


28



29



 

30



ORAL CARE IS CRITICAL CARE 
The Role of Oral Care in the Prevention of Hospital-Acquired Pneumonia in Hospitalized 

Patients 
Independent Study Guide 

 

 
Post Test 
 
Name: _________________________________________ 
 
Match the following acronyms with their appropriate definitions. 
 

A. CAP  B. HCAP  C. HAP  D. VAP 
 
1. _____ Pneumonia in a patient who resides in the community and has not been in a healthcare  

   environment for at least 90 days or has not resided in a long-term-care facility for more  
   than 14 days before the onset of symptoms 

 
2. _____ Pneumonia in a patient who has been on ventilatory support for at least 48 hours 
 
3. _____ Pneumonia in a patient within 90 days after discharge from an acute care hospital,  

   nursing home or extended care facility, or who receive dialysis services or home care and     
   present with pneumonia on admission to an acute care facility 

 
4. _____ Pneumonia in a patient that develops at least 48 hours after admission and the infection  

   was not present or incubating on admission 
 
 
Place the following stages of the Path to VAP in order of development (1-4). 
 
5. _____ Lungs contaminated with microorganisms 
 
6. _____ Contamination/colonization with bacteria above the cuff 
 
7. _____ Impaired natural protection/clearance system 
 
8. _____ Aspiration of microorganisms into the lungs directly through the ET tube or around the cuff 
 
 
Multiple Choice 
 
9. _____ According to the list in the study guide, which of the following is NOT a risk factor for the    
               development of pneumonia in hospitalized patients? 

A.  Supine position 
B.  Extremes of age 
C.  Repeated endotrachedal intubation 
D.  Admission to the hospital 

 
10. _____ Which of the following groups recommend the use of a comprehensive oral care protocol? 

A.  CDC B.  APIC C.  AACN D.  All of the above E.  None of the above 
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Evaluation    
Oral Care Is Critical Care: 

The Role of Oral Care in the Prevention of Hospital-Acquired Pneumonia 
 
Please print clearly and fill in all data to ensure accurate record-keeping. 
 
Name:       License State and #:*     
 
Title:            SSN:* (if license # not available)  
 
Facility Name:             
 
Home address:            
 
City:       State:   Zip:    
 
Home Phone:      Work Phone:      
 (*) Either your Social Security Number or License number is required to obtain CE Credit. 
Please check appropriate box:   RN/LPN   Surg Tech   Resp Therapist   CS Sup/Mgr   Other 
 
Date: ___________________________ Facilitator: _______________________________ 
The evaluation process is important to determine the extent to which this program has met your learning 
needs and to measure its overall effectiveness.  Circle the number that best reflects the extent of your 
agreement with each statement. 

Rating Scale:  1=Poor to 5=Excellent 
Objectives: Poor  Excellent 
Indicate to what degree the objectives for this program were met.      
1.  Understand the clinical classifications of pneumonia. 1 2 3 4 5 
2.  Discuss the risk factors of Hospital-Acquired Pneumonia (HAP) and 
Ventilator-Associated Pneumonia (VAP) 

 
1 

 
2 

 
3 

 
4

 
5 

3  Describe the path to Ventilator-Associated Pneumonia (VAP) 1 2 3 4 5 
4.  Explain the role of the oral environment in the development of Hospital-
Acquired Pneumonia (HAP) and Ventilator-Associated Pneumonia (VAP) 

 
1 

 
2 

 
3 

 
4

 
5 

5.  Examine recommended oral care interventions and the evidence-based 
rationales for these patient care practices 

 
1 

 
2 

 
3 

 
4

 
5 

 
Overall Evaluation 

 
Poor  Excellent 

  6. Content 1 2 3 4 5 
  7. Expertise of author 1 2 3 4 5 
  8. Audiovisual materials 1 2 3 4 5 
  9. Handout materials 1 2 3 4 5 
 10. Overall quality of the program 1 2 3 4 5 
 
Program Integrity:  Indicate your agreement with the following statement 

 
Disagree Agree 

11. The content in this course was presented without bias of any commercial 
          product or drug. 

 
1 

 
2 

 
3 

 
4

 
5 

12.  How long did it take you to complete this program? ________________________ 
13.  What other topics would be of benefit to you? ________________________________________ 
14.  Additional comments.   
 
 
 
 
Iowa Nurses Only: Please complete and leave evaluation form with conference coordinator at the conclusion of the conference in exchange for a 
Certificate of Completion, or you may submit the evaluation form to the Iowa Board of Nursing. 
Florida registered nurses must provide your Florida RN license number. 
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