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Wound Staging, Complications & Healing
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Across

3. Depth of pressure ulcers at 

this stage can vary based on 

____________.

6. Desiccated wounds lack 

wound fluids, which provide 

tissue growth factors to 

facilitate ______.

9. New connective tissue and 

microscopic blood vessels that 

form on the surfaces of a wound 

during the healing process

10. ________ facilitate 

healing, absorbing exudate and 

protecting healing surfaces as 

well as working to protect the 

wound from contamination.

12. When the extent of tissue 

damage within the ulcer can't 

be confirmed, pressure-induced 

skin damage is considered 

_____?

Down

1. What would excess fluid 

under a dressing cause?

2. How many wound stages 

are there according to the 

NPUAP system?

4. A dry, dark scab or falling 

away of dead skin

5. When the wound is 

palpated, there is a wave like 

feeling.

7. Stage 2: partial-thickness 

loss of skin, ____________, 

wound bed viable, pink or red, 

moist.

8. Rolled, or curled-under 

closed wound edges that may be 

dry, callused or hyperkeratotic

11. Which stage? Intact skin, 

localised area of non-blanchable 

erythema


