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I 

Abstract 

        Pressure ulcer is a localized injury caused by excessive pressure on the 

skin and soft tissue that causes tissue ischemia and eventually tissue necrosis 

and may result in serious complications, including death. Nursing role, among 

other healthcare staff, play a significant role in the prevention of pressure 

ulcers. Knowledge and attitudes of nursing staff is a key factor and successful 

for pressure ulcer prevention. 

        The purpose of  this study to assess the level of nurses’ knowledge and 

attitudes regarding pressure ulcer prevention in intensive care unit at Hilla 

Hospitals.  

        A descriptive cross-sectional study was selected to assess nurses 

knowledge and attitudes regarding pressure ulcer prevention in the intensive 

care units. This study was carried out from November 9
th

, 2022, to May 2
nd

 , 

2023. A non-probability (convenience) sample consists of 150 nurses working 

in the intensive care units. To achieve the objectives of the study, a special 

questionnaire was prepared, consisting of three parts: the first part was 

demographic information (seven items), and the second part was knowledge, 

consisting of 72 items divided into three domains: prevention (28 items), 

stages (24 items) and wound description (20 items), while part three was 

attitudes (11 items), the method of data collection was self-report. The validity 

is determined by 13 experts. Internal consistency reliability high-level using 

"Cronbach's alpha" for knowledge (0.82) and attitudes (0.84) was accepted. 

        The results found the majority of the participants, by (90.6%) are 

between the age group (20-29) years, were male (56.7%), most of them urban 

residence (75.3%), B.Sc. nursing were predominated (45.3%), most 

participants have (1-3) years in nursing and in ICU (46% - 50% ), most of 



II 

nurses work at morning shift (63.3%) and (58.7%) have training courses (1-2). 

No significant between knowledge and attitudes of nurses with respect to the 

(age, gender and residence), found significant between knowledge and 

attitudes of nurses with (experience in nurse, experience in intensive care unit 

and shift work). Study found significant differences between nurses 

knowledge and training and found no statistically significant between nurses 

attitudes and training.  

        The study concluded that most of the nurses participating in this study 

showed fair  level regarding knowledge of pressure ulcer prevention, however, 

the nurses' attitudes were positive towards pressure ulcer prevention. 

        The study recommended to the health directorate can help preparing 

continuous training programs regarding pressure ulcer prevention for nurses 

working in intensive care units at Hilla hospitals. 
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Chapter One 

    Introduction  

1.1 . Background 

        The skin is the largest organ of the body, accounting for about 15% of the 

total adult body weight. It performs many vital functions, including protection 

against external physical, chemical and biologic assailants, as well as 

prevention of excess water loss from the body and a role in thermoregulation. 

The skin is continuous, with the mucous membranes lining the body’s surface 

(Goodwin, 2011). 

        Skin is the first site of immunological defense by the action of the 

Langerhans cells in the epidermis which are dendritic epidermal T- 

lymphocytes and part of the adaptive immune system. The skin preserves the 

bodies homeostasis by regulating temperature and water loss, while also 

serving both endocrine and exocrine functions. The exocrine functions of the 

skin are by way of the sweat and sebaceous glands. Another important role of 

the skin is a sensation to touch, heat, cold and pain by the actions of the 

nociceptors. The general appearance, turgor, and other qualities also give 

insight into the general health of the body (Yousef et al., 2017). 

        Pressure ulcer (PU), and also called pressure sore, bedsore, pressure 

injury, and decubitus ulcer is a localized injury induced by prolonged pressure 

for a longer period to the skin and underlying soft tissue that leads to tissue 

ischemia, which in turn, decreases the supply of oxygen, essential nutrients 

and ultimately tissue necrosis and can lead to serious complications including 

death (Headlam and Illsley, 2020). 
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        Pressure ulcers are localized regions of necrotic soft tissue that develop 

over time when pressure on the skin exceeds the typical capillary closure 

pressure, which is roughly 32 mm Hg. Patients who are critically unwell have 

a decreased capillary closure pressure and a higher risk of developing pressure 

ulcers. Patients who are more likely to develop pressure ulcers include those 

who are bedridden for extended periods of time, have motor or sensory 

impairments, have muscle atrophy, and have less padding between the skin's 

surface and the bone beneath (Sullivan and Schoelles, 2013). 

         Patients in intensive care unit are at higher risk for development of 

pressure ulcers because of severity of illness, the presence of multiple 

diseases, and complications of bed rest or other positioning restrictions. 

Common pressure ulcer points include the occiput, scapula, sacrum, buttocks, 

ischium, heels and toes (Iranmanesh et al., 2011). 

        These critically ill patients are generally not able to notice increased 

tissue pressure and to react accordingly, because they receive sedation, 

analgesics and/or muscle relaxants. Moreover their underlying disease, 

hemodynamic instability and oxygenation disorders increase the risk of 

developing a pressure ulcer (Eleni, 2014). 

        The interventions performed in the intensive care unit (ICU) significant 

pressure ulcer risk factors in the ICU include low cardiac output state, 

vasopressor use, impaired level of consciousness, immobility and decreased 

nutrition. Devices such as cervical collars, interfaces for critically ill patients 

are at increased risk for acquiring pressure injures compared with other 

hospitalized patients because of the critical illness itself, the preexisting 

comorbid conditions, and noninvasive ventilation, sequential compression 

devices, surgical drains, enteral feeding tubes, and endotracheal intubation 
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tubes are commonly used in the care of ICU patients and may also contribute 

to pressure ulcer (Makic, 2015). 

       Various risk factors for pressure ulcer can be categorized as intrinsic and 

extrinsic factors. The intrinsic risk factors include limited mobility, 

comorbidities, such as diabetes, chronic obstructive pulmonary disease, 

congestive heart failure, malignancy and renal dysfunction, poor nutrition and 

aging skin. Extrinsic factors include: pressure, friction, shear and moisture 

(Tewari and Sekhon, 2016). 

        Pressure ulcers are increasingly viewed as indicators of the quality of 

care provided to patients. Strategies to prevent facility-acquired pressure 

injuries (FAPIs) and other types of skin breakdown are of increasing interest 

in healthcare settings. Despite this, pressure ulcers remain a common problem. 

Hospital-acquired pressure injuries (HAPIs) occur in 3%–34% of hospitalized 

patients worldwide and result in longer hospital stays, increased morbidity and 

increased human suffering (Alderden et al., 2017).  

        Poor pressure ulcer prevention practice increases the incidence and 

prevalence of complications associated with pressure ulcer in most healthcare 

settings. So, preventing pressure ulcers has become a key focus of many 

healthcare facilities in the world and it is a vital part of nursing care. Even 

though nurses make prevention as part of their routine care, study revealed 

that shortage of supplies for pressure ulcer prevention, heavy work load/ lack 

of staff, patient’s condition, lack of pressure ulcer related knowledge and job 

satisfaction were the identified barriers that hinder to carrying out appropriate 

pressure ulcer prevention practice (Getie et al., 2020). 

         Pressure ulcers increase hospital stay by seven days, adding to the 

financial costs. The time spent on the treatment of pressure ulcers has an 
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impact on the workload of nursing staff, especially in settings which are short-

staffed. Apart from the financial implications, pressure ulcers affect the 

quality of life of patients as they experience pain, limited mobility, and 

increased dependency on family for assistance with activities of daily living 

(Dlungwane, 2020). 

       In the Arab world, pressure ulcers in hospitalized patients is a major 

health problem; there is a lack of sufficient pressure ulcer documentation, risk 

assessment, education and preventive protocols for Pressure ulcers. So,  

improving  knowledge  of  PU  prevention  by  nurses  increases  the  

outcomes  of  patients  in terms  of  decreased  hospital  stay,  decreased  pain  

and  decreased  human  suffering (Al-Ghamdi, 2017). 

        According  to  international  literature,  the  level  of  knowledge  of  the  

nurses  regarding  the  prevention  of  pressure  ulcers  has  been  described  as  

poor,  and  this  reflects negatively on their practices in this field because they 

do not meet with guidelines for best practices. So, poor nurses’ knowledge and 

practice contribute greatly to the higher incidence of pressure ulcers (Campoi 

et al., 2019). 

        Nurses' knowledge and positive attitude towards early enactment of 

pressure ulcers’ prevention measures, are essential factors for the effective 

prevention and management of pressure ulcers (Simonetti et al., 2015). 

1.2. Importance of the Study 

        Pressure ulcers are skin and soft tissue injuries that form as a result of 

constant or prolonged pressure exerted on the skin. As the literature review 

has shown, knowledge and attitudes of nurses towards pressure ulcer 

management are mostly deficient. Issues related to nurses´ knowledge and 
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attitudes towards management of pressure ulcers offers an insight to a 

condition in four major Eastern Slovak hospitals and compares the results with 

other countries. Slovak hospitals are lacking research regarding the knowledge 

and attitudes towards pressure ulcer management (Grešš Halász et al., 2021).  

        Nursing staff, among other healthcare personnel, play a significant role in 

the prevention of pressure ulcers. Therefore, the knowledge of nursing staff is 

a key factor in evidence-based and successful pressure ulcer prevention. The 

researcher recognised that current evidence on the different factors associated 

with nursing staff pressure ulcer prevention knowledge is still limited, as most 

previous studies have been conducted with relatively small samples and low 

response rates. Additionally, there is still a lack of clarity as to what kind of 

pressure ulcer prevention training would be the most beneficial for nurses. 

Thus, more information is required to strengthen current evidence to be used 

to improve nurses’ knowledge (Parisod et al., 2022). 

         As well as significant pain and suffering, the consequences of 

developing a pressure ulcer include increased morbidity and mortality,  higher 

medical costs resource use, and lower odds of discharge to the community. 

The American Nurses Association tracks hospital-acquired pressure ulcers 

(HAPU) quarterly as part of the National Database of Nursing Quality 

Indicators (NDNQI). Between the years 2004 and 2011, there was a 

decreasing trend in the HAPU rate overall, with more improvement beginning 

in 2008 (He et al., 2013). 

        Pressure ulcer is the third most expensive condition after cancer and 

cardiovascular disease. This localized damage to the skin and underlying soft 

tissue, usually over a bony prominence or related to a medical or other device, 
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can engage skin, muscle, connective tissue, cartilage and bone (Tirgari et al., 

2018). 

        The Centers for Medicare and Medicaid Services (CMS) has recently 

implemented an inpatient rehabilitation facility quality reporting measure 

related to the percentage of residents with new or worsened pressure ulcers. 

Based on data from the 2011 International Pressure Ulcer Prevalence Survey, 

the facility prevalence of pressures ulcers was 11.2% among all facilities 

surveyed (Wang et al., 2014).  

        The  actual  pressure  ulcers  in  the  ICU  patients  have  a  huge  effect  

on  mortality  and  treatment  costs.  It  has  been  calculated  that  (5%)  of  

the  overall  ICU budget is spent on the prevention of pressure ulcers and  

treatment,  and  if  an  ulcer  occurs,  the  nursing  staff  workload rises by 

about (50%). Mortality of patients in ICU who have the chance of developing 

pressure ulcers four  times  higher  than  in  patients  in  another  setting  (the  

patients  have  a  minimal  chance  of  developing  this  complication),  so  

accurate  risk  assessment  of  pressure  ulcers  is  of  special  significance  for  

the  critically  ill patients treated in intensive care unit (Noor and Hassan, 

2021). 

        Pressure ulcers occur across the spectrum of health care settings. The 

highest incidence is actually in the hospital, while the highest prevalence is in 

long-term care facilities. The incidence and prevalence of pressure ulcers in 

acute care facilities and countries var. International health care publications 

report incidence rates of 1% to 11% and prevalence rates of 3% to 22% in 

hospitalized patients. The rates are higher in critical care patients. These 

values are reflected in Australia, hospital data. Yearly prevalence surveys 

conducted in Victoria, Australia, between 2003 and 2006 revealed prevalence 
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rates for pressure ulcers of 17.6% to 26.5% overall and14.9% to 47.7% in 

critical care patients. The incidence differs by ward, with orthopedic patients 

and intensive care patient’s severity. In long- term care facilities, the 

prevalence ranges between 2.4% and 23%. Fewer than20% of pressure ulcers 

occur outside of institutions in home care patients the prevalence ranges 

between 9% and 20% (Aathi, 2013). 

        In the United States, a study aimed to determine the burden associated 

with the diagnosis of pressure injuries from 1990 to 2017, showed that 

Louisiana had the most significant incidence (139.3% per 100,000) and 

Vermont had the lowest incidence (84.7% per 100,000). These findings were 

gathered by extracting data from the Global Burden of Disease Study 2017 

about the incidence and disability-adjusted life years (DALYs) associated with 

pressure ulcers (Siotos et al., 2022). 

        Every year in the United States, (2.5) million people are prone to a high 

risk of developing PUs, among them (60,000)  people  who  die  due  to  its  

complications  such  as  osteomyelitis  and  sepsis.  Pressure ulcers  can  also  

adversely  impact  health  institutions,  communities  and  service  providers,  

impose  therapeutic  burdens  on  family  and  medical  centers.  The  health  

system  costs  (18.5)  billion  in  America  to  treat  them,  of  which  

($129,000)  is  spent  to treating patients whose entire skin thickness has been 

compromised by the ulcer (Khojastehfar et al., 2020). 

        European Pressure Ulcer Advisory Panel (EPUAP) sets and regularly 

reviews standards and procedures of pressure ulcer management on bases of 

research. In many cases, it was found that standards and procedures are not 

used or used insufficiently (Demarré et al., 2012).  

 



 Chapter One: Introduction                                                                                                          9 
 
  

1.3. Statement of the study  

        Nurses’ Knowledge and Attitudes Regarding Pressure Ulcer Prevention 

in  Intensive Care Units.  

1.4. Objectives of the study are to:  

1. Identify demographic characteristics of the study sample. 

2. Assess the level of Nurses’ knowledge regarding pressure ulcer prevention 

at intensive care unit. 

3. Determine the level of Nurses’ attitudes regarding pressure ulcer prevention 

at intensive care unit. 

4. Find out relationship between nurses knowledge and attitudes with their 

demographic characteristics such as (age, gender and educational level).  

1.5. Definition of Terms 

1.5.1. Nurse  

A. Theoretical : 

         Nurse is a person who has competency works to promote and maintain 

health of ill or well individual and provide nursing care for patients (Aziz and 

Ali, 2020).  

B. Operational : 

        The nurse in this study is the professional working in the intensive care 

unit who are expected to possess a specific knowledge and attitude regarding 

pressure ulcer. 
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1.5.2. Knowledge  

A. Theoretical : 

       It is the facts, information, and skills acquired through experience or 

education or understanding that have been obtained through learning or 

experience (Sechabe, 2011). 

B. Operational:  

        Knowledge refers to the cognitive domain of the nurse regarding pressure 

ulcer. 

1.5.3. Attitudes 

A. Theoretical:  

        A relatively enduring evaluation reaction to other individuals, situations, 

or objects, which may be positive or negative. Typically defined as 

compression effective cognitive and behavioral components (Vogel, 2016). 

B. Operational: 

         The way the intensive care units nurses perceive the fact of the pressure 

ulcer. 

1.5.4. Pressure Ulcer  

A. Theoretical : 

        Pressure ulcers are painful burden for patients/clients of all ages, which 

causes complications as comfort, pain, quality of life, costs and a long stay in 

hospitals they might result in a life-threatening situation (Moore et al., 2011). 
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B. Operational : 

        Pressure ulcers are complications that occur in the skin of patients who 

lie for long periods in the intensive care unit without clinical intervention, 

such as changing the position or cleaning the patient by the nursing staff. 

1.5.5. Prevention 

A. Theoretical: 

        Refers to actions aimed at avoiding the manifestation of a disease. This 

may include actions to improve health through changing the impact of social 

and economic determinants on health (WHO, 2018). 

 B. Operational : 

        This concept assessing the knowledge and attitudes of nurses  in regard to 

pressure ulcer in the intensive care unit.  

1.5.6. Intensive Care Unit    

A. Theoretical : 

        Intensive care represents the highest level of patient care and treatment 

designated for critically ill patients with potentially recoverable life-

threatening conditions (Bassford, 2017). 

B .Operational : 

        A special department concern with some complication related to the 

pressure ulcer. 
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 Chapter Two   

Review of Literature 

2.1. Pressure Ulcer: A Historical Overview   

        Pressure ulcers are chronic wounds associated with significant morbidity 

and are a substantial burden to the healthcare system. Pressure wounds are 

considered a preventable disease and the National Quality Forum identified 

the development of a severe pressure ulcer as a serious reportable event that 

will not receive Centers for Medicaid and Medicare Services (CMS) 

reimbursement (Aydin et al., 2015) . 

        Pressure ulcers have been recognized as a disease entity since ages. It has 

been found in Egyptian mummies, some of which are more than 5,000 years 

old. Egyptians used honey for the treatment of such ulcers and wounds. In 

Persia, Avicenna used a variety of topical applicants on wounds. In Arabia, 

Maimonides recommended nutritional support to promote ulcer healing. A 

wide variety of topical remedies like honey, moldy bread, meat, animal and 

plant extracts, copper sulfate, zinc oxide and alum have been used in the past 

(Leaticia et al., 2019).  

        Hippocrates (460-370 B.C) had described pressure ulcer in association 

with paraplegia with bladder and bowel dysfunction. During the renaissance, 

Ambrose Paré, a 16
th
 century French army barber-surgeon and founding father 

of medical surgical practice, wrote in his autobiography about a wounded 

French aristocrat developing a pressure ulcer. He mentioned cure with good 

nutrition, pain relief and debridement; which is no different than the present 

modality to some extent (Agrawal and Chauhan, 2012). 
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        Despite the fact that after a first international conference on the etiology 

of pressure ulcers, which was held in Glasgow in 1975, a book called Bedsore 

Biomechanics was published, which made reference to what we could 

translate as ulcers or bed sores,  the term (pressure ulcer) became popular in 

the early 1990s. as opposed to bed sores (bedsores) or decubitus ulcers, 

pressure ulcers being the term commonly accepted from the nineties of the last 

century. Proof of it is Torrance's 1983 publication of his book Pressure sores: 

etiology, treatment and prevention. Recently, in the area of Southeast Asia, 

Australia and New Zealand, the term has begun to be used "pressure injuries 

(Torra-Bou et al., 2017). 

        Reswick and Rogers (1976) further described this relationship with 

humans in terms of a pressure-time curve, although more recent work has 

indicated that if the pressure or resulting deformations are sufficiently high, 

damage can occur over very short time period i.e. orders of minutes, 

represented by a sigmoid curve of tissue deformation and time (Gefen, 2009). 

        Pressure injury (PI) is still prevalent despite the major developments 

observed in health care technology, materials, and procedures in recent years. 

Up to 2016, PI was defined by the National Pressure Ulcer Advisory Panel 

(NPUAP) in the USA, the European Pressure Ulcer Advisory, and the Pan 

pacific pressure injury alliance as being a localised injury to the skin and/or 

underlying tissues or structures, usually above a bony prominence, resulting 

from isolated pressure or pressure combined with shear and/or friction(Serpa 

et al., 2020). 

2.2. Pressure Ulcer  Pathophysiology 

          Pressure ulcers (PUs), or pressure injuries, result from sustained cell and 
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tissue. Deformations  tissue damage in PUs does not appear instantaneously 

but develops gradually from the cellular to the tissue level. It ultimately 

presents as skin breakdown or discoloration (typically purple or maroon 

marks) due to underlying tissue necrosis. When lying in bed, the transfer of 

body weight forces to the support surface cause sustained soft tissue distortion 

and high concentrations of tissue stress, particularly under bony prominences 

where rigid and highly curved (almost ‗sharp‘) bone surfaces come into 

contact with easily deformable soft (muscle, adipose or skin) tissues. High 

levels of tissue stress progressively damage the cytoskeleton, the complex 

protein scaffold that forms the structural framework of cells and supports the 

plasma membrane. Damage to the cytoskeleton leads to plasma membrane 

poration, which in turn compromises molecular transport across the cell 

membrane. The inability of a large number of cells to control molecu traffic 

causes collective loss of homeostasis, resulting in massive apoptotic cell death 

within minutes(Gefen et al., 2019). 

        This triggers damaged and dead cells and nearby immune cells to release 

pro-inflammatory cytokines, such as interleukin-1α (IL-1α) and tumour 

necrosis factor-α (TNF-α), which activate and attract additional immune and 

tissue-repairing cells such as mast cells and fibroblasts (Soetens et al., 2019) 

        The recruitment of immune and tissue erepairing cells is a normal phase 

in the body‘s response to localised cell and tissue damage and is primarily 

aimed at clearing cellular debris, neutralising potential pathogens and 

preparing for tissue regeneration. However, in the context of PU aetiology, 

pro-inflammatory signalling can contribute to injury as local vasodilation and 

increased blood vessel permeability facilitate leukocyte extravasation, 

enabling immune cells to migrate from the circulatory system to the site of 
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initial damage and resulting in leaky vasculature, causing plasma to build-up 

in the interstitial spaces, resulting in oedema,  show in the Figure(2.1)(Traa et 

al., 2019). 

 

Figure(2.1): Explains the pathophysiology of pressure ulcer occurrence 

(Gefen, 2018). 

        When constrained between a bony prominence and a support surface, 

which is often the case for bed-bound patients, the soft tissues cannot 

sufficiently expand in volume. This causes a sharp rise in interstitial pressure, 

leading to further cell deformation and additional cell death(Gefen, 2018). 

         In an effort to relieve rising interstitial pressure, reactive oxygen and 

nitrogen species may be released. These degrade and damage the extracellular 
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matrix. Growing interstitial pressure may eventually obstruct the vasculature, 

inducing additional ischaemic damage. The three key aetiological factors that 

contribute to PUs — direct deformation damage (primary), inflammatory 

damage (secondary) and ischaemic damage (tertiary) — degrade and 

exacerbate the state of the cells and tissue. Each is activated successively at a 

time and rate specific to the individual. A person‘s anatomy (bony 

prominences, soft tissue mass and composition) affects the extent of 

deformation inflicted tissue damage. Their immune system function affects the 

extent and rate of accumulated inflammation-related damage and their 

cardiovascular system determines the magnitude and rate of ischaemic 

damage(Gefen et al., 2020). 

        Exposure to sustained cell and tissue deformation is always the triggering 

event and driving factor in this cycle. The most effective intervention is to 

reduce exposure to sustained tissue deformation and high concentrations of 

tissue stressfor being effective in PU prevention(Levy et al., 2018).  

        Additional features affecting the sustained tissue loading conditions of a 

patient positioned on a mattress are the frictional properties of the skin-facing 

layer (which could potentially be the bedsheets or the mattress cover) and 

thermal properties of the support  surface, which determine the microclimate 

at the body–mattress interface. Elevated skin temperatures may lead to 

perspiration, which causes adhesive friction resulting in elevated frictional 

forces on the skin and sustained shearing in underlying tissues (Zeevi et al., 

2018). 

        Skin temperature rise will also increase the metabolic rate and demands 

on skin and underlying tissues, making tissues more susceptible to ischaemic 

damage. Each 1°C rise in tissue temperature is associated with a 10–13% 
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increment in oxygen consumption by the tissue‘s cells (Landsberg et al., 

2009). 

2.3. Risk Factors  

        There are different risk factors related to Pressure Ulcers development 

among ICU patients. Immobility and friction are important risk factors for 

PUs. Malnutrition and Body Mass Index are associated with pressure injury 

prevalence. Therefore, routine and formal assessment of both BMI and 

nutritional status are important to enable the identification of patients with 

high risk of developing PUs.The days in hospital, skin moisture and other 

neurological factors are significant risk factors for PUs development 

(Qaddumi and Almahmoud, 2019).  

2.3.1. Nutritional  Status:  

        As undernutrition is a key risk factor for Pressure ulcer, calorie and 

protein intake should be adequately, periodically and closely monitored, with 

nutrition risk assessments conducted regularly, and undernutrition addressed 

effectively. As nutritional status may become poor after hospitalisation, 

identifying patients who are at risk for undernutrition should be common 

practice as a mean to prevent and treat Pressure ulcer (Serpa et al., 2020). 

2.3.2. Friction:  

        Mechanical forces also contribute to the development of pressure 

injuries. Friction is the force of rubbing two surfaces against each another and 

is often caused by pulling a patient over a bed sheet or from a poorly fitted 

prosthetic device. Shear is the result of exerting a parallel force on the 

patient‘s body, such as the resistance between the patient and the chair or bed 

when the patient slides down (Edsberg et al., 2016). 
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 2.3.3. Shear: 

        When shear occurs, tissue layers slide over one another, blood vessels 

stretch and twist, and the microcirculation of the skin and subcutaneous tissue 

is disrupted. Evidence of deep tissue damage may be slow to develop and may 

present through the development of a sinus tract (also called tunneling), which 

is an area of destroyed tissue that extends from the edge of a wound; this 

results in dead space that is susceptible to abscess formation. The sacrum and 

heels are most susceptible to the effects of shear. Pressure injuries from 

friction and shear occur when the patient slides down in bed or when the 

patient is positioned or moved improperly (e.g., dragged up in bed). Spastic 

muscles and paralysis increase the patient‘s vulnerability to pressure injuries 

related to friction and shear(Edsberg et al., 2016). 

2.3.4. Immobility: 

        When a person is immobile and inactive, pressure is exerted on the skin 

and subcutaneous tissue by objects on which the person rests, such as a 

mattress, chair seat, or cast. The development of pressure injuries is directly 

related to the duration of immobility. If pressure continues long enough, 

small-vessel thrombosis and tissue necrosis occur and a pressure injury is the 

result. Weight-bearing bony prominences are most susceptible to pressure 

injury development because they are covered only by skin and small amounts 

of subcutaneous tissue. Susceptible areas include the sacrum and coccygeal 

areas,  ischial  tuberosities (especially in people who sit for prolonged 

periods), greater trochanter, heel, knee, malleolus, medial condyle of the tibia, 

fibular head, scapula, and elbow (Doughty et al., 2016). 
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2.3.5. Decreased Tissue Perfusion: 

        Any condition that reduces the circulation and nourishment of the skin 

and subcutaneous tissue (altered peripheral tissue perfusion) increases the risk 

of pressure ulcer development. Patients with diabetes have compromised 

microcirculation. Similarly, patients with edema have impaired circulation and 

poor nourishment of the skin tissue. Patients who are obese have large 

amounts of poorly vascularized adipose tissue, which is susceptible to 

breakdown (Hinkle and Cheever, 2018). 

2.3.6. Impaired Sensory Perception or Cognition: 

        Patients with sensory loss, impaired level of consciousness, or paralysis 

may not be aware of the discomfort associated with prolonged pressure on the 

skin and therefore may not change their positions to relieve the pressure. This 

prolonged pressure impedes blood flow, reducing nourishment of the skin and 

underlying tissues. A pressure injury may develop in a short period of time, 

sometimes within minutes (Hinkle and Cheever, 2018). 

2.3.7. Increase Moisture: 

        Prolonged contact with moisture from perspiration, urine, feces, or 

drainage produces maceration (softening) of the skin. The skin reacts to 

caustic substances in the excreta or drainage and becomes irritated. Moist, 

irritated skin is more vulnerable to pressure breakdown. Once the skin breaks, 

the area is invaded by microorganisms (e.g., streptococci, staphylococci, 

Pseudomonas aeruginosa, Escherichia coli) and infection occurs. Foul-

smelling infectious drainage is present. The lesion may enlarge and allow a 

continuous loss of serum, which may further deplete the body of essential 

protein needed for tissue repair and maintenance. The lesion may continue to 
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enlarge and extend deep into the fascia, muscle and bone, with multiple sinus 

tracts radiating from the pressure injury. With extensive pressure injuries, life-

threatening infections and sepsis may develop, frequently from gram-negative 

organisms, as shown in the Figure(2.2)(Hinkle and Cheever, 2018). 

 

 

 

 

 

 

 

 

 

 

 

Figure (2.2): Most areas where pressure ulcer occur (Hinkle and Cheever, 

2018).  

2.3.8. Gerontologic Considerations: 

           In older adults, the normal aging process leads to diminished epidermal 

thickness, dermal collagen and tissue elasticity. The skin is drier as a result of 

diminished sebaceous and sweat gland activities. Cardiovascular changes 
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result in decreased tissue perfusion. Muscles atrophy and bone structures 

become prominent. Diminished sensory perception and reduced ability to 

reposition oneself contribute to prolonged pressure on the skin. Therefore, 

older adults are more susceptible to pressure injuries, which cause pain, 

suffering and reduced quality of life (Eliopoulos, 2018). 

2.4. Pressure Ulcer Stages 

        Over the decades, PIs have had alternate naming conventions such as 

decubitus ulcers, pressure sores, and pressure ulcers. In 2016, the National 

Pressure Injury Advisory Panel (NPIAP), formerly the National Pressure 

Ulcer Advisory Panel, updated the definition of PI and the staging system to 

classify each pressure ulcer  type (Hess, 2020).  

2.4.1. Stage 1 Pressure Ulcer:  

        This occurs as intact skin with a localized area of nonblanchable 

erythema, which may appear differently in darkly pigmented skin. Presence of 

blanchable erythema or changes in sensation, temperature, or firmness may 

precede visual changes. Color changes do not include purple or maroon 

discoloration; these may indicate deep tissue pressure ulcer, as shown in 

Figure (2.3)(Edsberg et al., 2016). 

 

 

 

Figure (2.3): Stage 1 pressure ulcer (NPUAP/EPUAP, 2014) 
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2.4.2. Stage 2 Pressure Ulcer: 

        This appears as partial-thickness loss of skin with exposed dermis. The 

wound bed is viable, pink or red and moist and may also present as an intact 

or ruptured serum-filled blister. Adipose (fat) tissue is not visible and deeper 

tissues are not visible. Granulation tissue, slough, and eschar are not present. 

These injuries commonly result from adverse microclimate and shear in the 

skin over the pelvis and shear in the heel. This stage should not be used to 

describe moisture-associated skin damage, including incontinence-associated 

dermatitis, intertriginous dermatitis, medical adhesive-related skin injury, or 

traumatic wounds skin tears, burns, abrasions, display in Figure(2.4)(Hommel 

and Santy-Tomlinson, 2018). 

 

Figure (2.4): Stage 2 pressure ulcer (NPUAP/EPUAP, 2014). 

2.4.3. Stage 3 Pressure Ulcer:  

        This manifests as full-thickness loss of skin, in which adipose (fat) tissue 

is visible in the ulcer and granulation tissue, and epibole (rolled wound edges) 

are often present. Slough and/or eschar may be visible. The depth of tissue 
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damage varies by anatomical location; areas of significant adiposity can 

develop deep wounds. Undermining and tunneling may occur. Fascia, muscle, 

tendon, ligament, cartilage, and/or bone are not exposed. If slough or eschar 

obscures the extent of tissue loss, this is an unstageable Pressure ulcer, show 

in Figure(2.5)(Ayello et al., 2014) 

 

 

 

 

 

 

Figure (2.5): Stage 3 pressure ulcer (NPUAP/EPUAP, 2014). 

2.4.4. Stage 4 Pressure Ulcer: 

        Full-thickness skin and tissue loss occurs with exposed or directly 

palpable fascia, muscle, tendon, ligament, cartilage, or bone in the ulcer. 

Slough and/or eschar may be visible. Epibole (rolled edges), undermining, 

and/or tunneling often occur. Depth varies by anatomical location. If slough or 

eschar obscures the extent of tissue loss, this is an unstageable Pressure ulcer, 

shown in the Figure(2.6)(Michel et al., 2018). 
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Figure (2.6): Stage 4 pressure ulcer (NPUAP/EPUAP, 2014). 

2.4.5. Unstageable Pressure Ulcer: 

        Full-thickness skin and tissue loss occurs in which the extent of tissue 

damage within the ulcer cannot be confirmed because it is obscured by slough 

or eschar. If slough or eschar is removed, a stage 3 or stage 4 PI will be 

revealed. Stable eschar (ie, dry, adherent, intact without erythema or 

fluctuance) on the heel or ischemic limb should not be softened or removed, as 

shown in the Figure (2.7)(Edsberg et al., 2016). 

 

 

 

Figure(2.7): Unstageable pressure ulcer (NPUAP/EPUAP, 2014). 
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2.4.6. Deep Tissue Pressure Ulcer: 

         Intact or nonintact skin with localized area of persistent nonblanchable 

deep red, maroon, purple discoloration, or epidermal separation reveals a dark 

wound bed or blood-filled blister. Pain and temperature change often precede 

skin color changes. Discoloration may appear differently in darkly pigmented 

skin. This injury results from intense and/or prolonged pressure and shear 

forces at the bone-muscle interface. The wound may evolve rapidly to reveal 

the actual extent of tissue injury or may resolve without tissue loss. If necrotic 

tissue, subcutaneous tissue, granulation tissue, fascia, muscle, or other 

underlying structures are visible, this indicates a full-thickness PI 

(unstageable, stage 3 or stage 4). Do not use deep tissue PI to describe 

vascular, traumatic, neuropathic, or dermatologic conditions, shown in the 

Figure(2.8) (Edsberg et al., 2016). 

 

 

 

 

Figure (2.8): Deep tissue pressure ulcer(NPUAP/EPUAP, 2014). 

2.5. Complications Pressure Ulcer  

        Complications often develop with decubitus ulcers. The most common 

problem is infection. Grade III and IV ulcers require management intensively 
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as their complications can be life-threatening. Microbial analysis has shown 

that both aerobic and anaerobic bacteria are present in the lesions. If the 

infection spreads to deeper tissues and the bone it can result in; Periostitis 

(infection of the layer covering the bone), Osteomyelitis (infection of a bone) 

and Septic arthritis (infection of a joint). And formation of sinuses (abnormal 

cavity formed by loss of tissue). The invasion of the infective agent results in 

fatal consequences because septicemia is challenging to manage in an already 

debilitated patient. These wounds are catabolic (meaning that they use up a lot 

of energy). The catabolic nature of these ulcers causes severe fluid and protein 

loss, which can result in hypoproteinemia or malnutrition. Up to 50 grams of 

body protein can be lost daily due to a draining ulcer (Dana and Bauman, 

2015).  

        Chronic pressure ulcers can cause chronic anemia or secondary 

amyloidosis. Anemia also occurs secondary to chronic water loss and 

bleeding. If there is inadequate postoperative care complications secondary to 

reconstructive surgery can occur. These include hematoma or seroma 

formation, wound dehiscence, abscess formation, or postoperative wound 

sepsis (Zaidi and Sharma, 2021). 

2.6. Prevention of Pressure Ulcer 

        Prevention of pressure ulcer formation is directed at alleviating the risk 

factors for the individual patient, and is primarily focused on minimizing 

episodes of prolonged pressure either by placing appropriate padding at 

pressure points or by frequent patient repositioning. All patients using 

prosthetics or requiring a wheelchair for mobility should be appropriately 

fitted to ensure that the fit is correct and there is adequate padding. The fitting 

process should be repeated if there are any significant changes in weight or 
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body habitus that can affect fit. Sweat, urine and stool can lead to maceration 

of the skin and the initial skin breakdown can lead to a pressure ulcer if the 

skin is overlying a pressure point (Park and Choi, 2016). 

        A significant focus for care of at-risk patients is keeping the skin clean 

and dry. Even with adequate padding, it is important to make routine 

positional changes as even relatively low pressures can cause a pressure ulcer 

with prolonged exposure (McInnes et al., 2015). 

        Pressure mapping technologies have been developed to measure the 

amount of pressure placed on different parts of the sitting or reclining body. 

These technologies have been used to develop pressure-relieving wheelchair 

cushions and to study normal weight-shifting behavior. These technologies 

were also used in determining that 30 degrees of wheelchair tilt is needed to 

relieve pressure from the ischial and sacral areas. Their use in bed-bound 

patients has been limited but has great potential for determining pressure 

points at risk for ulceration and in determining the effect of pressure-relieving 

positions on established wounds (BoykoTatiana et al., 2018). 

        Any patient who has been determined to be at risk for development of a 

pressure ulcer or who already has a pressure ulcer needs to have a plan for 

repositioning. The plan needs to be individually tailored for each patient to 

address his or her specific needs. Frequency of repositioning needs to take 

many factors into account, including the support surface for the patient, 

general medical condition and goals of care. Clinicians need to be cognizant 

of the fact that repositioning itself can create shear forces on skin, and so, the 

fragility and condition of the patient's skin need to be part of the assessment 

for how frequently to reposition them. There are a variety of factors to take 

into account for how to reposition patients depending on whether the patient is 



Chapter Two: Review of  Literature                                                           29 

  

 

supine, prone, or in a wheelchair. Of special note for patients in the acute 

hospital setting are medical devices. Care must be taken since inadvertent 

positioning of the device between the patient and the support surface can 

create a high-pressure zone. While repositioning, lifting instead of dragging 

patients reduces friction and shear forces on the skin and prevents skin 

damage (Gould et al., 2015). 

        Documentation of repositioning and regular skin condition assessment is 

key in determining early signs of pressure ulcer formation such as 

nonblanching erythema. System solutions such as electronic medical record 

programs, which prompt providers to document results of pressure ulcer 

screening every shift or day, are of great importance in diagnosing pressure 

ulcers early and preventing progression (Gunningberg et al., 2008). 

        A variety of pads are available, which are designed to specifically cover 

pressure points such as the sacrum and heels as well as foam pads designed to 

wrap around body parts at risk (especially feet). However, it is important to 

note that some pads can actually be detrimental. For example, supports with 

cutouts can have increased pressure at their edges. There are an equal number 

of mattress pads (egg crate mattresses, natural sheepskins, etc.) that serve to 

decrease pressure across a large surface area. Silk-based fabrics have been 

shown to be superior in pressure ulcer prevention when compared to cotton-

based fabrics due to a decrease in friction forces and subsequent damage to 

skin (BoykoTatiana et al., 2018). 

        Adequate nutrition is very important in preventing pressure ulcer 

formation. Nutritional supplementation can benefit patients with limited oral 

intake and enteral or parenteral feeding can become necessary in patients who 

are not able to safely ingest enough oral nutrients. Protein intake is especially 
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important to maintain a positive nitrogen balance, and vitamin/mineral 

supplements are recommended in patients lacking a balanced diet. Prealbumin 

is used as a laboratory test of short-term nutritional adequacy. Albumin is also 

useful, but its longer half-life means it is more reflective of nutrition over a 

long period of time(Roberts, 2015). 

2.7. Risk Assessment Tools of pressure Ulcer  

2.7.1. Braden Scale: 

         The Braden Scale is one of the most intensively studied risk assessment 

scales used in identifying the risk of developing a pressure injury. A pressure 

injury, previously (and still) known as pressure sore or pressure injury is 

defined as a localized injury to the skin and/or underlying tissue usually over a 

bony prominence, as a result of pressure, or pressure in combination with 

shear (Edward et al., 2021). 

        Braden revisited her research 25 years after she developed the Braden 

Scale and concluded that the scale, supplemented with good nursing judgment, 

provided a reliable method of addressing pressure ulcer risk factors in an 

individual patient. And  to determine risk most accurately, the nursing staff 

must have the ability to understand the six domains in the Braden Scale, 

calculate the risk and then use their nursing judgment to adjust the risk to 

reflect the condition of the patient(Warner-Maron et al., 2015). 

        The Braden Scale, as displayed in Table(2.1), consists of six subscales to 

evaluate sensory perception, activity level, mobility, nutrition status, skin 

moisture and friction and shear forces to assess the risk of PU. The subscales 

are rated independently according to the observed severity from 1 to 4 points 

except for the subscale friction and shear, which is ranked from 1 to 3 points. 
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Hence, the total score can range from 6 to 23 points (19 to 23 points, not at 

risk). The lower the score, the higher the PU risk for a patient. Several 

different cut-off points have been reported. Frequently, a score of 9 or lower 

indicates very high risk, 10 to 12 points high risk, 13 to 14 points moderate 

risk, and 15 to 18 mild risk to develop a pressure ulcer (Schumacher and 

Mueller, 2021). 

Table (2.1): Braden scale (Schumacher and Mueller, 2021). 
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2.7.2. Norton scale : 

        The Norton Scale Table(2.2), the first scale for assessing the risk of 

pressure injuries, was introduced by Doreen Norton in 1962. Based on clinical 

experience and discussions with her colleagues, five primary risk factors; 

physical condition, mental condition, activity, mobility and incontinence were 

included in the instrument. These risk categories are scored on an ordinal scale 

of 1 (most impaired) to 4 (least impaired) with a maximum total score of 20 

points. Low total scores represent an increased pressure injury risk. The 

Norton Scale includes components that are subjective in nature and is limited 

in its ability to assess known pressure injury predictors associated with critical 

illness, such as oxygenation and perfusion. Conversely, optimization of the 

Norton Scale by addressing these deficiencies can increase the efficiency of 

pressure injury risk assessment among nurses in the critical care setting, as 

evidenced by accurate identification of at-risk patients, increased interrater 

reliability, and improved usability with the Norton Scale (proposed tool) as 

compared to the Braden Scale (current tool) (Sullivan, 2018). 

2.7.3. Waterlow scale: 

        The Waterlow scale evaluates patients on age, sex, body build, appetite, 

continence of urine and feces, mobility, skin appearance in risk areas, and 

special risks (disorders associated with tissue malnutrition, neurological 

deficits, medication, recent surgery, or trauma). Scores are totalled to produce 

a summary score from 3 (best prognosis) to 45 (worst prognosis). Scores of 

10+ denote risk of developing a PU, 15+ high risk, and 20+ very high risk 

(Kumari et al., 2015). 
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Table (2.2): Norton scale (Rabinovitz et al., 2016).   

 

2.8. Reposition Technique  

        A main reason for developing pressure sores, besides immobility and 

malnutrition, is believed to be sustained pressure on the skin as well as 

pressure combined with shearing force. The pressure leads to a compression of 

the blood vessels, reduction of oxygen perfusion with local ischemia and, as a 

consequence, the formation of necrosis. To avoid sustained pressure, patients 

at risk have to regularly be put into different positions. In case that this is 



Chapter Two: Review of  Literature                                                           34 

  

 

insufficient, the patient is positioned on antidecubitus soft foam or alternating 

pressure mattresses, which reduce the total pressure. The disadvantage of 

these mattresses, however, is that they compromise patients‘ perception of the 

body. Moreover, they hinder patients‘ activities and impede nursing care. In a 

European prevalence study, it was shown that only 10% of patients at risk for 

developing decubitus ulcers receive adequate preventive treatment 

(Pickenbrock et al., 2017). 

        Repositioning should be undertaken with consideration for the patient‘s 

comfort, dignity and functional ability. Any repositioning must take into 

account that while pressure is being relieved or redistributed it is also 

important the patient is able to function, for example, take diet and fluids in 

that position. When repositioning a patient, manual-handling aids must be 

used to avoid dragging the individual along the mattress, which can cause 

tissue damage through shear and friction. If the individual is to remain in bed, 

his or her position should be changed regularly and at least every two hours 

(although this should be adjusted to suit individual requirements as some 

patients may need more frequent intervention than others). Patients should be 

rested at a 30-degree tilt and on alternate sides to avoid prolonged pressure at 

bony prominences, show in Figure (2.9)(Gillespie et al., 2020). 
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Figure (2.9): Appropriate positions for the patient while lying on the bed 

(Källman, 2015). 

2.9. Support Surface for Patient 

        Pressure ulcers are ulcers on the skin caused by pressure or rubbing at the 

weight‐bearing, bony points of immobilised people (such as hips, heels and 

elbows). Different support surfaces (e.g. beds, mattresses, mattress overlays 

and cushions) aim to relieve pressure, and are used to cushion vulnerable parts 

of the body and distribute the surface pressure more evenly. The review found 

that people lying on ordinary foam mattresses are more likely to get pressure 

ulcers than those lying on a higher‐specification foam mattress. In addition the 

review also found that people who used sheepskin overlays on their mattress 

developed fewer pressure ulcers. While alternating‐pressure mattresses may 
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be more cost effective than alternating‐pressure overlays, the evidence base 

regarding the merits of higher‐specification constant low‐pressure and 

alternating‐pressure support surfaces for preventing pressure ulcers is unclear 

(McInnes et al., 2015).  

        Support surfaces for pressure ulcer treatment can include specially‐

designed beds, mattresses, mattress overlays and cushions that are used to 

protect vulnerable parts of the body and distribute the surface pressure more 

evenly. Low‐tech support surfaces include mattresses filled with foam, fluid, 

beads or air; and alternative foam mattresses and overlays. High‐tech support 

surfaces include mattresses and overlays that are electrically powered to 

alternate the pressure within the surface, beds that are powered to have air 

mechanically circulated within them and low‐air‐loss beds that contain warm 

air moving within pockets inside the bed. Other support surfaces include 

sheepskins, cushions and operating table overlays(Katakwar et al., 2020). 

         A systematical review concluded that there was low quality evidence 

supporting the use of an alternative foam mattress to produce a relative risk 

reduction (RRR) of 69% for PUs when compared with a standard hospital 

mattress(Zuo and Meng 2015). 

        Another study reported the low quality evidence of a statistically non-

significant difference in the incidence of grade 2 PUs between persons using 

an alternating pressure mattress and those using an alternating pressure 

overlay. With low-quality evidence, the study revealed that use of air 

suspension bed in the ICU for a stay of at least three days resulted in a 

statistically significant 76% lower recurrence rate in PUs compared with a 

standard ICU bed(Coleman et al., 2013). 
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        Trials that evaluated the following interventions for preventing pressure 

ulcers were included: Low-tech (non-powered) constant low-pressure (CLP) 

support surfaces, standard foam mattresses, Alternative foam mattress 

overlays (e.g., convoluted foam, cubed foam) are conformable and aim to 

redistribute pressure over a larger contact area. Gel-filled mattress overlays, 

fiber-filled mattress overlays, air-filled mattress overlays, water-filled mattress 

overlays, bead-filled mattress overlays, and Sheep skins proposed mode of 

action is unclear (McInnes et al., 2018). 

        High-tech support surfaces Alternating-pressure (AP) mattresses 

overlays: patients lie on air-filled sacs that inflate and deflate sequentially to 

relieve pressure at different anatomical sites for short periods; these may 

incorporate a pressure sensor, Air‐fluidised beds Warmed air circulates 

through fine ceramic beads covered by a permeable sheet, allowing support 

over a larger contact area and Low-air-loss beds support patients on a series of 

air sacs through which warmed air passes(Bambi et al., 2022).  

        Other support surfaces turning beds frames these work either by aiding 

manual repositioning of the patient, or by motor driven turning and tilting, 

operating table overlays mode of action as for low‐tech (CLP) support 

surfaces, wheelchair cushions  either conforming cushions that reduce contact 

pressures by increasing surface area in contact, or mechanical cushions e.g. 

alternating pressure and limb protectors: pads and cushions of different forms 

to protect bony prominences(Thompson et al., 2009). 

2.10. Nutritional Importance about Prevention of Pressure Ulcer 

        Nutritional deprivation and insufficient dietary intake are the key risk 

factors for the development of pressure ulcers and impaired wound healing. A 
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number of studies including The national pressure ulcer long-term care study 

revealed that weight loss and inadequate nutritional intake were associated 

with a higher risk of developing pressure ulcers(Saghaleini et al., 2018). 

        Pressure ulcers reduce the quality of life of an individual, cause rapid 

mortality in some patients and an important cost for healthcare organizations. 

Therefore, the prevention and management of pressure ulcers are very 

important. Inadequate nutrition and unbalanced nutrition are the main risk 

factors for the development of pressure ulcers and wound healing due to their 

negative effects on the immune system and collagen synthesis. Laboratory 

tests such as serum albumin, Prealbumin, transferrin and retinol binding 

protein measurements and other anthropometric measurements such as height, 

weight and body mass index measurements are useful only in the 

determination of the overall prognosis, but they cannot fully identifying the 

nutritional status of the individual. Although the effect of optimum nutrient 

intake is not known in the promotion of wound healing, the positive effects of 

energy, protein, zinc and vitamins A, C and E, as well as amino acids such as 

arginine and glutamine are emphasized. Hydration plays a vital role in the 

preservation and repair of skin integrity. Adequate fluid intake is of great 

importance to support blood flow to injured tissues and to prevent further 

deterioration of the skin (Sayilan, 2019). 

        Low albumin levels are an indicator of malnutrition (normal levels fall 

between 36 and 52 g/L), and Prealbumin levels (normal levels fall between 16 

and 35 mg/d L) may be a reflection of current nutritional status. Albumin and 

Prealbumin levels should be routinely assessed (weekly or bi-weekly) to 

reveal trends in the adequacy of nutritional therapy. Decreasing or low serial 

albumin or Prealbumin levels should alert the intensive care nurse to inform 
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the physician or nutritionist of a potential need to alter the current  nutritional 

therapy. Nurses should identify the nutrition status of patients upon admission 

and advocate for the earliest possible nutrition supplementation when 

necessary. Ensuring adequate nutrition is particularly difficult in patients 

receiving vasopressors because the vasoconstrictive action of vasopressors 

constricts the gastric mucosa, preventing absorption of nutrients. Additionally, 

enteral nutrition often causes loose stools, and if patients are unable to indicate 

the need for a bedpan, they must rely on frequent nursing assessment of 

continence status. A recent study reported that among ICU patients who 

received an enteral nutritional formula enriched with fish oil containing u-3 

light-chain polyunsaturated fatty acids (PUFAs) and micronutrients, the 

incidence of new PUs was significantly reduced(Zuo and Meng, 2015).  

2.11. Categories of Dressings 

         The goal in clean wounds that are to be closed primarily, or in wounds 

that are granulating well, is to provide a moist healing environment to 

facilitate cell migration and prevent desiccation. Wounds covered with an 

occlusive dressing were shown to heal 40% faster than those exposed to air 

(Foutsizoglou,.2018). 

2.11.1. Gauze Dressings:  

         It‘s the traditional first choice for generic wound care. Gauze can be 

applied to the wound over a non-stick sheet as part of the basic dressing as 

described earlier. Dry gauze dressings should not be applied directly to skin 

wound or incision as they are painful to remove and are nonselective debriders 

that cause significant collateral damage to healthy surrounding tissue upon 
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removal. Furthermore, gauze dressings may leave behind fine microfibres that 

can act as an irritant or a source of infection (Dhivya et al., 2015). 

2.11.2. Films Dressing:  

        A moist wound environment has been demonstrated to accelerate re-

epithelialisation. Facilitated keratinocyte migration over a moist wound 

surface and a consistent increase of growth factors and proteinases in wound 

fluids have all been suggested as theories to explain scar reduction in occluded 

wounds. Films are semi-occlusive dressings usually made up of transparent 

thin sheets of polyurethane (polymer) coated with a layer of acrylic adhesive. 

Polyurethane sheets are waterproof and impermeable to bacteria and 

contaminants. Although these dressings cannot absorb fluid, they are 

permeable to moisture – allowing one-way passage of carbon dioxide and 

excess moisture vapour away from the wound (Tenorová et al., 2022). 

2.11.3. Hydrocolloids Dressing: 

        Hydrocolloids are complex dressings containing polymers held in 

suspension plus gel-forming agents (methylcellulose, pectin, gelatin, 

polyisobutylene) and adhesives. They come as pads, sheets, or filler forms 

(e.g. paste) for occlusive use. They slowly absorb wound fluids, changing 

their physical state to become a covering, soft gel that sits on the wound. They 

are impermeable to gases and liquids. Initially, it is prefer changing them 

daily, but when the exudate has diminished hydrocolloid dressings may be left 

on the wound for three to seven days; during this time, they provide a moist 

environment that promotes cell migration and wound debridement by 

autolysis (Rezvani Ghomi et al., 2019).  
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2.11.4. Hydrogels Dressing: 

        Hydrogel are organic polymers with a cross-linked hydrophilic matrix. 

They are usually made up of about 90% water that is suspended in a gel base. 

Hydrogel dressings are useful in maintaining a moist wound bed and 

rehydrating wounds to facilitate healing through autolytic debridement these 

are three main types: Sheet hydrogel the hydrogel is suspended inside a thin 

mesh that can overlap with skin without harming it – which can occur with 

some other wound dressings,  Impregnated hydrogel the gel compound is 

added into a gauze pad, a sponge rope or into gauze strips, but this dressing 

often needs to be covered by a secondary dressing to provide full protection 

and Amorphous hydrogel Unlike the other two, this dressing is free-flowing. It 

is viscous (thick), but still able to flow into the nooks and crannies of puncture 

and other deep wounds (Brumberg et al., 2021). 

2.11.5. Foam Dressings: 

        Foam dressings are usually made of non-adhering polyurethane, which is 

hydrophilic, and an occlusive cover. Foam dressings can be silicone based too. 

The polyurethane is highly absorptive and acts as a wick for wound fluids, 

making them useful for highly exudative wounds, as show in Figure(2.10) 

(Shi et al., 2020). 

 

 

 

 

Figure (2.10): Foam dressing (Foutsizoglou., 2018). 
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2.11.6. Alginates Dressing: 

        Alginate dressings have been used in various forms for 50 years, and yet 

they remain a poorly understood and probably underused dressing. Compared 

to many modern dressings, the literature is sparse and inconclusive. Alginate 

dressings are derived from brown seaweed and are particularly useful in 

wounds characterised by significant amounts of exudate as they can absorb 20 

times their dry weight. The high absorption is achieved via strong hydrophilic 

gel formation (Rezvani Ghomi et al., 2019). 

 2.11.7. Honey-Containing Dressing : 

        There are anecdotal reports of the use of honey in the treatment of 

wounds since antiquity. In modern times, there is currently low evidence for 

the use of honey in the setting of pressure ulcers.
 
Medical-grade honey has 

been shown to have mild antibiotic properties. Medical honey comes in stand-

alone forms of gel or paste as well as impregnated into dressings where it is 

combined with alginate or hydrocolloid materials (Jull et al., 2015). 

2.11.8. Silver-Containing Dressing: 

        Silver has bactericidal properties and dressings that are impregnated with 

silver are ideal for use in infected wounds. This dressing should be 

discontinued after clearance of infection as it can delay wound healing due to 

its toxicity to keratinocytes and fibroblasts. Silver is often incorporated into 

foam and alginate dressings. Silver alginate comes in rope and square forms, 

which are well suited for infected wounds with exudate, and gel form, which 

is better suited for drier wounds (Iheanacho, 2010). 
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2.12. Nurses’  Knowledge Toward Pressure Ulcer  

        Knowledge represents the ground for practice leading to quality and 

safety of care provided. Most research worldwide shows a deficiency in 

knowledge and inadequate attitudes of nurses in this field of interest. This 

phenomenon has not changed much in the past 15–20 years. Several studies 

used the Pieper´s Pressure Ulcer Knowledge Test (PUKT) to examine nurses´ 

knowledge in pressure ulcer management. Older researches tested pressure 

ulcer knowledge of registered nurses. The more recently had participants read 

about pressure ulcers, the higher scores they reached. There was no relation 

between the knowledge and age, educational background, or years of nursing 

experience found (Grešš Halász et al., 2021). 

        Lack of knowledge and skills in pressure ulcer prevention contributes 

significantly to the occurrence or worsening of pressure ulcer; therefore, 

nurses require regular training and education in this area of practice. 

Moreover, increased knowledge about pressure ulcer prevention among nurses 

not only improves the quality of PU care but also reduces hospital stays, and 

the number of patients suffering from this condition (Smith and Waugh, 

2009). 

        The three cross sectional descriptive studies were similar in that the 

demonstrated knowledge gaps that were unexpected, or lower than expected in 

Turkey, Brazil, and the United States. These three studies elucidated the need 

for specific pressure injury program education, focusing on evidence-based 

practice, documentation, and assessment skills for wound care providers. They 

emphasized individualization of programs to meet provider‘s needs, and 

recommended repetitive, or pre-test and post-test studies to demonstrate 
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sustained knowledge and observations to support change in practice (Cowan et 

al., 2018). 

2.13. Nurses Attitudes about Pressure Ulcer  

         Even with evidence-based interventions and educational programs, 

pressure injuries happen to acute care admitted patients, especially in the 

critical care areas, such as intensive care units (ICU), critical care units 

(CCU). Many cross-sectional descriptive studies on the attitudes of caregivers 

have been performed to assist in understanding other factors involved in 

pressure injury care and prevention. While knowledge, barriers, interventions, 

and skills are important researched topics in pressure injury care, attitudes and 

values of the caregiver is a factor often overlooked. Research has 

demonstrated that caregivers often neglect, avoid, or place lower priority on 

prevention techniques as a result of devaluation of pressure injury prevention 

or care (Brooks, 2020). 

         Impact of workload meaning optimal care was compromised due to the 

number of tasks, and the prioritization of care in the critical care setting. Their 

study of critical care nurses showed positive attitude expression, but actions 

demonstrated neglect of evidence-based practices, interventions, and care as a 

result of lower priorities placed on skin health, especially when dealing with 

critical illness. Time barriers had an impact as well, in that the number of care 

tasks required to be performed were disproportionate to the time available to 

perform them (Tayyib et al., 2016).           

       Nurses attitudes in Iran for the intensive care unit were evaluated. A 

moderate attitudes regarding pressure injury prevention and care was 

demonstrated, but lower scores were noted in the categories of responsibility 
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for care and confidence of effectiveness of interventions, demonstrating 

distrust or lack of knowledge in efficacy of care (Tirgari et al.,2018). 

2.14. Previous Studies 

2.14.1. First Study: 

         A study conducted  by Dilie and Mengistu, (2015). Objective was to 

assess nurses‘ knowledge, attitudes and perceived barriers to expressed 

pressure ulcer prevention practice in Addis Ababa government hospitals. 

Methods and Materials. This is a cross-sectional study by design. A total of 

217 eligible nurses participated in the study and data were collected through 

pretested self-administered questionnaire. Conclusion and Recommendation. 

More than half of the nurses were found to have adequate knowledge about 

pressure ulcer prevention and their attitude towards it was overall favorable. 

Expressed pressure ulcer prevention practice was affected by the participant‘s 

level of knowledge, attitude, and barriers of care.  

2.14.2. Second Study: 

         A study was conducted by Barakat-Johnson et al., (2018). The study 

aimed to examine the knowledge and attitudes of nurses on pressure 

injury prevention and determine if there was a relationship between 

knowledge, attitude, and years of experience following an unexplained 

increase in reported hospital-acquired pressure injuries across 1 health district 

in Sydney, Australia.  Multisite cross-sectional study. Multisite cross-sectional 

study using a modified version of the pressure ulcer knowledge test and the 

staff attitude scale, nurses were invited to complete the survey online or on 

paper. Conclusion of the study nurses had good knowledge and held positive 

attitudes toward pressure injury prevention. Positive attitudes were associated 
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with greater time spent in the workforce. Additional research is required to 

examine relationships between knowledge of and attitude toward pressure 

injury prevention and clinical practice.  

2.14.3. Third Study: 

         A study conducted by Yilmazer et al.,( 2019)  in Turkey. The objective 

of this study focused on assessing the knowledge and attitudes of nurses 

towards pressure ulcer (PU) prevention in intensive care units. A cross 

sectional study was performed in eight intensive care units. 81 out of 95 

nurses completed the questionnaire. The response rate of those who completed 

the questionnaire was 85.3%. As the data collection form of the study, ―nurse 

information tool‖, ―tool for PU information‖ and ―attitude toward PU tool 

(APuP)‖ were used. The participating nurses were fully informed by the 

researcher about the purpose and method of the study and were asked to 

complete the tools.  In conclusion, nurses' knowledge on prevention of 

pressure ulcer in intensive care units is inadequate. This study also explored 

that only in less than a quarter of the nurses‘ attitudes towards pressure ulcer 

prevention is positive. As the knowledge level of the nurses increases, the 

decrease in their positive attitudes is also thought provoking. In this study, it is 

thought that the individual differences of nurses are more effective on positive 

attitude than knowledge. The study Strategic plans (regular individual 

training, prevention policies and management, etc.) are necessary to improve 

both knowledge and positive attitude towards prevention of pressure ulcer. 

2.14.4. Fourth  Study: 

        A study was done by Charalambous et al., (2019). This study aimed to 

identify the knowledge and attitudes of nurses towards pressure 
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ulcer  prevention in a major public hospital in Cyprus. A descriptive and 

cross-sectional study design was used to collect the data between December 

2014 and February 2015, the sample consisted of n = 102 nurses employed in 

a major public hospital in Cyprus. Customised and standardised Pressure 

Ulcer Knowledge Test and an attitudes Likert questionnaire was used to 

investigate both parameters. Descriptive and inferential statistics, parametric 

(t-test), non-parametric tests (Mann-Whitney U) and Pearson test was applied. 

Statistical significance was set at p = 0.05. Conclusion of the study suggests 

that nurses had relatively inadequate knowledge levels and positive attitudes, 

attitudes and knowledge‘s correlated statistically significantly and positively.  

2.14.5. Fifth  Study:  

          A study was carried out Kim and Lee,( 2019) the study aimed to 

investigate Korean nurses' level of knowledge, attitude and performance of 

pressure ulcer prevention in long-term care facilities. A descriptive study was 

performed. Convenience sampling was used, and registered nurses were 

recruited from the attendees of a continuing education  programme for nurses 

in long-term care facilities. A total of 282 participants (RN) completed the 

questionnaire. Data were collected from September to December 2015. Nurses 

participating in this study demonstrated a moderate level of knowledge of 

pressure ulcer prevention (60.1%) and exhibited positive attitudes towards 

pressure ulcer prevention (33.80 ± 2.48). Nurses regularly assessed the risk 

factors of pressure ulcers during the hospitalisation period for all patients in 

the hospital when performing pressure ulcer prevention care. However, the 

plan for preventive nursing care was not properly reviewed. It was also found 

that nurses did not consider changes in the patient's condition as important to 

why they had to change their nursing plans to prevent pressure ulcer. 
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Chapter Three 

Methodology 

        This chapter is a set of specific scientific standards and controls that are 

followed during scientific research work. Therefore, the methodology of 

scientific research is one of the most important aspects upon which good 

scientific research is built and organized. This chapter includes several 

important matters: study design, administrative arrangements used in the 

study, data collection, instrument validity, an experimental reliability study, 

and data analysis. 

3.1. Design of the Study  

        This study aims to assess nurses knowledge and attitudes regarding 

pressure ulcer prevention in intensive care unit at Hilla Hospitals. A 

descriptive cross – sectional  study  was undertaken  using an assessment 

methodology with questionnaire items for the period of the  November 9
th
, 

2022, to May 2
nd 

, 2023. 

3.2. Administrative  Arrangements 

        Before the direct process of collecting study data, official approvals were 

obtained from the competent authorities, as follows: 

1. Approval from the research ethical committee at the College of Nursing 

University of Babylon (Appendix:- 1 ). 

2. Official letter from College of Nursing University of Babylon to the 

Babylon health director (Appendix:- 2). 
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3. Official approvals were obtained from the Babylon health director (Training 

and Development Center) to access hospitals (Appendix:- 3) 

4. Official approvals which included the three hospitals: 

A. Imam Al-Sadiq Hospital (Appendix:- 4).  

B. Hilla Teaching Hospital (Appendix:- 4).   

C. Marjan Teaching Hospital (Appendix:- 4). 

3.3. Ethical Consideration 

        Ethical consideration is an important field in the study of scientific 

research that the researcher must follow and commit to during the conduct of 

the required study. Before starting to collect data for the sample that is about 

to participate in this study, the researcher told nurses about their liberty to 

participate in this study. The researcher explained the purpose and objectives 

of this study, and after clarifying the purpose of the study and obtaining the 

participants' approval, the nurses were handed an anonymous questionnaire to 

be completed in order to preserve the participants' privacy. 

3.4.  Setting of  the Study  

        This study was conducted in the intensive care units (Respiratory care 

unit ) at Al-Hilla Teaching Hospitals, which include the following: 

3.4.1. Al-Imam Al-Sadiq Hospital: 

        Al-Imam Sadiq Teaching Hospital is the largest hospital in the city of 

Hilla. This is one of the modern hospitals. It was opened in (2016). It has a 

total capacity of (492) beds, where the respiratory care unit consists of (20) 

beds. 
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3.4.2. Al-Hilla Teaching Hospital:   

        Al-Hilla Teaching Hospital is an important and necessary hospital in Al-

Hilla City, where it receives accidents and critical conditions. It was 

established to provide health services in (1972) and has a hospital capacity of 

(447) beds. The respiratory care unit (RCU) is an important center in this 

hospital  is consist of (18) beds.  

3.4.3. Marjan Teaching Hospital: 

        Marjan Teaching Hospital, which has been established to receive patients 

for its residence in Babylon since (1957) and has a capacity of (316) beds, It 

includes both the emergency department and the medical department, as well 

as a cardiac care unit and consultant. It also recently opened an intensive care 

unit for critical epidemiological cases since the start of the Corona pandemic 

in (2020), which consists of (26) beds. 

3.5. Sample of the Study 

        Using a non-probability (Convenience) sample method was selected to 

achieve the objectives of the study. The total number of nurses who 

participated in the study (151) nurses. 

3.5.1. Inclusion  Criteria  

1. Nurses who work in the respiratory care unit . 

2. Nurses who agreed to participate in this study. 

3. Nurses who are of different education classification . 

3.5.2. Exclusion Criteria 

1. The nurses who underwent the pilot study. 
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2. Nurses who refused to participate in the study. 

Table (3.1): Distribution of the study sample according to setting:  

No. Hospital name Actually No.  

of  Nurses 

10% Nurses 

Obtained 

1. Al-Imam Al-Sadiq Hospital 58 6 44 

2. Al-Hilla Teaching Hospital 90 9 67 

3. Marjan Teaching Hospital 52 5 39 

4. Total 200 21 150 

 

3.6. Study Instruments   

        The questionnaire is one of the tools that help collect data that contribute 

to achieving the expected results in the study. In order to assess the nurses' 

knowledge and attitudes towards pressure ulcers, standard questionnaire was  

used extensively in many studies. The questionnaire consists of three parts as 

follows: 

Part Ӏ:This part consist of two sections: 

A. Section one composed from socio-demographics characteristic consist of: 

nurse age, gender, education level and residency. 

B. Section two work information consist of: years of experience in nursing, 

years' experience in intensive care unit, work shift and number of training 

sessions about pressure ulcer . 

Part Ⅱ: Nurses knowledge about pressure ulcer:  

         Nurses knowledge regarding pressure ulcer prevention tool was used the 
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Pieper-Zulkowski pressure ulcer knowledge test Pieper and Zulkowski(2014) 

version 2. The researcher modified the questionnaire on the basis of scientific 

contexts and the experts comments opinion in order to collect data for the 

purpose of the current study. this tool consist from (72) Items It is divided into 

three domains: 

A. First domain about pressure ulcer prevention consist of (28) item . 

B. Second domain pressure ulcer stages consist of (20) item. 

C. Third domain about wound descriptions consist of (24) item . 

Part Ⅲ: Nurses Attitudes  towards prevention of  pressure ulcer: 

        This part consists of (11) statements in three points LiKert scale about 

pressure ulcer prevention.  

3.7. Rating  and Scoring 

        The second part included nurses' knowledge of pressure ulcer prevention 

the scale adopted three point LiKert scale  (I know = 3 score , uncertain = 2 

score and I don’t know = 1 score). while the third part included nurses' 

attitudes towards pressure ulcers also three score (Agree = 3 score , partially 

agree = 2 score and Disagree = 1 score ) respectively the nurses answered all 

the questions and an option can be selected one for each question.  
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Table (3.2): Rating Scales and  Scoring   

Grade Score Scales 

Poor knowledge (1-1.66)  

Knowledge  Fair  knowledge (1.67- 2.33) 

Good knowledge (2.34 -3) 

Negative Attitude (1-1.66)  

Attitudes Neutral  (1.67- 2.33) 

Positive Attitude (2.34 -3) 

 

3.8. Data Collection  

        After obtaining official approval from the Babylon director of Health, 

data collection began using a special questionnaire developed to conduct this 

study. The researcher delivered the questionnaire in Arabic to the nurses after 

explaining the instructions and answering their questions regarding the 

questionnaire, urging them to participate and thanking them for their 

cooperation. It takes about 25–30 minutes to fill out the questionnaire. Self-

report was used on an individual basis, and data was collected from February 

25
th
, 2023, to March 30

th
, 2023. 

3.9. Validity of the Questionnaire 

        The questionnaire was presented in Arabic and English to thirteen 

experts, face validity using for the clarity and accuracy of the questionnaire, 

the modification focused on the translating the questionnaire into Arabic. 

Among the experts were dermatologists and professors of the adult branch. 

Where a questionnaire was presented to two expert from the College of 
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Nursing University of Babylon, three experts from the College of Nursing 

University of Kufa. And one expert from the College of Nursing  University 

of Al-Qadisiyah, two experts from the College of  Nursing University of 

Karbala, three experts from the College of Nursing University of Baghdad and 

two specialists in consultant dermatology at Imam Al-Sadiq Hospital. 

modifications were implemented and opinions taken into consideration, as 

shown in (Appendix:- 7). 

3.10. Pilot Study 

        Before starting data collection, a pilot study was conducted for a period 

from February 15
th

 , 2023, to  February 22
th
, 2023. In (Al-Imam Al-Sadiq 

Hospital and Hilla Teaching Hospital(. A sample consist of  (15) nurse was 

selected from the place of study and they were excluded from the main 

sample.  

3.10.1. The pilot study tries to accomplish the following objectives: 

1. The questionnaire is reliable . 

2. The questionnaires items are clear and can be understood easily .  

3. The period required to complete the items questions ranged from 25-30 

minutes.   

4. Identification of barriers that may not be counting during the data collection 

process . 

3.10.2. Reliability of Questionnaire : 

        Study reliability was used to determine the accuracy of the questionnaire 

by evaluating the questionnaire, where the stability coefficient of Cronbach's 

alpha (0.82) for knowledge and attitudes (0.84) was reached, which is an 
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acceptable result in statistics, as the results confirmed a high level of internal 

consistency for (Cronbach's alpha). All the questionnaire statements were 

entered into the program Statistical SPSS version 20  of reliability analysis as 

shown below. 

Table (3.3): Questionnaire  Reliability (N =15) 

Variables N. of Items Cronbach's 

Alpha 

Ass. 

Knowledge 72 0.82 Acceptable 

Attitudes 11 0.84 Acceptable 

        

        This table is statistically formed to show the reliability coefficient for the 

study instrument. The calculated result shows that the questionnaire is reliable 

measure to study the phenomenon of Nurses' knowledge and Attitudes 

Regarding Pressure Ulcer Prevention in Intensive Care Units on the same 

population at  any time in the future. 

3.11. Statistics Analysis 

        In order to statistically analyze the data collected from the study sample 

to arrive at the results, the researcher used the SPSS-20 and Microsoft Excel 

(2010) program to analyze this data and deal with it statistically, to find the 

relationships between the variables, and obtain the final results of the research 

based on a set of statistical tests. 

3.11.1. Descriptive Approach 

        Descriptive statistics includes a set of mathematical and statistical 

methods that are adopted to describe the main features of a data quantitatively 
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by using tables and charts. Descriptive statistics always aim to present and 

describe the data which is required to be processed, organized, summarized 

and categorized, as well as presenting them in a simple and clear manner that 

makes it easier for the recipient to recognize and understand its content. The 

analysis performed through use: 

A. Statistical tables Frequencies (No.) and Percent (%). 

 

 

B. Average of the scores M.s. and the overall average score (M±). 

The average score can be calculated by using the following:  

                      
                                       

      
          

Total mean score for Knowledge Outcomes: 

 [Poor = 72-120;  Fair = 120.1-168;  Good =168.1-216]  

Total mean score for Attitudes Outcomes: 

 [Negative = 11-18.33;  Neutral = 18.34-25.66;  Positive =25.67-33] 

C. Standard  Deviation test ±SD. 

 

 

D. It uses a correlational coefficient "Cronbach alpha" used in estimating the 

internal consistency of the study tool. Which can be calculated by using: 
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3.11.2. Inferential Approach 

1. Analysis of Variance (ANOVA) 

        For equality of means, is used (variance test when the mean parameter 

varies). 

 

 

 

 

 

2. Independent Sample t-test 

        The sample that is unrelated the t-test compares the means of two 

independent groups to check if there is statistical evidence that the associated 

population means differ significantly. 
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Chapter Four 

Results of the Study 

        The finding of data analysis systematically in following figures and 

tables based on stated objectives: 

Table( 4.1): Socio-demographic characteristics of study sample 

SDVs Rating Freq  % 

Age/years 

20-29 years old 136 90.6 

30-39 years old 12 8.0 

40-49 years old 1 .7 

≥50 years old 1 .7 

Total 150 100.0 

M ± SD= 26.09 ± 3.77 

Gender 

Male 85 56.7 

Female 65 43.3 

Total 150 100.0 

Residents 

Urban 113 75.3 

Rural 37 24.7 

Total 150 100.0 

 

        The results show of table(4.1) the characteristics of the participants, 

the average age is 26.09 (±3.77) years among age group 20-29 years was 

the highest recorded (90.6%). Regarding gender, more than half were male 

(56.7%) as compared to female nurses. Regarding residents, the urban 

residents were predominated (75.3%) as compared with those who are rural. 
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Table( 4.2): Job-related characteristics of study sample 

Job Variables Rating Freq  % 

Educational Level 

School Nursing 18 12.0 

Diploma Nursing 61 40.7 

B.Sc Nursing  68 45.3 

Postgraduate 3 2.0 

Total 150 100.0 

Years of Experience 

<1 year 13 8.7 

1-3 years 96 64.0 

4-6 years 24 16.0 

>6 years 17 11.3 

Total 150 100.0 

Years of experience  in the ICU 

<1 year 27 18.0 

1-3 years 78 52.0 

4-6 years 35 23.3 

>6 years 10 6.7 

Total 150 100.0 

Work shift 

Morning 95 63.3 

Evening 55 36.7 

Total 150 100.0 

Training Sessions 

No trained 53 35.3 

1-2 session 88 58.7 

>2 sessions 9 6.0 

Total 150 100.0 

 

        The results in the table(4.2) showed the job related characteristics of 

the participants, in terms of education level,  B.Sc nursing were 

predominated (45.3%) as compared with other levels. Years of experience 

related finding,  one-third of participants expressed 1-3 years in nursing 

and in ICU(46% - 52% ) respectively. In terms of work shift, most of 

nurses work at morning shift (63.3%). Training courses associated findings, 

(58.7%) of participants attended 1-2 sessions. 
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Table (4.3): Nurses knowledge about pressure ulcer prevention 

L
is

t 

Pressure Ulcer Prevention Items 

I 
k
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M.s Ass. 

Freq Freq Freq 

1 
Hot water and soap may dry the skin and increase the risk for pressure 

injury/ulcers. 
44 70 36 2.05 Fair 

2 Chair-bound persons should be fitted for a chair cushion. 119 5 26 2.62 Good 

3 
A person confined to bed should be repositioned based on the individual’s 

risk factors and the support surface’s characteristics. 
111 13 26 2.57 Good 

4 A pressure injury/ulcer scar will break down faster than unwounded skin. 49 66 35 2.09 Fair 

5 
The goal of palliative  care are to relieve pain, 

Prevent disease and maintain the best quality of life possible. 
104 18 28 2.51 Good 

6 Dragging the patient up in bed increases friction. 53 64 33 2.13 Fair 

7 
Small position changes may need to be used for patients who cannot 

tolerate major shifts in body positioning. 
62 49 39 2.15 Fair 

8 An incontinent patient should have a toileting care plan. 80 35 35 2.30 Fair 

9 
A pressure redistribution surface manages tissue load and the climate 

against the skin. 
91 23 36 2.37 Good 

10 
When possible, high-protein oral nutritional supplements should be used 

in addition to usual diet for patients at high risk for pressure injury/ulcers. 
89 26 35 2.36 Good 

11 
The home care setting has unique considerations for support surface 

selection. 
29 44 77 1.68 Fair 

12 Donut devices/ring cushions alone do not help prevent pressure ulcer . 45 26 79 1.77 Fair 

13 
Specialized beds cannot be used for all patients at risk of developing 

pressure/ulcers. 
32 40 78 1.69 Fair 

14 
Persons at risk for pressure injury/ulcers should be nutritionally assessed 

(i.e., weight, nutrition intake, blood work). 
97 20 33 2.43 Good 

15 
Critical care patients may need slow, gradual turning because of being 

hemodynamically unstable. 
49 65 36 2.09 Fair 

16 
Staff education alone does not reduce the incidence of pressure 

injury/ulcers. 
45 68 37 2.05 Fair 

17 
A footstool/footrest should be used for an immobile patient whose feet do 

not reach the floor. 
47 62 41 2.04 Fair 

18 Massage of bony prominences is not essential for skin care. 17 82 51 1.77 Fair 

19 Poor posture in a wheel chair may be the cause of a pressure injury/ulcer. 87 26 37 2.33 Fair 

20 
For persons who have incontinence, skin cleaning should occur at the 

time of soiling and at routine intervals. 
63 18 69 1.96 Fair 

21 
Patients who are spinal cord injured need knowledge about pressure 

injury/ulcer prevention and self-care. 
57 20 73 1.89 Fair 

22 
People, who are not moving and can be taught, should change the posture 

of sitting every two hours while sitting in a chair. 
60 19 71 1.93 Fair 

23 
Choosing a supportive surface bed for the patient should take into account 

all levels of risk of pressure ulcers in the person. 
45 35 70 1.83 Fair 

24 
It is necessary to have the patient with a spinal cord injury evaluated for 

seating. 
87 29 34 2.35 Good 

25 
To help prevent pressure injury/ulcers, the head of the bed should be 

elevated at a 30-degree angle or less. 
27 45 78 1.66 Poor 

26 Urinary catheter tubing should be positioned above the leg. 33 30 87 1.64 Poor 

27 
Pressure injury/ulcers may be avoided in patients who are obese with use 

of properly sized equipment. 
44 32 74 1.80 Fair 

28 
Pressure injury/ulcers are a lifelong concern for a person who is spinal 

cord injured. 
41 36 73 1.79 Fair 

Level of Assessment (Poor [P]=1-1.66; Fair [F]=1.67-2.33; Good [G]=2.34-3) 
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        Table (4-3) demonstrated that the nurses expressed a fair responses 

towards knowledge about pressure ulcer prevention at all studied items 

except, the responses were good at items number (2, 3, 5, 9, 10, 14 and 24) 

and poor responses at items number (25 and 26).  

Table(4.4):Overall nurses Knowledge about pressure ulcer 

prevention 

Knowledge of ulcer 

Prevention 
Freq  % M (±SD) Ass. 

Poor (28-46.66) 24 16.0 

57.85 ± 14.74 

F
a

ir
 Fair (46.67-65-33) 69 46.0 

Good (65.34-84) 57 38.0 

Total 150 100.0 

M: Mean for total score, SD=Standard Deviation for total score 

 

        Table (4-4) show that the (46%) of nurses expressed a fair knowledge 

towards pressure ulcer prevention 57.85 (±14.74).   

Table (4.5): Nurses knowledge about pressure ulcer stages 
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Pressure Ulcer Stages Items 
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M.s Ass. 

Freq  Freq  Freq 

1 
A Stage 2 pressure injury/ulcer is a partial thickness skin loss involving 

the epidermis and/or dermis. 
92 30 28 2.43 Good 

2 Skin that doesn’t blanch when pressed is a Stage 1 pressure injury/ulcer. 48 67 35 2.09 Fair 

3 A Stage 3 pressure injury/ulcer is a full thickness skin loss. 74 39 37 2.25 Fair 

4 A Stage 3 pressure injury/ulcer may have slough in its base. 52 54 44 2.05 Fair 

5 
If necrotic tissue is present and if bone can be seen or palpated, the 

ulcer is a Stage 4. 
72 32 46 2.17 Fair 

6 
When necrotic tissue is removed, an unstageable pressure injury/ulcer 

will be classified as a Stage 3 injury/ulcer. 
56 48 46 2.07 Fair 

7 It is worrying about the appearance of blisters on heels. 68 39 43 2.17 Fair 

8 
Bone, tendon, or muscle may be exposed in a Stage 4 pressure 

injury/ulcer. 
65 45 40 2.17 Fair 

9 Dry, adherent eschar on the heels should not be removed. 25 63 62 1.75 Fair 

10 
Deep tissue injury is a localized area of purple or maroon discoloured 

intact skin or a blood-filled blister. 
47 58 45 2.01 Fair 
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11 

In large and deep pressure injury/ulcers, the number of dressings used 

needs to be counted and documented so that all dressings are removed 

at the next dressing change. 

72 37 41 2.21 Fair 

12 

A mucosal membrane pressure injury/ulcer is found on mucous 

membrane as the result of medical equipment used at that time on that 

location; this pressure injury is not staged. 

36 62 52 1.89 Fair 

13 
Pressure injury/ulcers can occur around the ears in a person using 

oxygen by nasal cannula. 
70 30 50 2.13 Fair 

14 
Stage 1 pressure injury/ulcers are intact skin with non-blanchable 

erythema over a bony prominence. 
80 36 34 2.31 Fair 

15 When the ulcer base is totally covered by slough, it cannot be staged. 28 79 43 1.90 Fair 

16 Nurses should avoid turning a patient onto a reddened area. 63 55 32 2.21 Fair 

17 Skin tear are not classified from pressure ulcer staging. 41 64 45 1.97 Fair 

18 
A Stage 3 pressure injury/ulcer may appear shallow if located on the 

ear, malleolus/ankle, or heel. 
52 51 47 2.03 Fair 

19 Deep tissue injury will  progress to another injury/ulcer stage. 78 42 30 2.32 Fair 

20 A Stage 4 pressure injury/ulcer may be undermining. 53 58 39 2.09 Fair 

Level of Assessment (Poor [P]=1-1.66; Fair [F]=1.67-2.33; Good [G]=2.34-3) 

 

        Table (4-5) demonstrated that the nurses expressed a fair responses 

towards knowledge about pressure ulcer stages at all, studied items while, 

the responses were good at item number (1).  

Table(4.6):Overall nurses knowledge about pressure ulcer stages 

Knowledge of ulcer Stages Freq  % M (±SD) Ass. 

Poor (20-33.33) 20 13.3 

42.22 ± 8.98 

F
a

ir
 Fair (33.34-46.66) 74 49.4 

Good (46.67-60) 56 37.3 

Total 150 100.0 

M: Mean for total score, SD=Standard Deviation for total score 

 

        Table (4-6) show that the (49.4%) of nurses expressed a fair 

knowledge towards pressure ulcer stages 42.22 (±8.98). 
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Table (4.7): Nurses knowledge about wound descriptions 
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Wound Descriptions Items 
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M.s Ass. 

Freq  Freq  Freq  

1 
Slough is yellow or cream-colored necrotic /devitalized tissue on a 

wound bed. 
94 29 27 2.45 Good 

2 Pressure ulcers are contaminated wounds. 85 37 28 2.38 Good 

3 Gauze dressings increase the pain in the wound. 26 77 47 1.86 Fair 

4 
Hydrogel dressings can be used  on pressure injury/ulcers with 

granulation tissue. 
36 64 50 1.91 Fair 

5 
Pressure ulcers is not progress in a linear fashion from Stage 1 to 2 to 3 

to 4. 
30 66 54 1.84 Fair 

6 Eschar is not healthy tissue. 93 32 25 2.45 Good 

7 Honey dressings can sting when initially placed in a wound. 24 69 57 1.78 Fair 

8 Foam dressing may be used on areas at risk for shear injury. 33 61 56 1.85 Fair 

9 Biofilms may develop in any type of wound. 64 50 36 2.19 Fair 

10 
Blanching refers to whiteness when pressure is applied to a reddened 

area. 
70 48 32 2.25 Fair 

11 
Early changes associated with pressure injury/ulcer development may 

be missed in persons with darker skin tones. 
39 82 29 2.07 Fair 

12 
Deep tissue injury (DTI) may be difficult to detect in individuals with 

dark skin tones. 
57 59 34 2.15 Fair 

13 Eschar is not good for wound healing. 75 47 28 2.31 Fair 

14 
It may be difficult to distinguish between moisture associated skin 

damage and a pressure injury/ulcer. 
59 55 36 2.15 Fair 

15 
Wounds that become chronic are frequently stalled in the inflammatory 

phase of healing. 
52 56 42 2.07 Fair 

16 
Shear injury is a concern for the patient even using a side a lateral-

rotation  bed. 
47 61 42 2.03 Fair 

17 
A dressing should keep the wound bed moist, but the surrounding skin 

dry. 
58 59 33 2.17 Fair 

18 
Hydrocolloid and film dressings must be carefully removed from fragile 

skin. 
71 45 34 2.25 Fair 

19 Hydrocolloid dressings should be not used on an infected wound. 52 53 45 2.05 Fair 

20 
Pressure injury/ulcers can be cleansed with water that is suitable for 

drinking. 
37 62 51 1.91 Fair 

21 
Alginate dressings can be used for heavily draining pressure 

injury/ulcers or those with clinical evidence of infection. 
38 72 40 1.99 Fair 

22 Alginate dressings absorb a lot of drainage. 54 59 37 2.11 Fair 

23 
Non-sting skin prep should be used around a wound to protect 

surrounding tissue from moisture. 
74 43 33 2.27 Fair 

24 Some Bacteria can develop  immunity to silver dressings. 42 60 48 1.96 Fair 

Level of Assessment (Poor [P]=1-1.66; Fair [F]=1.67-2.33; Good [G]=2.34-3) 
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        Table (4-7) demonstrated that the nurses expressed a fair responses 

towards knowledge about wound descriptions at all, studied items while, 

the responses were good at items number (1, 2 and 6).  

Table(4.8):Overall nurses knowledge about wound descriptions 

Knowledge of Wound 

Descriptions 
Freq  % M (±SD) Ass.  

Poor (24-40) 19 12.7 

50.45 ± 11.20 

F
a

ir
 Fair (40.1-56) 86 57.3 

Good (56.1-72) 45 30.0 

Total 150 100.0 

M: Mean for total score, SD=Standard Deviation for total score 

 

        Table(4-8) shows that the (57.3%) of nurses expressed a fair 

knowledge towards wound descriptions 50.45 (±11.20). 

Table (4.9):Overall nurses knowledge regarding pressure ulcer  

Prevention in intensive care units 

Overall Knowledge Freq  % M (±SD) Ass. 

Poor Knowledge 21 14.0 

150.52 ± 30.07 

F
a

ir
  Fair Knowledge 92 61.3 

Good Knowledge 37 24.7 

Total 150 100.0 

M: Mean for total score, SD=Standard Deviation for total score 

[Poor= 72-120; Fair= 120.1-168; Good=168.1-216] 

 

        Table (4-9) shows that over half (61.3%) of nurses expressed a fair 

knowledge regarding pressure ulcer prevention in intensive care units 

150.52 (±30.07). 
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Table (4.10): Nurses attitudes towards pressure ulcer prevention 

L
is
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Nurses Attitudes Items 
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M.s Ass. 

Freq  Freq  Freq  

1 Not All patients are at potential risk of developing pressure sores. 74 57 19 2.37 Agree 

2 
I value that joining educational activities on pressure ulcer 

prevention is important for my practice. 
111 33 6 2.70 Agree 

3 
In my opinion, patients tend not to get as many pressure sores 

nowadays. 
50 61 39 2.07 Neutral 

4 I am more interested in preventing pressure ulcers in my practice. 96 46 8 2.59 Agree 

5 
Pressure sore prevention is a greater priority than pressure 

treatment.  
108 31 11 2.65 Agree 

6 
Continuous nursing assessment of patients will give an accurate 

picture of their pressure sore risk. 
90 47 13 2.51 Agree 

7 Most pressure sores can be avoided. 63 64 23 2.27 Neutral  

8 
I am more interested in pressure sore prevention than other 

aspects of nursing care. 
89 51 10 2.53 Agree 

9 
I am aware to turn my patient who is at risk for pressure ulcer 

every 2 hours. 
101 35 14 2.58 Agree 

10 Patient should be cleansed immediately after soiled. 87 48 15 2.48 Agree 

11 
Pressure ulcer should be an important indicator for quality of 

nursing care. 
71 54 25 2.31 Neutral  

Level of Assessment (Disagree [D]=1-1.66; Neutral [N]=1.67-2.33; Agree [A]=2.34-3) 

 

        Table (4-10) demonstrated that the nurses expressed an agree 

(positive) responses towards pressure ulcer prevention at all, studied items 

except, the items number (3, 7 and 11) the responses were neutral (partially 

agree).  
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Table(4.11):Overall nurses attitudes regarding pressure ulcer 

prevention in intensive care units 

Overall Attitudes Freq  % M (±SD) Ass. 

Negative 4 2.7 

27.06 ± 3.59 

P
o

si
ti

ve
 

Neutral 32 21.3 

Positive 114 76.0 

Total 150 100.0 

M: Mean for total score, SD=Standard Deviation for total score 

[Negative= 11-18.33; Neutral= 18.34-25.66; Positive =25.67-33] 

 

        Table (4-11) shows that the majority of (76%) of nurses expressed a 

positive attitudes regarding pressure ulcer prevention in intensive care units 

27.06 (±3.59). 

4.12. Statistical differences in nurses knowledge and attitude’s with  

respect their socio-demographic variables 

Table (4.12.1):Differences in nurses knowledge and attitudes based on  

their age groups 

Age groups 
Source of 

variance 

Sum of 

Squares 
d.f 

Mean 

Square 

F-

statistic 
Sig. 

Knowledge 

Between Groups 0.099 3 0.033 

0.187 0.905 Within Groups 25.899 146 0.177 

Total 25.998 149  

Attitudes 

Between Groups 0.132 3 0.044 

0.408 0.747 Within Groups 15.758 146 0.108 

Total 15.890 149  

. 

        Analysis of variance in the table (4.12.1) showed that there were no 

statistically significant differences in knowledge (F= .187; p=.905) and 

attitudes (F= .408; p=.747) between nurses with respect to their age 

groups. 
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Table(4.12.2): Differences in nurses knowledge and attitudes based on  

their gender 

Variables Gender Mean SD t-value d.f Sig. 

Knowledge 
Male 2.12 0.415 

1.081 148 0.281 
Female 2.04 0.420 

Attitudes 
Male 2.48 0.312 

1.057 148 0.292 
Female 2.42 0.344 

. 

        The independent sample t-test indicated that there were no statistically 

significant differences in knowledge (t= 1.081; p= .281) and attitudes (t= 

1.057; p= .292) between nurses with respect to their who are male or 

female, as shown in table(4.12.2).     

Table (4.12.3): Differences in nurses knowledge and attitudes based on  

their residents 

Variables Residents Mean SD t-value d.f Sig. 

Knowledge 
Urban 2.15 0.432 

1.042 148 0.061 
Rural 2.05 0.351 

Attitudes 
Urban 2.46 0.325 

0.354 148 0.724 
Rural 2.44 0.332 

 

        The independent sample t-test indicated that there were no statistically 

significant differences in knowledge (t= 1.042; p= .061) and attitudes (t= 

.354; p= .724) between  nurses with respect  to their who are urban or  

Rural, as shown in table (4.12.3). 
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Table(4.12.4): Differences in nurses knowledge and attitudes based on  

their education level 

Education 

Level 

Source of 

variance 

Sum of 

Squares 
d.f 

Mean 

Square 

F-

statistic 
Sig. 

Knowledge 

Between Groups 12.495 3 4.165 

45.034 0.000 Within Groups 13.503 146 0.092 

Total 25.998 149  

Attitudes 

Between Groups 0.819 3 0.273 

2.644 0.051 Within Groups 15.071 146 0.103 

Total 15.890 149  

. 

        The analysis of variance shown in table(4.12.4) that there were 

statistically significant differences in knowledge (F= 45.034; p=.000) and 

attitudes (F= 2.644; p=.051) between nurses with respect to their education 

level. 

 

Figure (4.1): Distribution of nurses knowledge based of their education 

level 
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Figure (4.2): Distribution of nurses attitudes based of their education 

level 

 

Table (4.12.5): Differences in nurses knowledge and attitudes based on  

their years of experience in nursing 

Years of 

Experience 

Source of 

variance 

Sum of 

Squares 
d.f 

Mean 

Square 

F-

statistic 
Sig. 

Knowledge 

Between Groups 15.838 3 5.279 

75.863 0.000 Within Groups 10.160 146 0.070 

Total 25.998 149  

Attitudes 

Between Groups 1.357 3 0.452 

4.543 0.004 Within Groups 14.533 146 0.100 

Total 15.890 149  

. 

        The analysis of variance showed in table(4.12.5) that there were 

statistically significant differences in knowledge (F= 75.863; p=.000) and 

attitudes (F= 4.543; p=.004) between nurses with respect to their years of 

experience in nursing. 
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Figure (4.3): Distribution of nurses knowledge based of their years of 

experience 
 

Figure (4.4): Distribution of nurses attitudes based of their years of 

experience 
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Table(4.12.6): Differences in nurses knowledge and attitudes based on  

their experience in ICU 

Experience 

in ICU 

Source of 

variance 

Sum of 

Squares 
d.f 

Mean 

Square 

F-

statistic 
Sig. 

Knowledge 

Between Groups 16.160 3 5.387 

79.939 0.000 Within Groups 9.838 146 0.067 

Total 25.998 149  

Attitudes 

Between Groups 1.249 3 0.416 

4.150 0.007 Within Groups 14.641 146 0.100 

Total 15.890 149  

. 

        The analysis of variance shown in table(4.12.6) that there were 

statistically significant differences in knowledge (F= 79.939; p=.000) and 

attitudes (F= 4.150; p=.007) between nurses with respect to their 

experience in ICU. 

 

Figure (4.5): Distribution of nurses knowledge Based of their experience 

in ICU 
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Figure (4.6): Distribution of nurses attitudes based of their experience in 

ICU 

 

Table(4.12.7): Differences in nurses knowledge and attitudes based on  

their shift 

Variables Shift Mean SD t-value d.f Sig. 

Knowledge 
Morning 2.21 0.276 

5.052 148 0.000 
Evening 1.88 0.526 

Attitudes 
Morning 2.49 0.224 

1.982 148 0.052 
Evening 2.39 0.446 

 

        The independent sample t-test indicated that there were statistically 

significant differences in knowledge (t= 5.052; p= .000) and attitudes (t= 

1.982; p= .052) between nurses with respect to their who work at morning 

or evening, as show in table (4.12.7). 
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Table (4.12.8): Differences in nurses knowledge and attitudes based on  

their training courses 

Training 

Courses 

Source of 

variance 

Sum of 

Squares 
d.f 

Mean 

Square 

F-

statistic 
Sig. 

Knowledge 

Between Groups 9.896 2 4.948 

45.168 0.000 Within Groups 16.103 147 0.110 

Total 25.998 149  

Attitudes 

Between Groups 0.133 2 0.067 

0.621 0.539 Within Groups 15.757 147 0.107 

Total 15.890 149  

. 

       The analysis of variance shown in table (4.12.8) that there were 

statistically significant differences in knowledge (F= 45.168; p=.000); and 

no statistically significant differences in attitudes (F=  .621; p=.539) 

between nurses with respect to their training courses. 

 

Figure (4.7): Distribution of nurses knowledge based of their training 
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 Chapter Five  

                                                     Discussion  

        This chapter will present an abstract interpretation over logical grids and 

reasonable driven argumentation for statically results which were supported 

by the available literatures, and the researcher’s opinion. Results of the study 

will be discussed according to the objectives of the study. 

5.1. Demographic Characteristics 

5.1.1. Socio-Demographic Characteristic for Nurses 

           According the table(4.1) in results the social demographic 

characteristics of the participants, as it shows that the majority of the sample 

aged between (20-29) years was the highest recorded (90.6%). This is actually 

the reasonable age group for nurses, as the intensive care unit requires hard 

work and needs youth nurses to deliver a good and qualified care. Moreover, 

these results are parallel to the study conducted by Reza et al.,(2020) in 

Bangladesh found that (294) nurses,  found the majority of them 160 (54.4%) 

were from age (21-30) years. In another similar study in Baghdad 

Governorate, where the results of the study showed that the predominant age 

sample of nursing workers was within (21-30) years (74%)(Noor and 

Hassan,.2021). 

        Regarding the gender, more than half were males (56.7%) compared to 

female nurses. This is due to the finding that male nurses are more in contact 

with patients, as patient interaction requires a high level of physical activity. 

These results come in parallel with the results of the study done by Getie et 

al., (2020) In this study, a total of (401) study participants were involved, with 

a response rate of (95.02%). From the total number of respondents, more than 
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half 237 (59.1%) were males compared female. As well as a study Ebi et al., 

)2019) in hospitals Wollega showed that most of them were males (131, 

61.8%). 

        Concerning the residency, the urban residents were predominated  

majority (75.3%) as compared with those who are rural. As well as a 

considered the need of such number of nurses to be employed in the city 

Centre hospitals as more patients were admitted from different regions and to 

meet the shortage of staff. Whereas, the Crowder-Klobofski, (2013) study 

found that the majority of participating nurses are urban residents (65%) and 

rural facilities may need additional education to improve their practices. While 

Baernholdt et al., )2020) conducted a study between nurses working in rural 

hospital and nurses working in urban hospitals, the results found that the 

majority of respondents are workers in urban hospitals (76.14% vs. 74.67 %).  

5.1.2. Job  related data  

        In the table(4.2) job characteristics of the participants in terms of 

educational level revealed that B.Sc. Nursing was predominant (45.3%) 

compared to other degrees, and this is due to the majority of nurses working in 

intensive care having a bachelor’s degree, as this category is more efficient 

and capable to care such patients. These results are consistent with the study 

by Tubaishat and Aljezawi, (2014) in Jordan nurses, it was revealed that most 

Jordanian nurses participants were registered nurses (87.7%, n = 179), holding 

a bachelor degree. In a similar study conducted by Tirgari et al., (2018), the 

findings showed that (87.65%) had a bachelor’s degree in nursing. 

       More than half of the research participants have an experience in nursing 

and experience in intensive care from one - three years, which is the highest 
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percentage (46% - 52% ) respectively, from the morning shift by, this is due to 

the fact that work load and the time factor are among the reasons for the 

unwillingness and continuation of the nurses to work in the intensive care unit. 

It is a fact that most of the nurses like to move to other departments in the 

hospital. Moreover, a study conducted in Hawassa university comprehensive 

specialized Hospital, in southern Ethiopia, revealed similar results to the study 

among 356 nurse Participants, it was found that (0 – 4) years old (47.20%) is 

the majority of the nurses participating in the study, with an eight-hour work 

Muhammed et al., (2020). Addition, in another study conducted in North 

Africa, it is consistent with these results, as it showed that more than half of 

the participants, by )65.2( percent, had experience of less than four years 

(Tesfa Mengist et al., 2022). 

         With regard to work shift, the finding presented study revealed that  

most of nurses work at morning shift (63.3%). It is expected because the 

shortage of nurses in evening shift comparing with  nurses in the evening shift. 

This result is inconsistent with the study conducted by Etafa et al., (2018) was 

found that the majority of participating nurses work in less time  185 (83.1) 

from (222) the nurses have a lack of knowledge. In another study, Muhammed 

et al., )2020) in Ethiopia hospitals, found that the nurses work with eight 

hours less knowledgeable than those who work from eight to twelve hours at a 

rate of   ) 62%). 

        Concerning training courses associated findings, (58.7%) of participants 

attended (1-2) sessions. This indicates attending and doing training courses for 

nurses, and this increases the quality of nursing care by acquiring knowledge 

and information. This finding concurred with Hu et al., (2021) in China is 

showed most participants reported that they had received training on pressure 
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ulcer prevention over the last year (n = 341, 66.9%), and that they required 

further training on this topic (n = 486, 95.3%).  

5.2. Nurses Knowledge Regarding Pressure Ulcer 

5.2.1. Nurses Knowledge Regarding Pressure Ulcer Prevention 

        According to the finding (46%) in the table(4.4) of the samples expressed 

a fair knowledge towards pressure ulcer prevention. In this regard, the average 

level is due to the lack or unavailability of adequate medical equipment 

needed by the patient. This research focuses along with studies in the 

Pomeranian Medical University is appears that over half of the respondents 

(57.64%) had a sufficient level of knowledge on the prevention of pressure 

ulcers (Szymański et al., 2020).  

       Moreover, this study agrees with the study of Fulbrook et al., )2019) in 

Australian revealed that most of the responses were good about management 

and prevention of pressure ulcers. Another research conducted by Nuru et al., 

(2015) in northwest Ethiopia discover  In this study, it was found More than 

half of the answers were moderate of the participants, but not sufficient, 

because  majority (91.1 %) of the nurses had not received any formal training 

and 223 (89.9 %) of them were not using any existing guidelines about risk 

assessment and prevention of pressure ulcer. 

        In contrast to the results of the study Yilmazer et al.,(2019) in Turkey, 

explored concerns about nurses' knowledge regarding pressure ulcer 

prevention was poor knowledge unsatisfactory.  

5.2.2. Nurses Knowledge Concerning Pressure Ulcer Stages 

        Based on the results in the table (4-6) show that (49.4%) of participants 
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expressed a fair knowledge towards pressure ulcer stages. The reason for this 

is due to the nurses' lack of awareness of the dangers of ulcers, in addition to 

that, the absence of the role of officials in encouraging the conduct of 

continuous ulcer courses, despite the establishment of these training courses, 

but not at the required level. 

        The results of this study, which corresponded to several studies, were 

shown in the results, including a study conducted by Chianca et al., (2010) in 

Brazil, the results showed satisfactory regarding pressure ulcer stage. 

Corresponds to Çelik et al., )2017) the results of his study also showed nurses’ 

knowledge of pressure injury and staging was moderate level. As stated in 

another study Kim & Lee, )2019) reported that nurses’ knowledge of pressure 

injury and staging was found to be at a moderate level. 

        Contrary to the results of the study Demarré et al., (2012),the study 

conducted using both similar and different scales in the literature have found 

that nurses’ levels of knowledge for pressure ulcer staging were inadequate. 

Another Study conducted by Sayar et al., )2022) obtained a mean score for the 

modified (pressure ulcer knowledge tool) of 62.67%, which is below the 

average (70%). The result of the study indicated that the level of knowledge of 

nurses about PIs and staging was inadequate. 

5.2.3. Nurses Knowledge about Wound Descriptions 

         According to the table (4-8)shown more than half of the samples 

(57.3%), expressed a fair knowledge towards wound descriptions. This might 

be as a result of the  lack in reading articles or nursing books that contribute to 

gaining sufficient and useful information which help their professional 

development. From this aspect, these results were matched by the study of 
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Awali et al.,)2018) in Saudi Arabia, which showed that the nurses' knowledge 

of describing pressure ulcers is moderate level. 

        As well as, study of  Shanmukanathan,.( 2019)  in Hospital Batticaloa, Sri 

Lanka, study found that majority of nurses had very low level of knowledge 

toward wound description Because most of the nurses did not receive training 

courses. 

        Among these studies showed findings that indicate a gap in knowledge of 

current evidence-based interventions for pressure ulcer among nurses in 

Nigeria and confirm that most pressure ulcer practice decisions are based on 

tradition,  myths, and past experience. A structured educational approach is 

needed to enable Nigerian nurse (Rose Ekama Ilesanmi et al., 2012).  

5.3. Overall Nurses Knowledge Regarding Pressure Ulcer Prevention in 

Intensive Care Units 

       Overall for nurses knowledge shown in table (4-9)   that over half (61.3%) 

of  nurses expressed a fair knowledge regarding pressure ulcer prevention in 

intensive care units. This is results inconsistent with  study in Lahore general 

hospital by Nasreen et al., (2017) the study showed that  nurses’ overall level 

of knowledge was poor regarding pressure ulcer prevention. Another study 

conducted by Sen, (2020) in Medical Hospital Kolkata, 

the study showed the overall level of nurses’ knowledge was poor regarding 

pressure ulcer prevention. As well as, cross-sectional studies conducted in 

Rwanda by Mwiseneza, (2017), that found overall knowledge of the nurses 

regarding prevention of pressure ulcer was very low. 
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5.4.Overall Nurses Attitudes Regarding Pressure Ulcer Prevention in 

Intensive Care Units 

         In the table (4-11) overall of nurses attitudes is majority (76%) expressed 

a positive attitudes regarding pressure ulcer prevention in intensive care units 

(27.06) (±3.59). Pressure ulcer prevention is one of the most important goal of 

nursing care in hospitalised patients in ICU and a positive attitude towards it 

can result in an appropriate level of care being delivered.  

        With the same result, the study of Senmar et al.,(2018) in Iran came, 

where the results showed that Iranian nurses working in ICUs and CCUs have 

a positive attitude toward pressure ulcer prevention.an another study, where 

this study revealed that the attitude was good regarding the prevention and 

treatment of pressure ulcer in Bujumbura (Niyongabo et al., 2022). 

        Furthermore, these results agreed with the by Hu et al.,(2021), in China 

the study demonstrated that ICU nurses’ attitudes toward pressure ulcer 

prevention were generally positive, with a mean score of (76.65%). While 

study Tshiamo,. )2021) contradicts the results of this study, as it showed the 

attitude of nurses was negative regarding pressure ulcers’ prevention.  

5.5. Statistical differences in nurses knowledge and attitude’s with respect 

their socio-demographic variables 

        With age table (4.12.1) showed that the analysis of variance showed that 

there were no statistically significant differences in knowledge (F= .187; 

p=.905) and attitudes (F= .408; p=.747) between nurses with respect to their 

age groups.These results are consistent with  Batiha, )2018) study, as the study 

revealed that no significant finding from the demographic variables according 
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to age in a critical care unit. Study Tubaishat et al., (2013) also revealed no 

relationship between attitudes and age.  

        In regarding to gender table (4.12.2) results display according to used 

independent sample t-test indicate that there were no statistically significant 

differences in knowledge (t= 1.081; p= .281) and attitudes (t= 1.057; p= .292) 

between nurses with respect to their who are male or female. This may reflect 

the preparation of nurses and pattern of the academic achievement. The results 

of this study agree with the study conducted by Tayyib et al., (2016) which 

illustrated that the participants demonstrated positive attitudes toward pressure 

ulcer  prevention. No significant differences were found between demographic 

characteristics of the participants with the nurses attitude.  

        For the residency the independent sample t-test indicates that there were 

no statistically significant differences in knowledge (t= 1.042; p= .061) and 

attitudes (t= .354; p= .724) between nurses with respect to those who are 

urban or rural resident in the table (4.12.3). On the other hand, the study of Hu 

et al., (2021) showed the opposite of the results of this study, as the results 

showed that there is no relationship between knowledge and demographic 

characteristics.  

        Regarding the level of educational table (4.12.4) show the analysis of 

variance showed that there were statistically significant differences in 

knowledge (F= 45.034; p=.000) and attitudes (F= 2.644; p=.051) between 

nurses with respect to their education level. Most of the time it's logical that 

the issue of knowledge and attitudes will be affected by the level educational 

of nurses and way are prepared. The results of this study contradict with the 

study of Shrestha and Shrestha, (2016), as it showed non-significant results for 
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the demographic characteristics in relation to the level of education regarding 

nurses the knowledge for prevention of pressure ulcers.  

        Concerning experience in nursing service the analysis of variance 

showed that there were statistically significant differences in knowledge (F= 

75.863; p=.000) and attitudes (F= 4.543; p=.004) between nurses with respect 

to their years of experience in nursing. definitely the time and years spending 

in working in particular area will improve or support the professional 

development. The results of this study contradict the results of the Qaddumi 

and Khawaldeh, )2014) study conducted in Jordan, where it was found that 

knowledge had no relation with nurses’ concerning  years of work experience. 

Table (4.12.5).   

        Regarding the experience in ICU analysis of variance showed that there 

were statistically significant differences in knowledge (F= 79.939; p=.000) 

and attitudes (F= 4.150; p=.007) between nurses with respect to their 

experience in ICU table (4.12.6). Providing a quality of care in this vital units 

need as well, qualified nurses skillful and this require a time those 

professional spend. This result agrees with a study Batiha, (2018) the only 

significant finding from the demographic variables was ‘years employed in a 

critical care unit.  

        whereas  the shift work in table (4.12.7) was  used independent sample t-

test indicate that there were statistically significant differences in knowledge 

(t= 5.052; p= .000) and attitudes (t= 1.982; p= .052) between nurses with 

respect to their who work at morning or evening. The reason for this result is 

due to the nature of the work and the effort exerted by the nurses, in addition 

to the difference in the number of working hours between the morning and 
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evening shifts. Muhammed et al., )2020) found that the nurses work with eight 

hours less knowledgeable than those who work from eight to twelve hours. 

        According to table (4.12.8), in relation to the training courses, the 

analysis of variance showed that there were statistically significant differences 

in knowledge (F= 45.168; p=.000); and no statistically significant differences 

in attitudes (F=  .621; p=.539) between nurses with respect to their training 

courses. These results were not in consistent with the results of Shrestha and 

Shrestha,(2016) study, who the found out that there is no significant 

association between level of knowledge of respondents and independent 

variables toward training.  
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Chapter Six 

 Conclusions and Recommendations   

6.1. Conclusions 

The current study concluded that : 

6.1.1. Most of the participants in this study are middle age, the majority are 

male and most them are urban resident. 

6.1.2. The majority of the participants in this study had experience in nursing 

and their experience in the intensive care unit are one to three years, and most 

of them have a bachelor's degree working in the morning shift who attended 

one to two courses. 

6.1.3.  Regarding the nurses' knowledge of pressure ulcers prevention , most 

of the participants' answers  were fair level. 

6.1.4. With regard to the nurses' attitudes towards the prevention of pressure 

ulcers, the majority of the participants in this study had positive answers. 

6.1.5. No significant statistically differences in knowledge and attitudes 

between nurses with respect to the (age, gender and residence). 

6.1.6. The study found significant differences in knowledge and attitudes 

between nurses with respect to the (educational level, experience in nurse , 

experience in intensive care unit and shift work). 

6.1.7. The study found significant differences between nurses knowledge and 

training and found no statistically significant between nurses attitudes and 

training.  
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6.2. Recommendations  

       Based on the results of the study, it is useful to suggest the following 

recommendations: 

6.2.1. Health directorate can preparing continuous training programs regarding 

pressure ulcer prevention for nurses working in intensive care units at Hilla 

hospitals. 

6.2.2. The hospital must Increasing the number of evening workers in order to 

provide quality care, as the number of nurses and long working hours affect 

the quality of nursing care. 

6.2.3. Senior nurses who have long  and good experience in this field can help 

teach and supervise the junior ones in emphasize the issue of good quality of 

care in regard to pressure ulcer.  

6.2.4. More studies can be conducted in the future on the practices of nurses in 

the prevention and treatment of pressure ulcers. 

6.2.5. It’s essential to emphasize continuous nursing documentation, which 

enhances nursing care and avoids pressure ulcers. 
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Appendix(5)  

Questionnaire  

 اسخًــــاسة ححكيــــى

انفاضـــم/ة ..................................................حضشة الأسخــار/ة   

 ححيـــت طيبـــت

َظشا نًا حًخهكّ يٍ خهفيت ٔيكاَت عهًيت ٔخبشة عًهيت في يجال اخخصاصك يشجٗ انخفضم بًشاجعت ٔسقت الاسخباَت 

 انًشفقت ٔانخاصت بشسانت انًاجسخيش انًٕسٕيت

 

"يخعهق بانٕقايت يٍ قشحّ انضغظ في ٔحذاث انعُايت انًشكزة"يعاسف انًًشضيٍ ٔاحجاْاحٓى في يا   

 

“Nurses’ Knowledge and Attitudes Regarding Pressure Ulcer prevention in Intensive 

Care Units” 

 

 

 ٔابذاء يلاحظاحك انقيًت عهيٓا نلأخز بٓا يع فائق انشكش ٔانخقذيش.

......................................................الاسى انكايم:   

 انهقب انعهًي: ......................................................

 يكاٌ انعًم: .......................................................

...سُيٍ انخبشة: ...................................................  

 انخٕقيع: ............................................................

 

 

 انباحــث          

طانــب انًاجسخيــش          

حًزة يسهى ابٕ سعٕد         

 جايعت بابــم / كهيت انخًشيــض
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Part ⅼ:  

Section one :Demographic characteristic of Nurses: 

1-Age: year 

2- Gender :          Male                        Female  

3-Education level:       Secondary school nursing                         Diploma       

                                                       post gradual                          Bachelor           

       

4-Residency:         Urban                         Rural 

Section two : Work information : 

1-Years of experience in nursing : year                                        

2-Years' experience in intensive care unit :                   year    

3-Work shift:        Morning                   Night 

3-Your participation in special courses about pressure ulcers: 

 

                                    Yes                             No 

If yes write Number of course :                      
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Part Ⅱ; Nurses knowledge about pressure ulcer: 

Domain Ⅰ: Nurses knowledge about pressure ulcer prevention: 

No. Items  I know  Uncertain I don’t 

know 

1. Hot water and soap may dry the skin and increase the 

risk for pressure injury/ulcers. 

   

2. Chair-bound persons should be fitted for a chair 

cushion. 

   

3. A person confined to bed should be repositioned based 

on the individual’s risk factors and the support 

surface’s characteristics. 

   

4. A pressure injury/ulcer scar will break down faster than 

unwounded skin. 

   

5. The goal of palliative  care are to relieve pain, 

Prevent disease and maintain the best quality of life 

possible. 

   

6. Dragging the patient up in bed increases friction. 

 

   

7. Small position changes may need to be used for 

patients who cannot tolerate major shifts in body 

positioning. 

   

8. An incontinent patient should have a toileting care 

plan. 

   

9. A pressure redistribution surface manages tissue load 

and the climate against the skin. 

   

10. When possible, high-protein oral nutritional 

supplements should be used in addition to usual diet for 

patients at high risk for pressure injury/ulcers. 

   

11. The home care setting has unique considerations for 

support surface selection. 

   

12. Donut devices/ring cushions alone do not help prevent 

pressure ulcer . 

   

13. Specialized beds cannot be used for all patients at risk 

of developing pressure/ulcers. 

   

14. Persons at risk for pressure injury/ulcers should be 

nutritionally assessed (i.e., weight, nutrition intake, 

blood work). 

   

15. Critical care patients may need slow, gradual turning 

because of being hemodynamically unstable. 

   

16. Staff education alone does not reduce the incidence of 

pressure injury/ulcers. 

   

17. A footstool/footrest should be used for an immobile 

patient whose feet do not reach the floor. 
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18. Massage of bony prominences is not essential for skin 

care. 

   

19. Poor posture in a wheel chair may be the cause of a 

pressure injury/ulcer. 

   

20. For persons who have incontinence, skin cleaning 

should occur at the time of soiling and at routine 

intervals. 

   

21. Patients who are spinal cord injured need knowledge 

about pressure injury/ulcer prevention and self-care. 

   

22. People, who are not moving and can be taught, should 

change the posture of sitting every two hours while 

sitting in a chair. 

   

23. Choosing a supportive surface bed for the patient 

should take into account all levels of risk of pressure 

ulcers in the person. 

   

24. It is necessary to have the patient with a spinal cord 

injury evaluated for seating. 

   

25. To help prevent pressure injury/ulcers, the head of the 

bed should be elevated at a 30-degree angle or less. 

   

26. Urinary catheter tubing should be positioned above the 

leg. 

   

27. Pressure injury/ulcers may be avoided in patients who 

are obese with use of properly sized equipment. 

   

28. Pressure injury/ulcers are a lifelong concern for a 

person who is spinal cord injured. 

   

 

 

 

Domain Ⅱ: Nurses knowledge of pressure ulcer stages: 

No. Items I know  Uncertain  I don’t 

know 

1. A Stage 2 pressure injury/ulcer is a partial thickness 

skin loss involving the epidermis and/or dermis. 

   

2. Skin that doesn’t blanch when pressed is a Stage 1 

pressure injury/ulcer. 

   

3. A Stage 3 pressure injury/ulcer is a full thickness skin 

loss. 

   

4. A Stage 3 pressure injury/ulcer may have slough in its 

base. 
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5. If necrotic tissue is present and if bone can be seen or 

palpated, the ulcer is a Stage 4. 

   

6. When necrotic tissue is removed, an unstageable 

pressure injury/ulcer will be classified as a Stage 3 

injury/ulcer. 

   

7. It is worrying about the appearance of blisters on heels. 

 

   

8. Bone, tendon, or muscle may be exposed in a Stage 4 

pressure injury/ulcer. 

   

9. Dry, adherent eschar on the heels should not be 

removed. 

   

10. Deep tissue injury is a localized area of purple or 

maroon discoloured intact skin or a blood-filled blister. 

   

11. In large and deep pressure injury/ulcers, the number of 

dressings used needs to be counted and documented so 

that all dressings are removed at the next dressing 

change. 

   

12. A mucosal membrane pressure injury/ulcer is found on 

mucous membrane as the result of medical equipment 

used at that time on that location; this pressure injury is 

not staged. 

   

13. Pressure injury/ulcers can occur around the ears in a 

person using oxygen by nasal cannula. 

   

14. Stage 1 pressure injury/ulcers are intact skin with non-

blanchable erythema over a bony prominence. 

   

15. When the ulcer base is totally covered by slough, it 

cannot be staged. 

   

16. Nurses should avoid turning a patient onto a reddened 

area. 

   

17. Skin tear are not classified from pressure ulcer staging. 

 

   

18. A Stage 3 pressure injury/ulcer may appear shallow if 

located on the ear, malleolus/ankle, or heel. 

   

19. Deep tissue injury will  progress to another injury/ulcer 

stage. 

   

20. A Stage 4 pressure injury/ulcer may be undermining. 

 

   

 

 

 

 

 



Appendices 

  

 

Domain Ⅲ: Nurses knowledge of wound descriptions: 

No.  Items I know  Uncertain  I don’t 

know  

1. Slough is yellow or cream-colored necrotic /devitalized 

tissue on a wound bed. 

 

   

2. Pressure ulcers are contaminated wounds. 

 

   

3. Gauze dressings increase the pain in the wound. 

 

   

4. Hydrogel dressings can be used  on pressure 

injury/ulcers with granulation tissue. 

   

5. Pressure ulcers is not progress in a linear fashion from 

Stage 1 to 2 to 3 to 4. 

   

6. Eschar is not healthy tissue. 

 

   

7. Honey dressings can sting when initially placed in a 

wound. 

   

8. Foam dressing may be used on areas at risk for shear 

injury. 

   

9. Biofilms may develop in any type of wound. 

 

   

10. Blanching refers to whiteness when pressure is applied 

to a reddened area. 

   

11. Early changes associated with pressure injury/ulcer 

development may be missed in persons with darker skin 

tones. 

   

12. Deep tissue injury (DTI) may be difficult to detect in 

individuals with dark skin tones. 

   

13. Eschar is not good for wound healing. 

 

   

14. It may be difficult to distinguish between moisture 

associated skin damage and a pressure injury/ulcer. 

   

15. Wounds that become chronic are frequently stalled in 

the inflammatory phase of healing. 

   

16. Shear injury is a concern for the patient even using a 

side a lateral-rotation  bed. 

   

17. A dressing should keep the wound bed moist, but the 

surrounding skin dry. 

   

18. Hydrocolloid and film dressings must be carefully 

removed from fragile skin. 

   

19. Hydrocolloid dressings should be not used on an 

infected wound. 

   

20. Pressure injury/ulcers can be cleansed with water that is 

suitable for drinking. 
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21. Alginate dressings can be used for heavily draining 

pressure injury/ulcers or those with clinical evidence of 

infection. 

   

22. Alginate dressings absorb a lot of drainage. 

 

   

23. Non-sting skin prep should be used around a wound to 

protect surrounding tissue from moisture. 

   

24. some Bacteria can develop  immunity to silver 

dressings. 

   

 

 

Part Ⅲ: Nurses Attitudes  towards prevention of  pressure 

ulcer:  

List Items Agree Partially 

Agree 

Disagree 

1. Not All patients are at potential risk of developing 

pressure sores. 
   

2. I value that joining educational activities on pressure 

ulcer prevention is important for my practice. 
   

3. In my opinion, patients tend not to get as many 

pressure sores nowadays. 
   

 4. I am more interested in preventing pressure ulcers in 

my practice. 
   

5. Pressure sore prevention is a greater priority than 

pressure treatment.  
   

6. Continuous nursing assessment of patients will give an 

accurate picture of their pressure sore risk. 

 

   

7. Most pressure sores can be avoided. 

 
   

8. I am more interested in pressure sore prevention than 

other aspects of nursing care. 
   

9. I am aware to turn my patient who is at risk for 

pressure ulcer every 2 hours. 
   

10. Patient should be cleansed immediately after soiled. 

 
   

11. Pressure ulcer should be an important indicator for 

quality of nursing care. 
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Appendix (6) 

 الاسخباَت 

 انجزء الأل :

 انقسى الأل :انخصائص انذيًٕغشافيت  نهًًشضيٍ :

 

  ٍٕخ                    : انعًش -1

ٔضٝأ                                موو              انجُس: -2  

  فو٠ظ كثٍَٛ                                 ئػلاك٠خ  رّو٠٘      :يسخٕٖ انخعهيى -3

فو٠ظ ثىبٌٛه٠ًٛ                               كهاٍبد ػ١ٍب                                             

اٌو٠ف                           ِل٠ٕخ       انسكٍ :        -4  

 انقسى  انثاَي يعهٕياث عٍ انعًم :

ٍٕخ                     سُٕاث انخذيت في انخًشيض:  -1  

ٍٕخ                    انعُايت انًشكزة:في ٔحذة  سُٕاث انخذيت -2  

َِبئٟ       ٕجبؽٟ                            : َظاو انعًم -3  

لا                       ٔؼُ    :              دٔساث خاصت حخعهق بقشحت انضغظفي يشاسكخك  -4  

                    :أرا شاسكج اركش عذد انذٔساث 
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 انجزء انثاَي: يعاسف انًًشضيٍ حجاِ قشحت انضغظ:

: انضغظ يٍ قشحّ تانٕقاي ِانًًشضيٍ حجا انًجال الأل :يعاسف  

لا 

 أعشف

 

غيش 

 يخأكذ

 اٌولُ انفقشاث أعشف

ئٌٝ رغف١ف اٌغٍل ٚى٠بكح فطو الإٕبثخ ثموؽٗ  لل ٠إكٞ اٌّبء اٌَبفٓ ٚاٌٖبثْٛ   

 اٌٚغٜ. 

.1 

.اٌّوٙٝ اٌّورجط١ٓ ثبٌىوٍٟ ثٍٛبئل ِو٠ؾٗ ٌّٕغ اٌموؽخرغ١ٙي ٠غت      

 

.2 

ؽَت فطٛهح ٚٙغ  ثبٍزّواهاٌَو٠و ٠غت رغ١و ٚٙؼ١خ اٌّو٠٘ اٌّؾزغي فٟ    

.اٌّو٠٘ ٚفٖبئٔ ٍطؼ اٌلاػُ  

.3 

ثْىً أٍوع ِٓ اٌغٍل  اٌٚغٜ  ٌّو٠٘ ِٖبة ثبٌموؽخ َِجمب لل رزؾًٍ ٔلثخ لوؽخ   

.خثبٌموؽ ِٖبة غ١واٌ   

.4 

اٌٙلف ِٓ اٌوػب٠خ اٌزٍط١ف١خ ٘ٛ رقف١ف الأٌُ ٚاٌٛلب٠خ ِٓ الأِواٗ ٚاٌؾفبظ ػٍٝ    

.أفًٚ ٔٛػ١خ ؽ١بح ِّىٕخ  

.5 

.اٌغٍل ٍؾت اٌّو٠٘ ئٌٝ اٌَو٠و ٠ي٠ل ِٓ اؽزىبن     

 

.6 

اٌّٛلغ اٌٖغ١وح اٌٝ اٍزقلاِٙب ٌٍّوٙٝ اٌن٠ٓ لا ٠َزط١ؼْٛ  لل رؾزبط ئٌٝ رغ١١واد   

 رؾًّ اٌزؾٛلاد اٌىج١وح فٟ ٚٙغ اٌغَُ.

.7 

 ٠غت أْ ٠ىْٛ ٌلٜ ِو٠٘ ٌٍٍ اٌجٛي فطخ ٌٍؼٕب٠خ ثبٍزقلاَ اٌّوؽبٗ.   

 

.8 

ِؼبٌغخ رؾًّ الأَغخ ٚ اٌج١ئخ اٌزٟ ٠َبػل ػٍٝ  ٌٍَو٠و اػبكح رٛى٠غ اٌٚغٜ اٌَطؾٟ   

.اٌّو٠٘ رٛاعٗ عٍل  

.9 

اٌّىّلاد اٌغنائ١خ اٌف٠ّٛخ اٌغ١ٕخ ثبٌجوٚر١ٓ ثبلإٙبفخ ئٌٝ اٍزؼّبي ػٕل الاِىبْ ، ٠غت    

ثموؽٗ اٌٚغٜ. إٌظبَ اٌغنائٟ اٌّؼزبك ٌٍّوٙٝ اٌّؼو١ٙٓ ٌقطو وج١و لإٕبثخ   

.10 

 ػُاٍطؼ اٌل ِٓ ٔٛػٙب ٌىٛٔٙب رقزبه فو٠لح ثبٔٙب اٌوػب٠خ إٌّي١ٌخ درز١ّي ئػلاكا   

 ٚإٌّبٍت ٌٍّو٠٘.

.11 

. الإٕبثخ ثموؽخ اٌٚغِٜٕغ ػٍٝ خ ٚؽل٘ب لا رَبػل ١ٍٛبئل اٌؾٍماٌ     

 

.12 
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اٍوح ِزقٖٖخ ٌغ١ّغ اٌّوٙٝ اٌّؼو١ٙٓ ٌقطو الإٕبثخ ثموؽخ اٍزؼّبي لا ٠ّىٓ    

.اٌٚغٜ  

.13 

ِٓ إٌبؽ١خ اٌزغن٠ٚخ  اٌٚغٜ  ثموؽخ٠غت رم١١ُ الأّقبٓ اٌّؼو١ٙٓ ٌقطو الإٕبثخ    

(.٠ٛخاٌلِ ٚاٌزو٠ٚخ )أٞ اٌٛىْ ، ٚرٕبٚي اٌزغن٠خ ،   

.14 

ثطٟء ٚرله٠غٟ ثَجت ػلَ اٍزمواه رؾو٠ه لل ٠ؾزبط ِوٙٝ اٌوػب٠خ اٌؾوعخ ئٌٝ    

 اٌلٚهح اٌل٠ِٛخ.

.15 

موؽخ اٌٚغٜ .ث بدئٕبث ؽلٚس اٌّٛظف١ٓ ٚؽلٖ لا ٠مًٍ ِٓرضم١ف      .16 

ٗ.لا رًٖ أللاِٗ ئٌٝ الأهلا ٠زؾون اٌملَ ٌّو٠٘ ٠غت اٍزؼّبي َِٕل      .17 

خ.رل١ٌه إٌزٛءاد اٌؼظ١ّاٌٚوٚهٞ ِٓ ١ٌٌ      .18 

اٌٚغٜ. موؽخث لل رىْٛ اٌٛٙؼ١خ ا١ٌَئخ ٌٍىوٍٟ اٌّزؾون ٟ٘ ٍجت ئٕبثخ     .19 

ثبٌَٕجخ ٌلأّقبٓ اٌن٠ٓ ٠ؼبْٔٛ ِٓ ٌٍٍ اٌجٛي ، ٠غت أْ ٠زُ رٕظ١ف اٌغٍل فٟ ٚلذ    

ِٕزظّخ.ِلح اٌزٍٛس ٚػٍٝ   

.20 

ٚإؾبة اٌوػب٠خ اٌنار١خ ؽٛي  اٌْٛوٟاٌؾجً فٟ اٌن٠ٓ ٌل٠ُٙ إٔبثٗ ٠ؾزبط اٌّوٙٝ    

.ِؼوفخ اٌٛلب٠خ ِٓ لوؽخ اٌٚغٜ   

.21 

رغ١١و ٚٙؼ١خ  ػٍٝ ٠ّىٓ رؼ١ٍُّٙٚمٞ الاٚىاْ اٌضم١ٍخ  الأّقبٓ، اٌن٠ٓ لا ٠زؾووْٛ    

.وً ٍبػز١ٓ  ُٙ ػٍٝ اٌىوٍٟ عٍٍٛ  

.22 

قطو اٌَِز٠ٛبد ٌغ١ّغ َطؼ كاػُ ٌٍّو٠٘ فٟ الاػزجبه اٌافز١به ٍو٠و ٠ىْٛ ٠غت أْ    

.ّو٠ٌ٘لٜ اٌ الإٕبثخ ثموؽخ اٌٚغٜ   

.23 

.اٌْٛوٟ ِٓ ؽ١ش اٌغًٍِٛٓ اٌٚوٚهٞ أْ ٠زُ رم١١ُ اٌّو٠٘ اٌّٖبة فٟ اٌؾجً      .24 

كهعخ  33 ، ٠غت هفغ هأً اٌَو٠و ثيا٠ٚخ لوؽخ اٌٚغٜ  ٌٍَّبػلح فٟ ِٕغ ئٕبثخ    

.الً أٚ  

.25 

ٌّٕغ اٌموؽخ . اٌَبقفٛق غت ٚٙغ أٔجٛة اٌمَطوح اٌج١ٌٛخ ٠     .26 

زموؽبد اٌٚغٜ ػٕل اٌّوٙٝ اٌن٠ٓ ٠ؼبْٔٛ ِٓ إٌَّخ اٌّفوٛخ ث٠ّىٓ رغٕت ئٕبثخ     

.ِؼلاد ماد ؽغُ ِٕبٍت ثبٍزؼّبي  

.27 

اٌؾجً زموؽبد اٌٚغٜ ِٖله لٍك ِلٜ اٌؾ١بح ٌٍْقٔ اٌّٖبة فٟ ثرؼل ئٕبثخ     

.اٌْٛوٟ  

.28 
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:انضغظ قشحتحجاِ حصُيف  يعاسف انًًشضيٍانًجال انثاَي :   

غيش  لا  أعشف

 يخأكذ 

 انشقى انفقشاث أعشف

.عيئٟ ٌٍغٍل ١ٖ٠ت اٌجْوح أٚ الأكِخخ ٟ٘ فملاْ ١ٔلوؽخ اٌٚغٜ فٟ اٌّوؽٍخ اٌضب     

 

.1 

موؽخ ٙغٜ ثػٕل اٌٚغٜ ػ١ٍٗ ٘ٛ ئٕبثخ  اث١٘ )ّبؽت(  ٠ىْٛ ٌٛٔٗ اٌغٍل اٌنٞ لا   

.فٟ اٌّوؽٍخ الأٌٚٝ  

.2 

.ٟ٘ فملاْ وبًِ ٌٍغٍل ٌضخلوؽخ اٌٚغٜ فٟ اٌّوؽٍخ اٌضب     .3 

.رزمْو فٟ لبػلرٙب ٌضخ لللوؽخ اٌٚغٜ فٟ اٌّوؽٍخ اٌضب     .4 

فٟ ؽبٌخ ٚعٛك ١َٔظ ٔقو ٚئما وبْ ِٓ اٌّّىٓ هؤ٠خ اٌؼظبَ أٚ ِلاَِزٙب ، فاْ اٌموؽخ    

.ٟ٘ اٌّوؽٍخ اٌواثؼخ  

.5 

غ١و اٌَّزموح وإبثخ لوؽخ  ػٕل ئىاٌخ الأَٔغخ ا١ٌّزخ ، ١ٍزُ ر١ٕٖف لوؽخ اٌٚغٜ    

. ضبٌضخِٓ اٌّوؽٍخ اٌ  

.6 

.ػٍٝ اٌىؼتفمبػٗ ٌمٍك ثْأْ ظٙٛه ا اػٟٚلاٌ ِٓ      

 

.7 

 لل رزؼوٗ اٌؼظبَ أٚ الأٚربه أٚ اٌؼٚلاد فٟ ئٕبثخ  لوؽخ ٙغٜ ِٓ اٌّوؽٍخ   

 اٌواثؼخ .

.8 

.اٌٍّزٖمخ ػٍٝ اٌىؼت لْوح اٌغوػ اٌغبفخ )اٌغٍل اٌٍّزٙت اٚ ا١ٌّذ(لا ٠ٕجغٟ ئىاٌخ      

 

.9 

ئٕبثخ الأَٔغخ اٌؼ١ّمخ ٟ٘ ِٕطمخ ِٛٙؼ١خ ِٓ اٌغٍل ا١ٌٍَُ اٌنٞ ٠زغ١و ٌٛٔٗ أهعٛأٟ    

.ٍِّٛءح ثبٌلَفمبػٗ أٚ  ِبئً ٌٍؾّوحثٕٟ ٌْٛ أٚ  

.13 

ماد اٌٚغٜ اٌىج١و ٚاٌؼ١ّك ، ٠غت ؽَبة ػلك اٌّٚبكاد  خبٌموؽثفٟ ؽبٌخ الإٕبثخ    

.اٌَّزقلِخ ٚرٛص١مٙب ؽزٝ رزُ ئىاٌخ ع١ّغ اٌّٚبكاد ػٕل رغ١١و اٌّٚبكح اٌزبٌٟ  

.11 

اٌطج١خ لا رٖٕف ِٓ  خ ٚاٌزٟ رزىْٛ  ثَجت ٙغٜ الاعٙيحاٌّقب١ٛ ١خغْلوؽخ الا   

 ّٙٓ ِواؽً اٌموؽخ.

.12 

 زؼًّزموؽبد اٌٚغٜ ؽٛي الأم١ٔٓ فٟ ّقٔ ٠َث٠ّىٓ أْ رؾلس ئٕبثخ     

.الأٔفلٕبع وَغ١ٓ ػٓ ٛو٠ك ٚالأ  

.13 

غ١و لبثٍخ ٌٍزؾًٍ فٛق  اؽّواهٖ رموؽبد اٌٚغٜ فٟ اٌّوؽٍخ الأٌٚٝ ٟ٘ عٍل ١ٍٍُ ِغ   

.ثوٚى ػظّٟ  

.14 
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ر١ٕٖفٙب. اٌموؽخ ِغطبح ثبٌىبًِ ثبٌزٍَـ ، لا ٠ّىٓػٕلِب رىْٛ لبػلح       .15 

فٟ عَُ اٌّو٠٘. رغٕت رؾ٠ًٛ اٌّو٠٘ ئٌٝ ِٕطمخ ِؾّوح ٠ٓ١غت ػٍٝ اٌّّوٙ     

 

.16 

.لوؽخ اٌٚغّٜٙٓ ِواؽً ِٓ  )اٌلِٛع عٍل٠خ(اٌغٍل بدلا رٖٕف رّيل     

 

.17 

ئما وبٔذ ِٛعٛكح ػٍٝ الأمْ  وج١وحاٌٚغٜ فٟ اٌّوؽٍخ اٌضبٌضخ  خرظٙو لوؽلل    

.أٚ اٌىؼت ٚاٌىبؽً  

.18 

.موؽخِٓ ِواؽً اٌ افوٜ رزطٛه ئٕبثخ الأَٔغخ اٌؼ١ّمخ ئٌٝ ِوؽٍخ٠ّىٓ اْ      

 

.19 

اٌواثؼخ .فٟ اٌّوؽٍخ   ٚغٜاٌلوؽخ لل رٕٙلَ      

 

.23 

 

 

 

 انًجال انثانث: يعاسف انًًشضيٍ حجاِ ٔصف جشح قشحت انضغظ:

غيش  لا أعشف

 يخأكذ

 انشقى انفقشاث أعشف

 الأَلاؿ )اٌغٍل اٌٍَّٛؿ( ٘ٛ ١َٔظ ١ِذ إفو اٚ وو٠ّٟ اٌٍْٛ ػٍٝ لبػلح اٌغوػ.   

 

.1 

ٍِٛس. ٟ٘ عوػاٌٚغٜ  لوؽخ                                                  

 

.2 

.ِٓ الأٌُ اٌغوػ اٌْبُ ري٠ل ّٙبكاد     

 

.3 

ماد الأَٔغخ اٌؾج١ج١خ ٌموؽخ اٌٚغٜ ا١ٌٙلهٚع١ً ّٙبكاد ٠ّىٓ اٍزؼّبي      

 

.4 

    

 . 4ئٌٝ 3ئٌٝ  2ئٌٝ  ١1خ ِٓ اٌّوؽٍخ ثطو٠مخ فطلا رزطٛه  رموؽبد اٌٚغٜ   

.5 
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.( ٘ٛ ١َٔظ غ١و ٕؾٟاٌغٍل ا١ٌّذ لْوح اٌغوػ )      .6 

 7. رؼطٟ ّٙبك اٌؼًَ اؽَبً ٚفيٞ ػٕل ٚٙؼٙب ٌٍؾظبد الاٌٚٝ.   

.فٟ إٌّبٛك اٌّؼوٙخ ٌقطو ئٕبثخ اٌمٔ اٌّٚبكاد اٌوغ٠ٛخاٍزؼّبي ٠ّىٓ      .8 

.لل رزطٛه الأغ١ْخ اٌؾ٠ٛ١خ فٟ أٞ ٔٛع ِٓ اٌغوٚػ     .9 

اٌج١بٗ اٌنٞ ٠ؾلس ٌٍغٍل ػٕل اٌٚغٜ ػ١ٍخ فٟ ِٕطمخ ِؾّوح ٌٍغٍل لا رؼٕٟ إبثخ    

 ثبٌموؽخ .

.13 

الأّقبٓ مٚٞ  ٌلٜاٌزٟ  لل رزطٛه  موؽخ ثبٌ  لل ٠زُ ئغفبي اٌزغ١١واد اٌّجىوح اٌّورجطخ   

.اٌجْوح اٌلاوٕخ  

.11 

ٌلٜ الافواك مٚٞ اٌجْوح اٌلاوٕخ لل ٠ىْٛ ِٓ اٌٖؼت اوزْبف إبثخ فٟ الأَٔغخ    

 اٌؼ١ّمخ.

.12 

 13. لْوح اٌغوػ )اٌغٍل ا١ٌّذ( ١َٔظ غ١و ِف١ل لاٌزئبَ اٌغوٚػ.   

اٌٚغٜ. خٚئٕبثخ ثموؽلل ٠ىْٛ ِٓ اٌٖؼت اٌز١١ّي ث١ٓ رٍف اٌغٍل اٌّورجٜ ثبٌوٛٛثخ      

 

.14 

اٌغوٚػ اٌزٟ رٖجؼ ِيِٕخ فٟ وض١و ِٓ الاؽ١بْ رزٛلف فٟ اٌّوؽ١ٍخ الاٌزٙبث١خ ِٓ    

 اٌْفبء.

.15 

اٌغبٔجٟ ٍو٠و اٌلٚهاْ ؽزٝ اما اٍزؼًِّٖله لٍك ٌٍّو٠٘ رّضً ئٕبثخ اٌمٔ      

 

.16 

.عبف   ِؾ١ٜ اٌغٍل٠غت أْ رؾبفع اٌّٚبكح ػٍٝ هٛٛثخ اٌغوػ ، ٌىٓ      .17 

ثؼٕب٠خ ِٓ اٌغٍل اٌِٙ. ُ ف١ٍاٌّٙبكاد ئىاٌخ اٌّٚبكاد اٌغو٠ٚخ اٌّبئ١خ ٚ ٠غت     .18 

بٌؼلٜٚ.ثاٌموؽخ اٌّٖبثخ  ػٚػٍٝ عواٌغو٠ٚخ  اٌّبئ١خ  اد كاٌّٚب ؼّبياٍز ٓلا ٠ّى     

 

.19 

.ثبٌّبء إٌّبٍت ٌٍْوةرموؽبد اٌٚغٜ   ٠ّىٓ رط١ٙو     

 

.23 

ك١ًٌ ٍو٠وٞ  اٌزٟ  رّزٍه  اٌٚغٜ اٌْل٠لح أٚزموؽبد ٌّٙبكاد اٌغ١ٕبد  ؼّبي٠ّىٓ اٍز   

.ػٍٝ ٚعٛك ػلٜٚ  

.21 
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ٍٛائً اٌموؽخ.اٌىض١و ِٓ اٌغ١ٕبد رّزٔ ّٙبكاد      .22 

٠غت اٍزقلاَ َِزؾٚو عٍلٞ غ١و لامع ؽٛي اٌغوػ ٌؾّب٠خ الأَٔغخ اٌّؾ١طخ ِٓ    

.اٌوٛٛثخ  

.23 

.رطٛه ِٕبػخ  ٙل ّٙبكاد اٌفٚخاْ ٌجىز١و٠ب ٠ّىٓ ٌجؼ٘ ا     

 

.24 

 

 

 انجزء انثانث: 

قشحّ انضغظ : يٍاحجاْاث انًًشضيٍ حٕل انٕقايت   

أافق  لا أافق

 جزئيا

 انشقى انفقشاث أافق

   

 

ىْٛ ع١ّغ اٌّوٙٝ ِؼوْٙٛ ٌقطو ِؾزًّ ٌلإٕبثخ ثموػ اٌٚغٜ.لا ٠ّىٓ اْ ٠  .1 

ُِٙ أٔب ألله أْ الأّٚبَ ئٌٝ الأْٔطخ اٌزؼ١ّ١ٍخ ٌٍٛلب٠خ ِٓ لوؽخ اٌٚغٜ أِو    

 ٌّّبهٍزٟ.

.2 

هأ٠ٟ ،  اٌّوٙٝ  ١ّ٠ٍْٛ ئٌٝ ػلَ اٌؾٖٛي ػٍٝ اٌىض١و  ِٓ رموؽبد اٌٚغٜ فٟ    

 اٌٛلذ اٌؾبٙو.

.3 

 أب اوضو ا٘زّبَ  ثّٕغ لوؽخ اٌٚغٜ فٟ ِّبهٍزٟ.   

 

.4 

ِٓ ػلاط  لوؽخ اٌٚغٜ. ضو٠ؼزجو اٌٛلب٠خ لوؽخ اٌٚغٜ أ٠ٌٛٚخ أو     

 

.5 

ٌٍّوٙٝ ١ٍؼطٟ ٕٛهح كل١مخ ػٓ فطو الإٕبثخ ثموؽخ اٌزم١١ُ اٌزّو٠ٟٚ اٌَّزّو    

 اٌٚغٜ.

.6 

.٠ّىٓ رغٕت ِؼظُ رموؽبد اٌٚغٜ     

 

.7 

 أٔب ا٘زُ وض١وا ثبٌٛلب٠خ ِٓ لوؽخ اٌٚغٜ ِٓ اٌغٛأت الأفوٜ ٌٍوػب٠خ اٌزّو١ٚ٠خ.   

 

.8 
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 9. أٔب ػٍٝ كها٠خ ثزم١ٍت ِو٠ٟٚ اٌّؼوٗ ٌٍقطو الإٕبثخ ثموؽخ اٌٚغٜ وً ٍبػز١ٓ.   

ارَبفٗ. ٌؾظخ ٠غت رٕظ١ف اٌّو٠٘      .10 

   

 

ب ٌغٛكح اٌؼٕب٠خ اٌزّو١ٚ٠خ.  ّ ا ِٙ  11. ٠غت أْ رىْٛ لوؽخ اٌٚغٜ ِإّو 
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Appendix (7) 

 خبشاء ححكيى اسخًاسة الاسخباَت

 

ٍٕٛاد 

 اٌقجوح

 د اٍُ اٌقج١و  اٌٍمت اٌؼٍّٟ الافزٖبٓ ِىبْ اٌؼًّ 

و١ٍخ  \عبِؼخ اٌىٛفخ  39

 اٌزّو٠٘ 

ك. هاعؾخ ػجل  أٍزبم رّو٠٘ ثبٌغ١ٓ

 اٌؾَٓ ؽّيح 

1 

و١ٍخ  \عبِؼخ ثغلاك  36

 اٌزّو٠٘

٘لٜ ثبلو ؽَٓك.  أٍزبم رّو٠٘ ثبٌغ١ٓ  2 

و١ٍخ  \عبِؼخ ثبثً  34

 اٌزّو٠٘

 3 ك. ٍؾو اكُ٘  أٍزبم رّو٠٘ ثبٌغ١ٓ

و١ٍخ  \عبِؼخ ثغلاك  34

 اٌزّو٠٘

ك. ٕجبػ ػجبً  أٍزبم رّو٠٘ ثبٌغ١ٓ

 اؽّل

4 

و١ٍخ  \عبِؼخ ووثلاء  28

 اٌزّو٠٘

 ٓ ٘ ثبٌغ١ ك. فبّٛخ ِىٟ  اٍزبم َِبػل رّو٠

 ِؾّٛك 

5 

و١ٍخ  \عبِؼخ ووثلاء  23

 اٌزّو٠٘ 

 ٓ ٘ ثبٌغ١ ؽَٓ ػجل الله ك.  اٍزبم َِبػل رّو٠

 ػنثٟ

6 

و١ٍخ  \عبِؼخ اٌمبك١ٍخ  17

 اٌزّو٠٘

عجوك. ؽ١له ا١ِو  اٍزبم َِبػل رّو٠٘ ثبٌغ١ٓ  7 

و١ٍخ  \عبِؼخ ثغلاك  17

 اٌزّو٠٘

ك. ٚفبء ػجل ػٍٟ  اٍزبم َِبػل رّو٠٘ ثبٌغ١ٓ

 ؽطبة

8 

و١ٍخ  \اٌؼ١ّل عبِؼخ  16

 اٌزّو٠٘

 ٓ ٘ ثبٌغ١ ك. ١ٙبء وو٠ُ ػجل  اٍزبم َِبػل رّو٠

 ػٍٟ

9 

و١ٍخ  \عبِؼخ اٌىٛفخ  15

 اٌزّو٠٘

ك. محمد ػجل اٌىو٠ُ  اٍزبم َِبػل رّو٠٘ ثبٌغ١ٓ

 ِٖطفٝ 

13 

و١ٍخ  \عبِؼخ ثبثً  16

 اٌزّو٠٘

ِمَٛ ٌغخ 

 ػوث١خ

ك. ِب٘و ف١ٚو  اٍزبم َِبػل

 ٘بُّ

11 

َِزْفٝ الاِبَ  13

 اٌٖبكق

افٖبئ١خ 

 عٍل٠خ 

هٔب ٛبٌت ٔبٕوك.  ٛج١جخ عٍل٠خ   12 

َِزْفٝ الاِبَ  5

 اٌٖبكق

افٖبئ١خ 

 عٍل٠خ

ٓٛج١جخ افزٖب ِٕٝ ٕبكق ك.  

 ػجبً

13 
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Appendix (8) 

 



 الخلاصت

عهً انجهذ والأَضجت انًطىل لشحت انضغظ هٍ إصببت يىضعُت َبحجت عٍ انضغظ : العلويت الخلفيت

 ضجت ولذ حؤدٌ إنً يضبعفبث خطُشة انشخىة انخٍ حضبب َمص حشوَت الأَضجت وفٍ انُهبَت َخش الأَ

ب فٍ انىلبَت  ٍ يىظفٍ انشعبَت انصحُت اِخشٍَ يٍ بُ انًًشضٍٍُ رنك انىفبة. َهعب بًب ف ًً دوسًا يه

ً وَج ٍُضًشًانيٍ حمشحبث انضغظ. حعذ يعشفت ويىالف  حًب فٍ انىلبَت يٍ لشحت بعبيلاً سئُضُب

.                                                                                                                    انضغظ  

حمُُى يضخىي يعبسف انًًشضٍُ واحجبهبحهى فٍ يب َخعهك ببنىلبَت يٍ لشحت انضغظ : الذراست هذفا

                                                                  فٍ وحذاث انعُبَت انًشكزة فٍ يضخشفُبث انحهت.

حمى اخخُمبس دساصمت وصمفُت يمطعُمت نخمُمُى يعشفمت انًًشضمٍُ واحجبهمبحهى فًُمب َخعهمك : الذراست هنهجيت

 ٍَ انثبٍَشحش 9ببنىلبَت يٍ لشحت انضغظ فٍ وحذة انعُبَت انًشكزة. أجشَج هزِ انذساصت فٍ انفخشة يٍ 

عًهمىٌ فمٍ وحمذة يًشضًمب َ 052يمٍ حخكمىٌ يلائًمت  )عُُمت يُمش احخًبنُمت  .2222 اَمبس  2 إنً 2222

انذساصمت حمى إعمذاد اصمخبُبٌ خمبو َخكمىٌ يمٍ زلازمت أجمزا   انجمز   همزِ نخحمُك أهذافانعُبَت انًشكزة. 

فممشة يمضمًت  22، وَخكىٌ يمٍ سفبيعهى ، وانجز  انثبٍَ يعهىيبث دًَىيشافُت )صبعت عُبصش الأول 

فممشة  ، بًُُمب  22فممشة  ، ووصمف انجمش  ) 22، وانًشاحمم )فممشة .   22زت يجبلاث  انىلبَمت )زلاإنً 

صمحت خحذَذ ون احٍ.فمشة  ، وكبَج طشَمت جًع انبُبَبث هٍ انخمشَش انز 00انجز  انثبنث كبٌ انًىالف )

كشو َببخ حُث   . حى لبىل انثببث انذاخهٍ عبنٍ انًضخىي ببصخخذاو انفبخبُش 02الاصخبُبٌ عشضج عهً 

  .                                                                                2.22  وانًىالف )2.22انًعشفت ) 

٪  يٍ انفئت انعًشَت ..92أٌ يبنبُت انًشبسكٍُ بُضبت ) انُخبئج انًعشوضتأظهشث  :الذراست جائنت

٪  ، بكبنىسَىس فٍ عهىو 25.2صكٍ حضشٌ )يبنبُخهى ٪  ، 2..5، كبَىا يٍ انزكىس )  صُت22-29)

حذة   صُىاث فٍ انخًشَض وفٍ و2-0٪  ، ويعظى انًشبسكٍُ نذَهى )25.2انخًشَض هى انضبئذ ) 

٪  و 2.2.عبيهٍُ فٍ انُظبو انصببحٍ )هى ًشضٍُ انًيبنبُت ، ٪ 52 -٪ 2.انعُبَت انًشكزة )

دلانت يعُىَت بٍُ يعبسف واحجبهبث انًًشضٍُ فٍ يب  . لا حىجذ 2-0دوساث حذسَبُت ) حهمىا ٪  52.2)

 واحجبهبث انًًشضٍُ يع بسفبئُت بٍُ يعوجذث راث دلانت إحص ، َخعهك )انعًش وانجُش وانضكٍ

وجذث  بًُُب .َظبو انعًم  و، خبشة فٍ انخًشَض، خبشة فٍ وحذة انعُبَت انًشكزة ،يضخىي انخعهُى)

جذ أٌ دلانت إحصبئُت بٍُ ىح ولاانًًشضٍُ وانخذسَب  سفبانذساصت فشوق راث دلانت إحصبئُت بٍُ يع

                                                                                     احجبهبث انًًشضٍُ وانخذسَب.



فًُب َخعهك بًعشفت يخىصظ فٍ هزِ انذساصت يضخىي  ٍُانًشبسك ٍُانًًشضيبنبُت أظهشث الاستنتاج: 

         حجبِ انىلبَت يٍ لشحت انضغظ. تإَجببُبًُُب كبَج احجبهبث انًًشضٍُ انىلبَت يٍ لشحت انضغظ 

                                                                              

لبَت يٍ ببنى ًَكٍ نًذَشَت انصحت انًضبعذة فٍ إعذاد بشايج انخذسَب انًضخًش فًُب َخعهك التىصياث:

                             ًضخشفُبث انحهت.ب فٍ وحذاث انعُبَت انًشكزة هٍُانعبي ٍُلشحت انضغظ نهًًشض

 

 

 

 

 

 

 



 

                                                                  والبحث العلوي ليوزارة التعلن العا 

كليت التوريض                  / بلباجاهعت        

 

 

هعارف الوورضين واتجاهاتهن في ها يتعلق بالىقايت هن قرحت الضغط 

 في وحذاث العنايت الوركسة

 

  قبل نه هقذهت رسالت

 حوسة هسلن أبى سعىد

 

 الى \

وهي جسء هن هتطلباث نيل شهادة  بابل جاهعت \ هجلس كليت التوريض

 الواجستير في علىم التوريض

 

 بأشراف

د. سلوى كاظن جهادأ.   
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