Rehabilitation Hospital

BRADEN PRESSURE ULCER RISK ASSESSMENT

SENSORY PERCEPTION: Ability to rcspond M ly 10 pressure-related discomfort SCORE
1. Completely Limited: Unvesponsive (docs not moan, flinch, oF gasp) to painful stimuli, due 10 diminished tcvel of
Consciousness or sedation. Oklhﬁwdabiﬁlytofodpainowmd&mbodysurfau. )
2. Very Limited: Responds oaly to painful stimuli. Cannot communicate discomdfort except by moaning or
restiessness. OR has & sensory impairment which limits the ability 10 foel pain or discomf ort over half of the body.
3. Slightly Limited: Responds to verbal comtannd, but canuot always commumicate disco mfort or need to be tamed.
OR has some scnsory impairment, which Emits &bilhym&dpainwdmmﬁn't' in 1 or 2 extremitics.
4. Nolmpalrment Respouds to verbal commands. Has no scosory deficit which would timit ability to feel or voice
pain or discomfort.
MOISTURE: Degree to which skin is cxposed to moisture., SCORE
I. Coustantly Moist: Skin is kept moist almost constantly by perspiration, urine, etc. Dampncss is detected every
Tiroe patient is moved or furned.
2. VeryMoist: Skin is oficn, but not always moist Linta pst be changed wpprox. once a day.
3. Occasionnlly Most: Skin is occasionally moist, requiring an extra linen change epprox. once & day.
4, Rarely Molst: Skin is usually dry: Lines reguires chenging only at routins imervals
ACTIVITY: Degree of physical activity. SCORE
1. Bedhast: Confined to bed.
2. Chairfast: Ability to walk severely limited or non-exisicat. &mbmmwﬁwwammbcuwm
Chair or wheelchair,
3. Walks Occasionally: Walks occasionally during the day; but for very shon distances, with or without assistance.
. Spends majority of each shift in bed or chair.
4, Walks Frequently: Walks outside the room at least twice a day, &nd inside the room at Jeast once every 2 hours
. daring w g hours.
MOBILITY: Ability to change and control body positions. SCORE
1. Completely imnohﬂmvmnotmakamdigmchmguinbndywmiyposiﬁmwmm
2. VeryLimlted:Mnkwocmsionalﬂightd:mgsmbodywm:mitypusiﬁoummnbuwmkcﬁrqmtm
significant changes independently.
3. Stightly Limited: Makes frequent, though slight changes in body or extremity position independendly.
4. No Limifation: hhmmajwmdfxeqnanchi_nﬁghpodﬁmmm
SCORE

NUTRITION: Usual food intake paftem.

1. Verypoor: Never cals a complete meal. Rarely eats more than i3 of food offcred. Eats 2 servings or less of
proicia (mcat or dairy products) per day. Takes flnids poorly. Docs not take & liquid dietary sapplement, OR is
NPO and/or maintained on ¢lear Fiquids of TV for more than § dayz. _

2. Probably Inadequate; Rarcly eats a compiete meal and gencmally cats onty sbout half of any food offered. Prolein
intake includes only 3 servings of mest or dairy products per day. Occasionally will take a dictary supplement. OR
recelves less than optimum smount of Jiguid dict or tube feeding.

3. Adegquate: Eats ovor half of most meals. Eﬂsamﬂoﬂsmringwrwmdn(mmdmypmdm)mhdsy.
Occasionally will refuse 2 meal, but will usualty take a supplement if offcred. OR is on tube feeding or TFN
regimen which probabiy mests most of nutritional nceds.

4. Excellent: Eats most every meal. Never rofuses & meal. Usually eats a total of 4 or more servings of meat and

dairy products. Omﬂmbawmmuﬂa Dmno_h_-gyg‘ mlm&
FRICTION AND SHEAR '

SCORE

1. Problem: Requircs modcraic o maximurs essistance in moving, Complete lifting without sliding against sheets is
impossible.. Frequently slides down in bed/chair, requiring frequent repositioning with maximum assistance.. |
Plasticity, contractures or agitation Jead to almosi constant friction.

2. Potential Problem: Moves feebly or requires minimum sssistance. During & move, skin probably slides o some

extent against sheets, chair, restraint, or other devices. Meintains relatively good position in chair or bed most of

3. No Apparent Problem: Moves in bed and in chair independently and has sufficient muscle streagth to HR up
completely during move. Maintains sition in bed o chair at all times.

SCORE:

1 = Highly Impaired

2-4 = Moderately Impaired

Paticuts with 2 total score of 16 of Jess ant considered being at risk of developing pressure wloers.

Total Points possile = 23

TOTAL SCORE

I
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Camplete upon admission and PRN Date:
Place a check (V) after all itsms that are initiated.
Record and Initial bold items on MAR and/or Kardex Initials:

‘Assess for &/s of pressure injuries or potantial pressure points

Koep skin clean and dry

Moisturize skin, esp. perinea area PRN

HOB below 30 or 2bove 55 degrees (unless contraindicated w | shear)

Encourage patient to change position q. 30 min.

Encourage patient/family participation in skin care

Provide educational information as needed

Nutrition screen for fhose at risk (record date on nsg admission form)

Initiate skin check q. shift per nursing flow sheet

Monitor skin around splints, braces, casts q. shift

Remove TEDS and other devices q. shift and check skin

Cushion oxygen tubing and straps at ears

Reposition/anchor devices q. day (Foley, GT, 02)

Proiective harrier g. shilt and after each incontinent episode

Initiate skin care per incontinenoe protocol

Avoid adult diapers while in bod, if possible, or leave flat

Turn and/or reposition g. 2 hours in bed and . 30 min in chair if
anahle to shift weight

Wheel Chair cushion per Physical Therapy

Activefpassive ROM per Physical Therapy

Suspend heels and/or heel protectors in bed/chair

Proiective padding for pressure points

Prevent skin-to-skin contact with pillows/wedges

Dietary measures per Nutrition Screen and Consult

Albumin lever - per RD ree.

Zoue Air Matiress or special bed/matiress

Vitamio C 500mg q. Day order — #rite ax VO

Zinc 220mg q day - Write as VO

Initiate wound care protocol

E.T. consult per protocol parameterd

Position to avoid all pressure to wounds

Foot inspection q, day




