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To understand the prevalence of pressure ulcers in 
Canada and the impact they have on our health care 
system
To be able to identify patients at risk for pressure ulcer 
development using a validated tool (Braden Scale)
To provide therapeutic interventions to modify the risks
To utilize the interdisciplinary team in the prevention and 
treatment of skin breakdown

*

*(CAWC, 2008).



It’s marble time!



25% in the acute care setting
30% in the non-acute care (Long-term care, 
Nursing Homes, etc)
22% in mixed health-care settings (acute and non-
acute care)
15% in the community
The MEAN prevalence of pressure ulcers overall 
was 26%

*(Woodbury & Houghton, 2004).

*



Tissues receive oxygen and nutrients and 
eliminate metabolic waste via the circulatory 
system
Any factor that interferes with this affects cellular 
metabolism and the functioning of  the life of a cell
Pressure affects cellular metabolism by 
decreasing or stopping the blood flow to the area 
resulting in tissue ischemia/death





Known also as bed sores, pressure sores or decubitus
ulcers

A change or break in the skin caused by external forces 
(pressure, friction and/or shear)

Caused by unrelieved pressure that creates damage to 
underlying tissue

Occur over boney areas (ankle, heel, tailbone, hip, 
elbow, etc...) 

*(CAWC, 2006; RNAO, 2005)

*



*Where can Pressure Ulcers Develop?

* (Potter &  Perry, 1993). 



* A healthy person, if left undisturbed in the same 
position will develop a pressure ulcer within six to twelve 
hours 
“inverse relationship”; a lot of pressure for a little time 
(bed pan) or a little pressure for a lot of time (heels on 
the mattress)
“iceberg effect”
Pain
Potentially fatal!!!

*(Barton, Harris, Davis, Parslow, Cooling & Robinson, 2003)



Why Bother with Prevention?
Early identification of individuals at risk

Targeted interventions 

Time involved in preventative care versus time to 
treat pressure ulcers



Up to 70% of pressure ulcers are preventable 

Even more shocking is that one in four individuals in a 
health-care facility have a pressure ulcer at any given 
point in time 

The costs associated with treating pressure ulcers vary 
considerably depending on the complexity/severity of the 
ulcer

It has been estimated that a 100 bed facility with a 
pressure ulcer prevalence rate of 25%, it is expected 
that the facility would spend $750 000 annually on 
treating pressure ulcers

*(CAWC, 2006).

*



Three factors or components that contribute to 
pressure ulcer development:

◦ The intensity of the pressure

◦ The duration of the pressure

◦ The tissue tolerance



The Impact of a Pressure Ulcer on 
the Patient and Family
Pressure ulcers contribute to:
◦ Altered quality of life (patient and family)
◦ Pain
◦ Infection/ sepsis
◦ Delayed functional recovery/ disability
◦ Longer length of stay 
◦ Patient suffering/ psychological issues
◦ Death—mortality rates are as high as 60% in the elderly 

population having a pressure ulcer within one year of 
hospital discharge



The Impact of a Pressure Ulcer on 
Health-Care Professionals

Pressure ulcers contribute to:

◦ Increased health care needs and patient care
◦ Decreased nursing productivity
◦ Financial/budgetary issues
◦ Wait lists



Impaired sensory input
Impaired motor function
Alterations in level of 
consciousness or 
sedation
Casts and traction
Moisture: incontinence, 
perspiration, wound 
drainage or vomitus
Hydration: edema or 
dehydration
Advanced age

Malnutrition
Anemia
Infection and fever
Impaired peripheral 
circulation
Obesity
Cachexia
Shearing forces
History of previous or 
existing pressure ulcers



Every one of your 
patients is at risk!



Predictive instrument = early detection

* Studies show that once a pressure ulcer 
develops, 50% more nursing time is required; 
therefore preventative care take about half the 
amount of time

*(Barton & Barton as cited in Baharestani, 1999)



Barbara J. Braden, PhD, FAAN, is 
Dean of University College at 
Creighton University in Omaha, 
Nebraska. 
She is best known for her work in the 
development of the Braden Scale for 
Predicting Pressure Sore Risk, which 
has been translated into over 16 
languages and is used on all 
continents. 
Dr. Braden is a Fellow of the American 
Academy of Nursing, a member of the 
NPUAP board of directors and has 
had papers published in top-tier 
nursing and multidisciplinary research 
journals. 
She has received many awards for her 
work, not only in the U.S. but also in 
Europe.

*(Harley, 2007)

*



The most widely used tool for predicting pressure ulcer risk
Assess risk in six areas: 

Sensory/Perception
Moisture
Activity
Mobility
Nutrition
Friction and shear

Assigns a category score ranging from one (highly impaired) to 
three or four (no impairment)
Summing the individual risk items yields a total overall risk score 
that ranges between 6 and 23





Used in acute care, home care, and long-term 
care settings

Identifies the risks of pressure ulcer 
development > appropriate and timely 
interventions

Predictive validity extensively tested



The Sub-
Categories



The ability to respond meaningfully to 
pressure related discomfort

Focuses on two aspects:

Level of consciousness

Ability to communicate pain



The degree to which skin is exposed to 
moisture



The degree of physical activity



The ability to change and control body 
position



The patient’s usual food intake pattern
Protein sources
Amount of meal eaten



The degree to which a part of the patient’s 
body is slid or dragged against a surface 
during an independent transfer and the 
patient’s ability to maintain their own position 
in bed or chair



Case Studies
Refer to handout in package



Patients with a total score of 16 or less are at risk 
for developing a pressure ulcer

Even if a patient is only minimally lacking in a few 
areas, this could easily bring the total score down 
enough to place them in the at risk category



Subcategory Modifiable Non-Modifiable

Sensory Sedation
Communication

Paralysis, LOC

Moisture Urine, Stool Perspiration

Activity Maximal 
Remobilization

Totally Bedridden

Mobility Maximal 
Remobilization

Paralysis, LOC

Nutrition Nutritional Support Patient Refusal

Friction/Shear Proper Transfers Movement by Patient



Risk category (total score)

Specific interventions (subcategory score)

Lower patient risk

Regular reevaluation of the score is required
- RNAO Best Practice guideline- outlined by B. Braden



AT RISK (15-18)*

FREQUENT TURNING
MAXIMAL REMOBILIZATION 
PROTECT HEELS
MANAGE MOISTURE, NUTRITION
AND FRICTION AND SHEAR
PRESSURE-REDUCTION SUPPORT SURFACE IF
BED- OR CHAIR-BOUND
* If other major risk factors are present 
(advanced age, fever, poor dietary intake of protein, 
diastolic pressure below 60, hemodynamic instability) 
advance to next level of risk

MANAGE MOISTURE

USE COMMERCIAL MOISTURE BARRIER
USE ABSORBANT PADS OR DIAPERS THAT WICK & HOLD 
MOISTURE
ADDRESS CAUSE IF POSIBLE
OFFER BEDPAN/URINAL AND GLASS OF WATER IN 
CONJUNCTION WITH TURNING SCHEDULES

MODERATE RISK (13-14)*

TURNING SCHEDULE
USE FOAM WEDGES FOR 30E LATERAL POSITIONING
PRESSURE-REDUCTION SUPPORT SURFACE 
MAXIMAL REMOBILIZATION 
PROTECT HEELS
MANAGE MOISTURE, NUTRITION
AND FRICTION AND SHEAR
* If other major risk factors present, 
advance to next level of 

MANAGE NUTRITION

INCREASE PROTEIN INTAKE 
INCREASE CALORIE INTAKE TO SPARE PROTEINS.
SUPPLEMENT WITH MULTI-VITAMIN (SHOULD HAVE VIT A, C 
& E)
ACT QUICKLY TO ALLEVIATE DEFICITS
CONSULT DIETITIAN 

HIGH RISK (10-12)

INCREASE FREQUENCY OF TURNING
SUPPLEMENT WITH SMALL SHIFTS
PRESSURE REDUCTION SUPPORT SURFACE 
USE FOAM WEDGES FOR 30E LATERAL POSITIONIING
MAXIMAL REMOBILIZATION 
PROTECT HEELS
MANAGE MOISTURE, NUTRITION
AND FRICTION AND SHEAR

MANAGE FRICTION & SHEAR

ELEVATE HOB NO MORE THAN 30E
USE TRAPEZE WHEN INDICATED
USE LIFT SHEET TO MOVE PATIENT
PROTECT ELBOWS & HEELS IF BEING EXPOSED TO FRICTION

VERY HIGH RISK (9 or below)

ALL OF THE ABOVE 
+
USE PRESSURE-RELIEVING SURFACE IF 
PATIENT HAS INTRACTABLE PAIN
OR
SEVERE PAIN EXACERBATED BY TURNING
OR
ADDITIONAL RISK FACTORS
*low air loss beds do not substitute for turning schedules
*
© Barbara Braden, 2001

OTHER GENERAL CARE ISSUES

NO MASSAGE OF REDDENED BONY PROMINENCES
NO DO-NUT TYPE DEVICES
MAINTAIN GOOD HYDRATION
AVOID DRYING THE SKIN



Turn, turn, turn
Maximal remobilization
Pressure redistribution
Manage moisture
Maximize nutrition
Use mechanical lifts/ transfer sheets to move 
patient
Protect heels
Support surfaces if bed/chair bound



Turning schedule with 30 degree rule:
Head of bed 30 degrees or less
30 degree lying lateral

Maximal remobilization
Pressure redistribution
Manage moisture
Maximize nutrition
Use of mechanical lifts/transfer sheets to move 
patient
Protect heels



Increase frequency of turning
30 degrees wit foam wedges
Supplement with small shifts
Refer to Wound, Ostomy and Continence Nurse
Maximal Remobilization
Pressure redistribution
Manage moisture
Maximize nutrition
Use mechanical lifts/ transfer sheet to move patients
Protect heels



High risk interventions

Refer to Wound, Ostomy and Continence Nurse

Low Air-Loss beds
◦ Low air-loss beds do not 
substitute for turning schedules!



Keep in Mind…
If other major risk factors are present, 
(advanced age, fever, poor dietary intake of 
protein, diastolic pressure below 60, 
hemodynamic instability) advance to the next 
level of risk.



On admission

When the patient’s condition changes—
including cognitive or functional ability

At the following intervals:
Acute Care- every 48 hours
Critical Care- every 24 hours
Home Care- every RN visit
Long-Term Care- weekly for the first 4 weeks, then monthly



Thorough, ongoing assessment

Assess in all positions and during lifting, turning 
and repositioning

Do not use donut type devices

Be conscious of tubes



Avoid excess layers of padding or linen

Bathing: avoid hot water, use mild cleansing 
agents, and minimize force and

Moisturize, moisturize, moisturize

Do not massage reddened areas



Case studies



(Henry Ford)



The Braden score places the patient in a risk 
category, but more importantly are the individual 
category scores
Don’t just record the score, but provide 
interventions that improve the patient’s score and 
reduce their overall risk
Evaluate outcomes by regularly reassessing your 
patient’s Braden score
Adjust the care plan to reflect the patient’s 
changing needs



*(CAWC as cited in Orsted, & Goettl , 2007)

*
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