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Introduction

The purpose of this study was to evaluate the psychometric properties, including

content validity, validity of multiple choice items, and the reliability of the Korean
version of the Pressure Ulcer Knowledge Assessment Tool (K-PUKAT 2.0), using

classical test theory (CTT) and item response theory (IRT).

Method

Linguistic validation process and factor analysis were conducted among wound care
nurses, staff nurses and nursing students. ltems were analysed according to the CTT and
IRT using a two-parameter logistic model. Intraclass correlation coefficients were used

to examine reliability.

Result
A total of 378 wound care nurses, staff nurses and nursing students participated Iin this

study. While most items showed moderate
difficulty based on the CTT, difficulty index values based on the IRT were more broadly
distributed (low: 5 items; moderate: 9 items; high: 1 item). The Intraclass correlation

coefficient for K-PUKAT 2.0 was 0.72.

Theme 1: Aeticlogy

1. 'I'hB use of a img cushion (donwts) &, Yes, becauss the pressure near the bony prominence is reduced
& affective to prevent pressure b. Yes, because it redistributes pressure and shaar effectively around the area at risk
Lic:ers when patisnts are seated c. Mo, because the con
chair or wheslchair. ks this d. Mo, as it iz only effective if a patient had a pressure ulcer in the past
E:taterna t comect? e. | don't know the answer

tact surface betwean the patient’s skin and the surface is smaller

2. A patient sits with the head of
bed elevated to 60°. What b. Problems with the microclimats occwr (femperatura and relative humidity)
happens whan his skin sticks c. Shear increas =]
to the underlying surface when d. Friction/mubbing increases
he slides down in bad? e. | don't know the answer

a. The prassurs increasss

3. Which statemant is comect? a. The use of moisture-absorbing pads decreases the rnsk of pressure ulcers

b. The use of water and soap can erode the skin barrier, theraby increasing the risk of superficial
skin damage

c. Ma=zsaging the skin {during washing and drying) is aeffective to prevent pressure ulcers

d. Direasing the heels (with a bandage) will decreasa the risk of heel pressure ulcar development

e. | don"t know the answer
Theme 2: Assessment and observation

4. Which of these statements a. The frequeancy of k sesement is 8 medical dacision (made by a medic I::h:n:t-::nr}

abowt the frequency of skin b. Skin areas with an increased risk for prezswre ulce d elopment should be inspected at least
assesament on pressure points once a wesak
in hospitals is cormect? c. The skin of patients at risk should be inspected at least twice a wesk

d. The skin of all patients should ba inspected at least daily
e. | don't know the answer

5. Case: The nurse observes a a. Category 4
bony structure in a wound. In b. Category 3
which category can you c. Category 2
classify this pressure ulcar? d. Catagory 1

e. | don"t know the answer

a. Lateral 307 left — supine-lateral 307 right — supine-lateral 307 left
b. Lataral 80" left — supine-lataral 90 right — supins-lateral 30 left
c. Lateral 30° left — supine-lateral 307 Aght - supine-lateral 90° left — supine-lateral 907 right

d. Lataral 30" left - lateral 80 left - supine-lataral 30 right - lateral 307 right - supine
&. | don't know the answer

G. Which repositioning protocol is
micst effective to prevent
pressure ulcers? Starting with
the patient supine, than...

Theme 3: Classification and equipment

7. In which of these categories a. Category 1, 2, 3 and 4
can necrotic tissus be present? b, Category 2, 3 and 4
c. Category 3 and 4
d. Gategory 1 and 4
e. | don't know the

'WUPI

a. Blanchable rg,-1hrn a b. Mon-blanchable erythama c. Intact blister d. Open blister
a.ll::l "t know the

8. Which of theas pictures is a
pressure ulcer category 17

9. Case: Your patient is lyimg cn a
pressure-redistributing foam

a. Mo. A pressure redistributing foam mattress
b. No Apfaareredtbtgfnmmttres.ammb EI-dW‘H'II‘ElFI-EIIZ ning is sufficiant
mattrezs. Do you take other c. Yas. | will place a pillow from the knae to the Achilles tendon to officad the ha I=
measuras to prevent pressure d. ¥es. | will place a pillow undsar the Achilles tendon to offload the heals
ulcars on tha heals? e. | don't know the answer

Theme 4: Risk factor and lecation

Theme 4: Risk factor and location [continued)

11. Which is tha location on the

body whare babies have the
highest risk to dewalop a

prassure ulcer?

Theme 5: Immaobilisation

12. Case: A patient is sitting in a
chair in the moming and in the

gfternoon, each time for 2
hours. The rest of the day he

spands in bed. He cannot
mobilise himsalf. When does
this patient have the highest
risk to develop a pressure ulcar

(if no prevention is applied)?

13. Casea: Your colleague informs

you that she positioned a
patient in bed in a sami-

Fowler's position. What does
this mean?

Thems &: Vulnerability

14. What type of patients (in

terms of body weight) have an
incraasad risk to devalop

pressure ulcers?

N

5. Which of these statements is
correct about the

development
of pressure ulcers in the

operating reom?

I-CV1 =100
S-CVI=1.00

a. Occiput

b. Hesls

c. Shoulders

d. Sacrum

e. | don't know the answer

g. Thare is no higher nsk to develop a prezsure ulcer if a seated position in chair is combined with
a lying position in bed

b. Thea risk to develop a pressure ulcer is highest when he is seated in a chair because high
prassure is applied during a short penod of time

c. The rnisk to develop a pressure ulcer is highest when he is lying in bed becauss lowsr prassure
is applied during a longer period of time

d. The risk to develop a pressure ulcer is high in this specific casa, both when seated in a chair and
lying in bed. A short-tarm high pressura can have the same effect as a long-term low pressure

a. | don't know tha answer

a. The patient lies on his side in an angle of 30°
b. Tha patient lies on his side im an angle of 45°
c. The patient lies in a supine position, with both head of bed and upper legs elevated up to an

angls of 30°
d. Tha patient lies in a supine position, with the head of bed elevated up to an angls of 45°

a. | don't know the answer

a. Extremely thin patients

b. Obase patients
c. Both extramealy thin and obessa patients

d. Body weight and body mass indax (BMI) are not associated with pressure ulcer risk
a. | don't know tha answer

8. Pressure ulcers are not likely to cccur during surgery. If rednass is observed just after surgery.
It iz most likely to be a burn wound

b. Immobilisation after surgery causes pressure ulcers to develop, not the immobilisation during
the surgary itself

c. When pressure ulcers dewalop during surgery the first visible signs appear a few days latar;
making people think they developad after surgary

d. A pressure ulcer appeanng postoperativaly is always the result of immobilisation during
surgery

a. | don't know tha answer

-GV —am-ieved content valdaly index; 35-CV1—sCale-leved content valkdly Index

Conclusion

The K-PUKAT 2.0 demonstrated concise and good psychometric properties. Based on the

results of this study, repetitive use of K-PUKAT 2.0 will not only help In distinguishing

whether an Individual has sufficient clinical knowledge, but will also play a key role In

supporting learning.



