Braden Subscale Interventions


	Friction & Shear
	 FORMCHECKBOX 
Do Not massage bony prominences or reddened areas of skin.

 FORMCHECKBOX 
Avoid tape and adhesives to fragile skin on arms and legs (diabetics, elderly).
 FORMCHECKBOX 
Use lift sheet for all repositioning/transfers; do not slide across bed or 
         chair surfaces, get help from other staff. 
 FORMCHECKBOX 
    Use (#) ____ staff to assist with positioning and transfers.
 FORMCHECKBOX 
Use mechanical lift for transfers.
 FORMCHECKBOX 
Keep HOB flat or below 30 degrees if at all possible.  
 FORMCHECKBOX 
    Limit sitting in bed (greater than 30 degree) to less than 30 minutes at a time.
 FORMCHECKBOX 
Bend knee joint of bed to avoid patient sliding down in bed when 
         HOB elevated greater than 30 degrees.
 FORMCHECKBOX 
    Pad edges of casts, splints and/or braces to avoid friction & pressure.
 FORMCHECKBOX 
    Float heels off of bed surface at all times when lying in bed.
 FORMCHECKBOX 
    Use heel boots for off-loading  (type)_____________________________
 FORMCHECKBOX 
Protect skin to skin contact in skin folds, bony prominences & position 
         in good body alignment using foam wedges, towel rolls, pillows.
 FORMCHECKBOX 
Use protective wear for elbows and heels to decrease friction,  remove 
         2x/shift to assess bony prominences for breakdown (don’t relieve pressure).
 FORMCHECKBOX 
Use over-the-bed trapeze and/or siderails to have patient assist with 

         transfers/ repositioning.
 FORMCHECKBOX 
Refer to PT/OT for transfer techniques to avoid sliding and friction.
 FORMCHECKBOX 
Use transfer boards correctly, should not slide across; 

         if must slide, then use towel or pillow case to sit on and slide. 

 FORMCHECKBOX 
Follow care-plan to manage spasticity, contractures and/or restlessness –
         refer to OT/PT as needed.
 FORMCHECKBOX 
Refer to PT/OT for positioning straps for sitting up in w/c or chair – 

         place at hips, not across abdomen to avoid sliding down in w/c or chair.
 FORMCHECKBOX 
Patient education related to: protecting bony areas on body; 
         avoid sliding skin across surfaces;  prevent sliding when sitting up in 
         chair or bed; safe transfer techniques; not sitting up in bed.
 FORMCHECKBOX 
    Other______________________________________________

	Activity
	 FORMCHECKBOX 
Encourage patient involvement in activities (specify what the patient 
         can and cannot do for self) ___________________________________
 FORMCHECKBOX 
    Up in Chair (schedule) ______________________________________
 FORMCHECKBOX 
    Up in Wheelchair (schedule) _________________________________

 FORMCHECKBOX 
    Ambulate (schedule) _______________________________________
 FORMCHECKBOX 
    Use walking aides for ambulation _____________________________
 FORMCHECKBOX 
    Use transfer aides for transfers ________________________________

 FORMCHECKBOX 
Monitor and address pain control and anxiety before activity.
 FORMCHECKBOX 
Refer to Recreation Therapy for appropriate activities to get patient involved.
 FORMCHECKBOX 
Patient education related to: self-care; daily activity schedule; 
         (out of bed/chair); proper use of walking or transfer aides.
 FORMCHECKBOX 
     Other _____________________________________________________

	Mobility 
	 FORMCHECKBOX 
 Turn every ______ hours. Greater patient risk requires more

         frequent repositioning (maybe more than every 2 hours).
 FORMCHECKBOX 
Position on sides using 30( lateral positioning – avoid laying directly on 
         hip and thigh bony prominences.
 FORMCHECKBOX 
Refer to PT and/or OT for positioning techniques and/or ROM program.
 FORMCHECKBOX 
Implement weight shifting program when in chair – at least every hour 
         by staff  OR if patient able, reposition self every 15-30 minutes.
 FORMCHECKBOX 
Use pressure redistributing support surfaces (specialty bed or mattress;

         type)____________________________________________________             

 FORMCHECKBOX 
Appropriate support seating  surface in chair or w/c (type)_____________ 
 FORMCHECKBOX 
    Pressure map wheelchair or chair cushion. 

 FORMCHECKBOX 
Patient education related to: turning and repositioning; pressure

         redistribution; frequent weight shifts in bed and chair; use of  therapeutic

         support surfaces; ROM exercises.
 FORMCHECKBOX 
    Other ___________________________________________________


	Sensory  
	 FORMCHECKBOX 
Complete skin check daily and during bath/shower.
 FORMCHECKBOX 
    Avoid constrictive clothing to extremities.
 FORMCHECKBOX 
Inspect skin, especially bony prominences and all skin folds every______

         (the greater the risk the more frequently need to assess).
 FORMCHECKBOX 
Remove TED( hose (anti-embolism stockings), heel and elbow protectors

         and/or sequential compression devices  at least 1x/shift & inspect skin.
 FORMCHECKBOX 
Inspect skin under all medical devices at least 1x/shift; pad if necessary

         (oxygen tubing, catheters, casts, braces, IV lines, NG or ET tubes).
 FORMCHECKBOX 
Monitor skin for tissue tolerance with each repositioning, any redness or skin

         color change should fade after 15-30 minutes of no pressure; If doesn’t fade,

          need to reposition more frequently.
 FORMCHECKBOX 
Daily toe/foot assessment of all patients with diabetes or poor circulation.
 FORMCHECKBOX 
Use special shoes or foot orthotics for diabetic patients with foot bone

         changes and/or foot wounds.
 FORMCHECKBOX 
Assess extremities for adequate circulation & sensation  (pulses-palpate or

         doppler, skin discoloration, hair growth, condition of nail beds, edema, c/o

         pain, test for decreased sensation; Ankle Brachial Index (ABI).
 FORMCHECKBOX 
Patient education related to: identified sensory losses (touch, vision,

         temperature recognition- hot/cold); avoid walking in bare feet; need for daily

         foot and skin inspection and when to call MD/nurse; appropriate use of

         compression/elevation to control swelling; use of proper foot wear; avoid

         constrictive clothing to extremities.
 FORMCHECKBOX 
    Other_____________________________________________

	Moisture
	 FORMCHECKBOX 
Keep clothing, bed linens and underpads clean, dry & wrinkle free. 

 FORMCHECKBOX 
Check and change incontinence brief every _______ hour(s).
 FORMCHECKBOX 
    Check and change incontinence pad every _______ hour(s).

 FORMCHECKBOX 
Toilet or commode every ______ hours to avoid/limit incontinence episodes.
 FORMCHECKBOX 
    Low Air Loss mattress with only 1 flat sheet and 1 dry flow chux at a time.

 FORMCHECKBOX 
Use moisturizing creams or ointments for dry skin BID and PRN.
 FORMCHECKBOX 
Use barrier ointment for incontinence (type)____________________
 FORMCHECKBOX 
Bath or shower (frequency/day)_________________________
 FORMCHECKBOX 
Implement bowel and/or bladder re-training programs __________________
 FORMCHECKBOX 
Manage/control drainage from stoma/tube/wound sites (circle).
 FORMCHECKBOX 
Refer to WOC Nurse for pouching of excess drainage from wounds or

         fistulas (more than 250cc/day) or excess incontinent bowel movements 

         (more than 3 loose/liquid stools/shift) and/or maintenance of ostomy sites.
 FORMCHECKBOX 
Patient education related to: controlling skin exposure to moisture, risks of

         skin exposure to urine and feces; appropriate bathing practices; use of

         appropriate skin cleansers and moisturizers/emollients.
 FORMCHECKBOX 
    Other____________________________________________________

	Nutrition
	 FORMCHECKBOX 
Document weight (frequency)_____________________
 FORMCHECKBOX 
Make eating a pleasure (odor control, pleasant atmosphere and meal

         presentation, sitting upright in chair at bedside if  possible).
 FORMCHECKBOX 
Encourage fluids, unless restricted (avoid caffeine beverages).
 FORMCHECKBOX 
Provide meal supplements as ordered; monitor if consumed.
 FORMCHECKBOX 
Monitor Intake and Output (schedule)_______________________.
 FORMCHECKBOX 
Monitor labs as ordered, report out of range values.
 FORMCHECKBOX 
Monitor glucose and Hgb A1C as ordered.
 FORMCHECKBOX 
Refer to Nutrition Therapy when patient eating 50% or less of meals.
 FORMCHECKBOX 
Refer to Speech Therapy for concerns with swallowing. 

 FORMCHECKBOX 
Assess condition of teeth and/or dentures; refer to Dentist as needed.

 FORMCHECKBOX 
Review meds that may affect skin status (vitamins, minerals, systemic

         steroids more than 40mg/day, anticoagulants, diuretics, chemotherapy, 
         meds that decrease sensation or mobility). 

 FORMCHECKBOX 
Patient education related to: appropriate calorie, protein and fluid needs;

         glucose control for all diabetics; appropriate medication usage (Rx and

         OTC); appropriate weight loss if/when applicable.
 FORMCHECKBOX 
    Other ____________________________________________________
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