermis or dermis? 

Answer: Stage 2 pressure ulcer 

Rationale: A stage 2 pressure ulcer refers to a partial-thickness loss of 

skin that typically involves the epidermis or dermis. 

 

7) Question: 



Which stage of pressure ulcer involves full-thickness tissue loss with 

exposed bone, tendon, or muscle? 

Answer: Stage 4 pressure ulcer 

Rationale: A stage 4 pressure ulcer involves full-thickness tissue loss with 

exposed bone, tendon, or muscle. It is the most severe stage of pressure 

ulcers. 

 

8) Question: 

What is the term for a pressure ulcer that appears as a blister or intact skin 

filled with fluid? 

Answer: Stage 3 pressure ulcer 

Rationale: A stage 3 pressure ulcer refers to a full-thickness loss of skin 

that may appear as a blister or intact skin filled with fluid. 

 

9) Question: 

What is the term for a pressure ulcer with intact skin that is non-

blanchable? 

Answer: Stage 1 pressure ulcer 

Rationale: A stage 1 pressure ulcer refers to an area of intact skin that is 

non-blanchable, meaning it does not turn white or pale when pressure is 

applied. 

 

10) Question: 

What is the first sign of a deep tissue injury? 

Answer: Discolored or purple skin 

Rationale: The first sign of a deep tissue injury is typically discolored or 

purple skin. It may also appear as a blood-filled blister. 

 

11) Question: 

What is the term for an area of localized tissue damage resulting from 

sustained pressure? 

Answer: Pressure ulcer 

Rationale: A pressure ulcer is an area of localized tissue damage that 

occurs due to sustained pressure on the skin and underlying tissues. 

 

12) Question: 

Which factors increase the risk of pressure ulcer development? (Select all 

that apply) 

a) Immobility 

b) Poor nutrition 

c) Moisture 

d) Excessive physical activity 

Answer: a) Immobility, b) Poor nutrition, c) Moisture 



Rationale: Immobility, poor nutrition, and moisture are all risk factors for 

pressure ulcer development. Excessive physical activity is not a risk 

factor; in fact, it promotes blood circulation and reduces the risk. 

 

13) Question: 

What is the recommended frequency for repositioning a patient to prevent 

pressure ulcers? 

Answer: Every 2 hours 

Rationale: Repositioning a patient every 2 hours is recommended to 

redistribute pressure and prevent the development of pressure ulcers. 

 

14) Question: 

What should be used to protect bony prominences and reduce pressure in 

at-risk areas? 

Answer: Cushions or padding 

Rationale: Cushions or padding can help protect bony prominences and 

reduce pressure in at-risk areas, thereby preventing pressure ulcer 

development. 

 

15) Question: 

Which healthcare professionals should be involved in the prevention and 

management of pressure ulcers? (Select all that apply) 

a) Nurses 

b) Physical therapists 

c) Dietitians 

d) Pharmacists 

Answer: a) Nurses, b) Physical therapists, c) Dietitians 

Rationale: Nurses, physical therapists, and dietitians are all involved in 

the prevention and management of pressure ulcers. Pharmacists may 

provide support in medication management but are not directly involved 

in pressure ulcer care. 

 

16. Question: 

Which of the following is a sign of infection in a pressure ulcer? (Select 

all that apply) 

a) Increased redness and warmth 

b) Purulent drainage 

c) Foul odour 

d) Decreased pain 

Answer: a) Increased redness and warmth, b) Purulent drainage, c) Foul 

odour 

Rationale: Increased redness and warmth, purulent drainage, and foul 

odour are all signs of infection in a pressure ulcer. Decreased pain is not 

typically associated with infection. 

 



16) Question: 

What is the term for the process of removing dead or damaged tissue 

from a pressure ulcer? 

Answer: Debridement 

Rationale: Debridement is the process of removing dead or damaged 

tissue from a pressure ulcer to promote wound healing. 

 

17) Question: 

Which stage of pressure ulcer indicates an area of persistent non-

blanchable deep red, maroon, or purple discoloration? 

Answer: Unstageable pressure ulcer 

Rationale: An unstageable pressure ulcer indicates an area of persistent 

non-blanchable deep red, maroon, or purple discoloration where the stage 

cannot be determined due to the presence of eschar or slough. 

 

18) Question: 

What is the term for the application of negative pressure to a wound to 

promote healing? 

Answer: Negative pressure wound therapy (NPWT) 

Rationale: Negative pressure wound therapy (NPWT) is the application 

of negative pressure to a wound to promote healing by removing excess 

fluid and promoting the formation of healthy tissue. 

 

19) Question: 

Which type of dressing is commonly used for stage 3 and stage 4 pressure 

ulcers? 

Answer: Hydrocolloid dressing 

Rationale: Hydrocolloid dressings are commonly used for stage 3 and 

stage 4 pressure ulcers. They provide a moist environment for wound 

healing and can help manage exudate. 

 

20) Question: 

What is the term for a pressure ulcer that extends through the dermis and 

subcutaneous tissue to the muscle or bone? 

Answer: Full-thickness pressure ulcer 

Rationale: A full-thickness pressure ulcer extends through the dermis and 

subcutaneous tissue to the muscle or bone. It includes stage 3 and stage 4 

pressure ulcers. 

 

21) Question: 

What is the recommended daily intake of protein for patients at risk of 

pressure ulcers? 

Answer: 1.25-1.5 grams per kilogram of body weight 



Rationale: The recommended daily intake of protein for patients at risk of 

pressure ulcers is 1.25-1.5 grams per kilogram of body weight. Protein is 

essential for wound healing. 

 

22) Question: 

Which position is considered a high-risk position for pressure ulcer 

development? 

Answer: Lateral position 

Rationale: The lateral position (lying on the side) is considered a high-

risk position for pressure ulcer development due to the pressure exerted 

on the hips and shoulders. 

 

23) Q: What is the Braden Scale used for? 

A: The Braden Scale is a tool used to assess a patient's risk for 

developing pressure ulcers. 

 

24) Q: What is the first sign of a pressure ulcer? 

A: The first sign of a pressure ulcer is usually non-blanchable erythema 

(redness) on the skin. 

 

25) Q: Which stage of pressure ulcer involves a shallow open ulcer 

with a red-pink wound bed? 

A: Stage 2 

R: In Stage 2 pressure ulcers, there is a shallow open ulcer with a red-

pink wound bed, but the ulcer does not extend beyond the skin layers. 

 

26) Q: What is the deepest stage of pressure ulcer? 

A: Stage 4 

R: Stage 4 pressure ulcers involve full-thickness tissue loss, extending 

through all skin layers and into underlying structures such as muscle or 

bone. 

 

27) Q: What is the recommended position for pressure redistribution in 

bed? 

A: The 30-degree lateral position is often recommended to redistribute 

pressure and reduce the risk of pressure ulcers. 

 

28) Q: Which type of support surface is typically used for patients at 

high risk of pressure ulcers? 



A: An alternating pressure mattress or overlay is commonly used for 

patients at high risk of pressure ulcers to provide regular changes in 

pressure distribution. 

 

29) Q: What is the purpose of using a heel elevation device? 

A: Heel elevation devices are used to offload pressure from the heels, 

reducing the risk of pressure ulcers in this vulnerable area. 

 

30) Q: What is the recommended frequency for turning and 

repositioning immobile patients? 

A: Turning and repositioning immobile patients should typically be done 

every 2 hours to minimize prolonged pressure on any one area. 

 

31) Q: What is the ideal moisture level for the skin to prevent pressure 

ulcers? 

A: The skin should be kept clean and dry to minimize moisture, as 

excessive moisture can increase the risk of pressure ulcers. 

 

32) Q: What is the purpose of using dressings on pressure ulcers? 

A: Dressings are used on pressure ulcers to promote healing, protect the 

wound, and maintain a moist wound environment. 

 

33) Q: How can a caregiver prevent shear and friction when moving a 

patient? 

A: Caregivers can prevent shear and friction by using proper lifting and 

transferring techniques, using slide sheets, and avoiding dragging or 

pulling the patient across surfaces. 

 

34) Q: What is the term for a pressure ulcer that extends into the 

subcutaneous tissue but does not reach the underlying fascia? 

A: Stage 3 

R: Stage 3 pressure ulcers involve full-thickness tissue loss, extending 

into the subcutaneous tissue, but not reaching the underlying fascia. 

 

35) Q: What is the recommended method for cleaning pressure ulcers? 

A: Pressure ulcers should be cleaned with a mild, non-toxic cleanser or 

normal saline solution to avoid further tissue damage. 

 



36) Q: Which healthcare professional is responsible for conducting 

pressure area assessments? 

A: Nurses, particularly wound care nurses or specialists, are often 

responsible for conducting pressure area assessments. 

 

37) Q: What is the purpose of a pressure relief cushion? 

A: Pressure relief cushions are designed to distribute body weight more 

evenly, reducing pressure on vulnerable areas and preventing the 

development of pressure ulcers. 

 

38) Q: How can nutritional status impact pressure ulcer risk? 

A: Poor nutritional status, including inadequate protein intake, can 

compromise the healing process and increase the risk of developing 

pressure ulcers. 

 

39) Q: What should be included in a comprehensive pressure ulcer 

prevention plan? 

A: A comprehensive pressure ulcer prevention plan should include 

regular skin assessments, repositioning schedules, use of support 

surfaces, optimizing nutrition, and patient/family education. 

40) Q: What is the purpose of a risk assessment tool in pressure area 

assessment? 

A: Risk assessment tools help healthcare professionals identify patients at 

risk of developing pressure ulcers by considering various risk factors. 

 

41) Q: What is the term for an area of intact skin with localized non-

blanchable erythema? 

A: This is known as a stage 1 pressure ulcer. 

R: Stage 1 pressure ulcers present as non-blanchable erythema, indicating 

that damage has occurred to the skin and underlying tissue. 

 

42) Q: How often should pressure area assessments be performed for 

patients at risk? 

A: Pressure area assessments should be performed at regular intervals, 

typically every 24 to 48 hours, for patients at risk of developing pressure 

ulcers. 

 

43) Q: What is the role of adequate perfusion in pressure ulcer 

prevention? 



A: Adequate perfusion ensures that the tissues receive sufficient blood 

flow and oxygen, promoting wound healing and reducing the risk of 

pressure ulcers. 

 

44) Q: Which anatomical structure is most susceptible to pressure 

ulcers when sitting? 

A: The ischial tuberosities (bony prominences in the buttocks) are 

particularly vulnerable to pressure ulcers in a seated position. 

 

45) Q: What is the purpose of using foam dressings on pressure ulcers? 

A: Foam dressings help absorb excess moisture, provide cushioning, and 

protect pressure ulcers from external contamination. 

 

46) Q: Which of the following is not a category of support surfaces 

used for pressure redistribution? 

a) Static support surfaces 

b) Air-fluidized support surfaces 

c) Low-air-loss support surfaces 

d) Absorbent support surfaces 

A: d) Absorbent support surfaces 

R: Absorbent support surfaces are not typically used for pressure 

redistribution. The other options are commonly used support surface 

categories. 

 

47) Q: What is the purpose of applying barrier creams or ointments on 

the skin? 

A: Barrier creams or ointments provide a protective barrier on the skin, 

preventing excessive moisture and reducing friction, which can contribute 

to pressure ulcer development. 

 

48) Q: What is the term for a pressure ulcer that cannot be staged 

accurately due to the presence of eschar or slough? 

A: Unstageable pressure ulcer 

R: Unstageable pressure ulcers have eschar (dry, black, or brown necrotic 

tissue) or slough (yellow or white necrotic tissue) covering the wound 

bed, making it difficult to determine the depth of tissue damage. 

 

49) Q: What is the primary purpose of using transparent films on 

pressure ulcers? 



A: Transparent films create a barrier that protects the wound while 

allowing visualization of the ulcer's progress without the need for 

frequent dressing changes. 

 

50) Q: How does immobility contribute to the development of pressure 

ulcers? 

A: Immobility reduces the ability to change positions, leading to 

prolonged pressure on specific areas and compromising blood flow, 

which can result in pressure ulcers. 

 

51) Q: What is the primary benefit of using a pressure redistribution 

mattress? 

A: Pressure redistribution mattresses are designed to distribute the weight 

evenly over a larger surface area, reducing pressure on vulnerable areas 

and decreasing the risk of pressure ulcers. 

 

52) Q: Which sensory perception alteration increases the risk of 

pressure ulcer development? 

A: Decreased sensory perception increases the risk of pressure ulcers as 

patients may not be able to feel discomfort or pain, leading to delayed 

recognition of tissue damage. 

 

53) Q: What is the recommended frequency for performing skin 

inspections in bedridden patients? 

A: Bedridden patients should have their skin inspected at least once daily 

to identify early signs of pressure ulcers or changes in existing ulcers. 

 

54) Q: How does diabetes mellitus affect pressure ulcer risk? 

A: Diabetes mellitus can impair wound healing and increase the risk of 

infection, making individuals with diabetes more susceptible to pressure 

ulcer development and complications. 

 

55) Q: What is the primary cause of pressure ulcers? 

A: Pressure ulcers primarily result from prolonged pressure on the skin 

and underlying tissues, typically in combination with shear and friction 

forces. 

 



56) Q: How does obesity contribute to the development of pressure 

ulcers? 

A: Obesity increases the pressure and shear forces on vulnerable areas, 

making the skin more susceptible to damage and the development of 

pressure ulcers. 

 

57) Q: What is the purpose of using a pillow or cushion between bony 

prominences? 

A: Placing a pillow or cushion between bony prominences helps to 

reduce direct contact and pressure, thus preventing pressure ulcer 

formation. 

 

58) Q: What is the role of nutritional supplementation in pressure ulcer 

management? 

A: Adequate nutrition, including protein and calorie intake, plays a 

crucial role in promoting wound healing and preventing pressure ulcer 

development or progression. 

 

59) Q: What is the recommended maximum degree of head elevation 

to prevent pressure ulcers on the occiput? 

A: The maximum degree of head elevation should generally be limited to 

30 degrees to minimize pressure on the occiput and reduce the risk of 

pressure ulcers. 

 

60) Q: Which of the following is an intrinsic factor influencing 

pressure ulcer risk? 

a) Shear forces 

b) Moisture 

c) Age 

d) Friction 

A: c) Age 

R: Age is an intrinsic factor that affects skin integrity, elasticity, and 

overall tissue viability, thus influencing the risk of pressure ulcers. 

 

61) Q: What is the purpose of using offloading devices, such as heel 

protectors or foot boots? 

A: Offloading devices help redistribute pressure away from specific 

areas, such as the heels or feet, reducing the risk of pressure ulcers in 

these high-risk sites. 

 



62) Q: What is the recommended room temperature for preventing 

pressure ulcers? 

A: The room temperature should be maintained between 20-23°C (68-

73°F) to prevent excessive sweating and moisture buildup, which can 

contribute to pressure ulcer formation. 

 

63) Q: How can proper nutrition positively impact wound healing in 

patients with pressure ulcers? 

A: Proper nutrition provides essential nutrients, such as vitamins, 

minerals, and proteins, necessary for collagen synthesis, tissue repair, and 

optimal wound healing in patients with pressure ulcers. 

 

64) Q: Which medical condition is associated with impaired tissue 

oxygenation, increasing the risk of pressure ulcers? 

A: Peripheral arterial disease (PAD) 

R: PAD can result in reduced blood flow to the extremities, leading to 

tissue hypoxia, impaired wound healing, and increased vulnerability to 

pressure ulcers. 

 

65) Q: How does smoking affect the healing process of pressure 

ulcers? 

A: Smoking impairs tissue oxygenation, reduces collagen synthesis, and 

impairs the immune response, leading to delayed wound healing and an 

increased risk of complications in pressure ulcers. 

 

66) Q: What is the purpose of using hydrocolloid dressings on pressure 

ulcers? 

A: Hydrocolloid dressings provide a moist environment that promotes 

autolytic debridement and enhances granulation tissue formation in 

pressure ulcers. 

 

67) Q: How does the use of a draw sheet assist in pressure area 

assessment? 

A: A draw sheet helps healthcare professionals safely reposition patients, 

minimizing shear and friction forces that can contribute to pressure ulcer 

development. 

 

68) Q: What is the primary purpose of performing a pressure area 

assessment? 



A: The primary purpose of a pressure area assessment is to identify areas 

of the patient's body that are at risk of developing pressure ulcers and 

implement appropriate preventive measures. 

 

69) Q: What is the role of frequent repositioning in pressure ulcer 

prevention? 

A: Frequent repositioning helps relieve pressure on vulnerable areas, 

improves blood flow, and reduces the risk of pressure ulcer formation by 

preventing prolonged pressure on specific body regions. 

 

 

Note: Please keep in mind that these questions and answers are for 

educational purposes and should not replace professional medical advice 

or clinical judgment. 


