Objectives

O Identify the 6 subscales comprising the Braden Score

O Understand how to complete the Braden Scale
accurately

O Identify preventative measures and interventions
appropriate to each category of risk

O Understand the relationship between the driver of risk
and the appropriate interventions for the patient related
to that driver



What is the Braden Scale?

O Scoring system
O Evaluates patient’s risk of developing a pressure ulcer
O Braden Scale - most preferred tool

O Six categories assessed



Why Assess Pressure Ulcer Risk?

O Significant problem in older hospitalized adults

O PU and treatment negatively affect every dimension of
patient’s life

O Expensive to treat



raden Scale-Table 7-4

Braden Risk Assessment Scale

NOTE: Bexd annd chafrbound indivichuals or thoses with drnpradvecd absdlity tor reprosition showuldd Be asyessed upors aocdrmdsston for thefr cisk of
developiryy pressure alooes. Platlonts with establistied prossace ulcoors should ber reassossod prerfodically.

Patient Name:

Room Numbor:

Date:

Parcoption

1. Completely Limited

2. Very Limited

3. Stightly Limited

4. Mo Impairment

&

Aty to respond
onnmnaiully to pressares
roluted diseomtion

LNarespron s v (dn'- no(
rovounns, THinch o r
Eor prandn f T wtirrmal i alw
o ditnininhed lwe

Respomnds only (o
patorfol sttt Canno
corrmrmnicate divoornfont
lw .;ul Loy svvonnbng: o
CHE has o

Coemmc

R Hnitod ml
PR OVes IO«
By manrfuc e

o ml

mno'v enprals st wihidohy
e the ability o feol patn
on dibsconlon oves 1/2

of bhody,

Responds to vesbal
comuwnands, Lot cannor
alwarys cor koMo
discomtont or neod to
e o nod. OR has sone
S sOoR Y Ll cosont
oy Hantts abiliny 1o
Tool patn on discorndont
1o 1 on 2 extrommies.

Fosponds 1o ves bal
commmnds. Flas oo sonsor v
deficit which wonld N
WLty 1O Fool o voloe

patn o discomndont

Moisture

« Constantly Molst

2. Vory Maoist

3. Ocannienally Meist

A, Rarely Meoist

Depree to whiich skin
b exprowed 1o rnointor e

Sk ds Kopt roobet slisost
ottty PErspArMion,
wrane, etc. Dunmpress is
detected every thne piviess
W omoved o turned

S tx ofton, bot et

by okt Lioen rrmess

h'-.rh‘;u'aod at loast ance
wha

Bk s Gocantonally ot
FOquining wn extea Hoon
chango appeoximatoly
once o day

Skain ts umrally dey Linon
only reqoires changiog
routine fntes vals.

Activity

Z. Chnlrtast

3. Walks Occaslonally

A Walks Frequently

Dogrve of plysical sctivity

Contined 1o bed

ALty 1o walk soves oly
Thnlted o non existont
noot oo own welght
WSO ormase e assistod o
e o whee bohate

Wnlk » occantonally durtng
M

oo SSpends snajon ity

shify in Ded or chalr,

Wialks onmsbde e roor

Boast twioe a day and

Toom al loast once overy 2
Bromnr s oo g swak gz hosar s

Mobllity

1. Commivtely tmmebile

2. Veory Limited

4. No Limitatiens

ALty o change arwd
control oty position

1Doew ot ke even
wlighst chumgows in body
O R ALY oo
withosst assistnce,

Makes occantonal
shigeht < by, bLody
o oxtreaty position
Bt inabile 0 ke
Troguent o sigoificam
changes indopondomiy.

Makes froquont
though slighn « haoges
1 Hodly oF Xty
Posiion indepeadent iy,

AMakox srsajor and Breguent

changes o grosition
WWIEROUM sk st e

1. Vory Peor

2. Probably Inadequate

3. Adequate

4. Excellent

Clsnanl oot koo patter

Tever emis n cornplete mmeal

Tarely cots rovove s 173

of mry food offered,

wetvinges of lews of

(luﬂt o dalry products)

rcr Ay, Thakow Moalds \rnnt‘ly

l)ot. o uﬂc.o o i

« lc!-'y supplernent. O s
> i ow lnnlntnlnod o

(‘Ie-r Thegunicha o N

oo ey S dagys.

TRaroly oats a complete
woeal and genevally Mn
only about 172 of nn:
Offered, Proteln tnta
tociedos only F seeviogs of
Toeat o daley peoduct s e
-In:r COrccastonnlly will take
oty sapploment . QR

recetves Foss thn Op lormin

waonait of Tgutd Aot o
tube feoding.

Tats over half of roost
wals, Eats o total of

A sorvings of proteln (meat,
daky prodocts) each day.
Occastomlly will reluse o
roeal, Hot will ssoally tuke
A supplerme i 15 offes ed.
IR s on on tube feoding:
o TN regiinen which
Proalaly et sost of
it onal needs

Flats snost of evesy tneal.
rofuses o oal
Clmaally oot o total of 4 ox
OO s v OF et and
Aaley products. Ocoasionly
s botwea n rmeals. Does
OO F el © supplorseatsion.

1. Preblem

2. Petontial Preblem

woudow ato 1o

WO

requeont iy siides dovwa
LR RS T e
fregquent e
wit el
Spastic iy, «©
gttt bon load (o alimost
constant fricion

Moves foehily or roqulros

oot © o oo, bt
OCoastonally shides dovwn,

Moves 1n bod

Todepon dont

-.r'n‘: e : b 'w

o L up con etoly dartog
oV a'nmm'f-'m st
position o bed oo chate

At all tlros,

NCITES Pattovses switls s total soome of 16 o toss g comstdonsd to Do ot risic of dhovelopingg peossouss alowrs,
(15 on 16 « fow cisk. 13 o 14 w modocate cisk, 17 o foss « ligh cixk)
© Copright Dot s Desdaom amd Mamcy Deargstrom, 1 w8

TYotal Score:




Categories

Sensory perception
Moisture

Activity

Mobility

Nutrition

O 0 0O OO

Friction/shear



Sensory Perception

O 1. Completely Limited

O Unresponsive

O Limited ability to feel pain over MOST of body
O 2. Very Limited

O Painful stimuli

O Cannot communicate discomfort

O Sensory impairment over HALF of body
O 3. Slightly Limited

O Verbal commands

O Cannot always communicate discomfort

O Sensory Impairment - 1-2 extremities
O 4. No Impairment

O Verbal commands

O No sensory deficit



Moisture

O 1. Constantly Moist
O Perspiration, urine, etc.
O Always
O 2. Very Moist
O Often but not always
O Linen changed at least once per shift
O 3. Occasionally Moist
O Extra linen change Q day
O Rarely Moist
O Usually dry



Activity

O 1. Bedfast
O Never OOB
O 2. Chairfast
O Ambulation severely limited to non-existent
O Cannot bear own weight - assisted to chair
O 3. Walks Occasionally
O Short distances daily with or without assistance
O Majority of time in bed or chair
O 4. Walks Frequently
O Outside room 2 x per day
O Inside room g 2 hours during waking hours



Mobility

O 1. Completely Immobile
O Makes no changes in body or extremity position
O 2. Very Limited
O Occasional slight changes in position
O Unable to make frequent/significant changes independently
O 3. Slightly Limited
O Frequent slight changes independently
O 4. No Limitation

O Major and frequent changes without assistance



Nutrition

O 1. Very Poor
O Never eats complete meal/rarely > 1/3, 2 or< proteins/day
O NPO, clear liquids, IVs > 5 days

O 2. Probably Inadequate
O Rarely eats complete meal, approx. 1/2, 3 proteins
O Occasionally takes dietary supplement
O Receives less than optimum liquid diet or tube feeding

O 3. Adequate
O Eats over 1/2 of most meals, 4 proteins
O Usually takes a supplement
O Tube feeding or TPN probably meets nutritional needs

O 4. Excellent
O Eats most of meals, never refuses, 4 or more proteins
O Occasionally eats between meals
O Does not require supplements



Friction and Shear

O 1. Problem
O Moderate to maximum assistance in moving
O Frequently slides down in bed or chair

o fSpasticity. contractures or agitation leads to almost constant
riction

O 2. Potential Problem

O Moves feebly, requires minimum assistance

O Skin probably slides against sheets, etc.

O Relatively good position in chair or bed with occasional sliding
O 3. No Apparent Problem

O Moves in bed and chair independently

O Sufficient muscle strength to lift up completely during move

O Good position in bed or chair



Scoring

19-23 - not at risk

15-18 - preventative interventions
13-14 - moderate risk

10-12 - high risk

6-9 — very high risk

O 0 0 O O



Braden Score 15-18 Preventative
Interventions (At Risk)

Regular turning schedule

Enable as much activity as possible
Protect the heels

Use pressure redistribution surfaces

Manage moisture, friction and shear

O 0 0O OO

Advance to a higher level of risk if other major risk
factors are present



Braden Score 13-14 Preventative
Interventions (Moderate Risk)

O Use the same protocol as for “at risk” patients

O Position patient at 30 degree lateral incline using foam
wedges



Braden Scale 10-12 Preventative
Interventions (High Risk)

O Follow the same protocol as for moderate risk

O In addition to regular turning schedule

O Make small shifts in their position frequently



Braden Scale = 9 or < Preventative
Interventions (Very High Risk)

O Use same protocol as for “high risk” patients

O Add a pressure redistribution surface for patients with
severe pain or with additional risk factors.



Best Use of Braden Scale

O Dependent on nurses focus and attention on which
Braden sub-categories are driving the overall risk level.

O Understanding of all the definitions and scoring rules.



Mr. P; A Case Study

O Status post fractured left hip with total hip replacement,
lives alone

O Incision dry, intact, no signs of infection and edges well
approximated

O Skin assessment on admission and in 24 hours
O Special attention to heels and sacrum
O No reddened areas noted

O Cognitively alert; Pain 8/10

O Sensory perception subscale



Case Study Cont’d

O Perspiring heavily; no evidence of incontinence or
wound drainage

O Moisture subscale

O Out of bed with assistance and wheeled walker, PT 5 x
per week, toe touch weight bearing left leg

O Activity subscale
O Mobility subscale

O Friction and shear subscale



Case Study Cont’d

O Eating habits at home
O Banana, coffee for breakfast
O Cereal for lunch

O Canned soup and cookies for dinner

O Normal BMI (23.5)

O States he has little appetite and often eats only if he
feels like it

O Does not take a dietary supplement



Braden Score Total

Sensory perception = 4
Moisture = 3

Activity = 3

Mobility = 2

Nutrition = 1

Friction and shear = 2

O 0 0O OO

TOTAL = 15 preventative interventions



Interventions Based on Risk
Assessed

Heels offloaded
Turning and repositioning regularly
Encourage as much activity as possible

Pressure redistribution surfaces for bed and chair

O 0 0 O O

Manage moisture, friction and shear
O Specific turning sheet

o

Daily inspection of skin with attention to heels and
sacrum



Putting the Pieces Together

o

OO0

Use interview questions AND physical assessment to
complete the scale.

O Include the family and/or caregiver if unable to answer
questions appropriately

If in doubt, always give the lower score which will
increase the level of risk

Determine the subscale that is driving the highest risk

Put interventions in place to address the highest risk
subscale as a priority as well as those needed to address
the level of risk from the other subscales

If other risk factors are identified that are not addressed
within the subscales, implement appropriate strategies
to address them.



2"d Case Study

o

Mrs. C. has had dementia for many years and is non-
verbal and does not follow any commands

Incontinent of bowel and bladder multiple times
throughout the day with no indication of awareness

No longer able to bear weight. OOB with mechanical lift
and 2 assistants.

Weight 95 |bs. Height 5'10”; unable to feed herself

Skin assessment — stage 1 sacrum, bilateral heels with
unstageable areas due to dry, black eschar



Score/Interventions

Score Interventions
O TAPS
O Sensory/perception - 2 O Incontinence care
O Moisture - 2 O Weight shifting in chair
O Activity - 2 O Pressure redistribution
0 Mobility - 1 mattress and cushion
o Nutrition — 1 O Heel offloading
- O Dietary consult with

O Friction and shear - 1 dietary interventions
O Total - 9 - very high risk /supplementation

O Turning/pull device



.

Questions
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