BRADEN – Pressure Risk Assessment Tool
Effective Date: January 2017
To date there is no single risk assessment tool that takes into account ALL associated risk factors.  Each resident must be assessed individually for pressure risk factors that are not associated on the assessment tool such as advanced age (over 80), low diastolic blood pressure (under 60), increased body temperature, prolonged surgery, or intractable pain.  If other major risk factors are present advance to next level of risk.

The Braden scale is recognized by the AHCPR as being an appropriate clinical tool for determining Pressure risk because of the amount of clinical research supporting its reliability and validity.

The Braden Scale has 6 subscales: sensory, perception, moisture, activity, mobility, nutrition, and friction/shear.

These categories address the 2 primary etiologic factors of pressure alteration development: 

1. Intensity and duration of pressure 

a. Sensory perception

b. Mobility

c. Activity 
(The above three categories address situations that predispose a resident to intense and prolonged pressure)

2. Tissue tolerance for pressure.

a. Moisture

b. Nutrition

c. Friction/Shear
(These three categories address clinical situations that alter tissue tolerance for pressure)

Form Completion Instructions

1. This form should be completed for every new admission, weekly for the first month, at least quarterly, and with any significant change in condition.

2. Fill in resident’s name, name of attending physician, and resident’s health record number at the bottom of the form.

3. Fill in the date on which you are performing the assessment in the first available box net to “Date of Assessment.”  Dates of subsequent assessments should be entered in the boxes at the time the assessments are completed.

4. Complete assessment by answering each of the 6 subscale questions.  Choose the description which best fits the resident’s situation from the numbered list.  Write the number you select in the box at the right end of the category column under the date on which you are performing the assessment.

5. “Sensory Perception”

· Ability to respond meaningfully to pressure related discomfort.

· This subscale has 2 levels: The top descriptors measure level of consciousness and the bottom descriptors measure cutaneous sensation.  

· If the residents has different scores on each of these levels, the lower of the scores should be used as the score for this subscale.  

“Moisture”

· Degree to which skin is exposed to moisture.

· Moisture may be caused by urine, perspiration, drainage, diarrhea, etc.

· “Activity”

· Degree of physical activity

“Mobility”

· Ability to change and control body position

“Nutrition”

· Usual food intake pattern

· This section also addresses NPO, IV, and TPN situations

“Friction/Shear”

· Degree to which skin layers are exposed to friction/shearing forces

6. After completing all subscales, add up the numbers in the boxes at the end of the category columns under the date on which you are performing the assessment.   Place the total in the box next to “Total Score” under the appropriate date.  This is the Risk Score for the resident. Scores may range from 6 to 23.  As the Braden scale score becomes lower, predicted risk becomes higher for pressure development.

7. Use the scale listed on the top of the page to determine the resident’s Risk Level.  A score of 19 or above indicates no risk.  A score of 18 or less indicates risk of pressure development.

8. Enter the date and sign you name next to the number (1-4) at the bottom of the page which correlates to the number at the top of the page beneath where “date of assessment” was entered.

9. Review the subscales scores in each category to determine appropriate individualized interventions to be implemented where needed.  These individualized interventions should be part of the plan of care.

