Unit 4: Integumentary 

Matching

	_C__ 1.
	Eschar
	A.
	Fluid and cells that have escaped from blood vessels during the inflammatory process and are deposited in tissue or on tissue surfaces.



	_I__  2.
	Evisceration
	B.
	Prevention includes keeping the skin of the incontinent client dry and clean.



	__A_ 3.
	Exudate
	C.
	Dried plasma proteins and dead cells covering a wound during the healing process.



	__N_ 4.
	Friction
	D.
	The nurse documents this thick yellowish exudate when culturing an infected decubiti.



	__L_ 5.
	Granulation tissue
	E.
	The nurse observes pale skin on the client’s coccyx when turning from supine to Sim’s position.



	__E_ 6.
	Ischemia
	F.
	This surgical incision has less risk of infection and scarring.



	__B_ 7.
	Maceration
	G.
	Positioning the client with the head of the bed less than 30 degrees can prevent this from occurring.



	__F_ 8.
	Primary intention
	H.
	An exudate containing large amounts of red blood cells.



	__D_ 9.
	Purulent
	I.
	The nurse covers the area with sterile dressings soaked in sterile saline and instructs the client to lie with his knees bent.



	_H_ 10.
	Sangineous
	J.
	This exudate is watery in appearance.



	_O_ 11.
	Secondary intention
	K.
	Clients at risk are the obese, dehydrated or those who experience frequent coughing or vomiting.



	_M_ 12.
	Serosangineous
	L.
	Young connective tissue with new capillaries formed in the wound healing process.



	_J_ 13.
	Serous
	M.
	The nurse documents this type of pink exudate when changing the abdominal wound dressing two days after surgery.



	_G_ 14.
	Shear
	N.
	To prevent this, the nurse uses a draw sheet and enlists the assistance of others when moving the obese client in bed.



	__K__ 15. 
	Dehiscence
	O.
	This wound may take longer to heal and have an increased risk of infection.




