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BACKGROUND

ePressure injuries remain a persistent problem in skilled
nursing facilities (SNFs).

eDelayed admission skin assessments (>24 hours) lead to
missed early-stage wounds and poor outcomes.

eNational Pressure Injury Advisory Panel (NPIAP) and AHRQ
recommend standardized skin assessments within 24 hours
using validated tools.

e|nconsistent Braden Scale use and lack of staff training
were identified at the project site.

eFacility leadership requested a quality improvement (Ql)
initiative to enhance early wound identification and
prevention practices.

ePurpose: Improve early wound detection and prevent
newly acquired pressure injuries.

e Aim: Implement a standardized admission skin
assessment using the Braden Scale within 24 hours of
admission.

eObjectives:

*90% of new admissions receive a documented skin

assessment within 24 hours.

e|ncrease Braden Scale compliance to 275%.
eTrain 285% of staff on wound prevention and
repositioning.

eReduce new pressure injuries by 210%
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METHODS
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Framework: Plan-Do-Study-Act (PDSA) model guided implementation.
eSetting: 96-bed skilled nursing facility in Tucson, Arizona.

ePopulation:

*12 RNs, 31 LPNs, and ~90 adult residents.

eIntervention:

eStaff training module on Braden Scale and g2-hour repositioning.
e|ntegration of Braden Scale into admission documentation.
e\Weekly audits and feedback.

eData Tools:

eBraden Scale Audit Tracking Tool.
ePressure Injury Prevention Codebook.

eData Analysis:
eChi-square tests for comp
ePaired t-tests for mean re
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SENSORY PERCEPTION

Ability to respond meaningfully to
pressure related discomfort

MOISTURE

Degree to which skin is exposed to
moisture

OUT OF BED ACTIVITY
Degree of physical activity out of bed

IN BED MOBILITY

Ability to change and control body
position while in the bed or chair

NUTRITION

Food intake pattern

FRICTION & SHEAR

Ability to move without rubbing on
other surfaces or creating opposing
forces to the skin and underlying
tissues

Place patient sticker here

1. Completely Limited

Is unresponsive (does not moan,
flinch, or grasp) to painful stimuli due
to diminished level of consciousness
or sedation.

OR

Has limited ability to feel pain over
most of the body.

1. Constantly Moist

Skin is kept moist almost constantly
by perspiration, urine, or other body
fluids. Dampness is detected every
time patient is moved or turned.

1. Bedfast
Confined to bed.

1. Completely Immobile

Does not make even slight changes in
body or extremity position without
assistance.

1. Very Poor

Never eats a complete meal. Rarely
eats more than 1/3 of any food
offered. Eats 2 servings or less of
protein per day. Takes fluids poorly.
Does not take a liquid dietary
supplement.

OR

Is NPO and/or maintained on clear
liquids or IV's for more than 5 days.

1. Problem

Requires moderate to maximum
assistance in moving. Frequently
slides down in bed or chair, requiring
frequent repositioning with
maximum assistance. Spasticity,
contractures, or agitation leads to
almost constant friction.

lance rates.
nositioning adherence.

BRADEN SCALE I1°

2. Very Limited

Responds only to painful stimuli.
Cannot communicate discomfort
except by moaning or restlessness.
OR

Has a sensory impairment which
limits the ability to feel pain or
discomfort over % of the body.

2. Often Moist

Skin is often, but not constantly
moist. Linen must be changed at least
3x a day.

2. Chairfast

Ability to walk severely limited or non-

existent. Cannot bear own weight
and/or must be assisted into chair or
wheelchair.

2. Very Limited

Makes occasional slight changes in
body or extremity position, but
unable to make frequent or
significant changes independently.

2. Probably Inadequate

Rarely eats a complete meal and
generally eats only about ¥z of any
food offered. Protein intake includes
only 3 servings per day. Occasionally
will take a dietary supplement.

OR
Receives less than optimum amount
of liquid diet or tube feeding.

2. Potential Problem

Moves feebly or requires minimum
assistance. During a move, skin
probably slides to some extent
against sheets, chair, restraints, or
other devices. Maintains relatively
good position in chair or bed most of
the time, but occasionally slides
down.

For Predicting Pressure Injury Risk

3. Slightly Limited

Responds to verbal commands but
cannot always communicate
discomfort or the need to be turned.
OR

Has some sensory impairment which
limits ability to feel pain or discomfort
in1 or 2 extremities.

ET Occasionally Moist

Skin is occasionally moist. Linen must
be changed at least 2x a day.

3. Walks Occasionally

Walks occasionally each shift, but for
very short distances with or without
assistance.

3. slightly Limited

Makes frequent, though slight,
changes in body or extremity position
independently.

3. Adequate

Eats over ¥ of most meals. Eats a
total of 4 servings of protein per day.
Occasionally will refuse a meal but
will usually take a supplement when
offered.

OR

Is on a tube feeding or TPN regimen
which meets nutrition needs.

3. No Apparent Problem

Moves in bed and in chair
independently and has sufficient
muscle strength to lift up completely
during move.

4. No Impairment SCORE

Responds to verbal commands. Has no
sensory deficit which would limit ability to
feel or voice pain or discomfort.

4. Rarely Moist

Skin is usually dry. Linen only requires
changing at routine intervals.

4. Walks Frequently

Walks outside of room at least twice a day
and inside room at least once every two
hours during waking hours.

4. No Limitations

Makes major and frequent changesin
position without assistance.

4. Excellent

Eats most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of protein per day. Occasionally
eats between meals. Does not require
supplementation.

TOTAL SCORE

A total score of < 18 indicates the patient is at risk for developing pressure injuries.
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RESULTS

e Admission skin assessments within 24 hrs: 4 from 58% =
92%.

eBraden Scale compliance: 4* from 45% = 82%.
eRepositioning schedule adherence: 1* by 18%.

eNew pressure injuries: d, by 12%.

eStaff training completion: 87% participation rate.
eStatistical analysis confirmed significant improvements in
assessment timing and compliance (p < 0.05.

Pressure Injury Prevention Outcomes: Pre vs Post Intervention
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CONCLUSIONS

e|mplementing a standardized Braden Scale protocol significantly
improved timely skin assessments, compliance, and patient
outcomes.

ePressure injury incidence decreased following the intervention.
eEmbedding this protocol into orientation and routine audits
supports sustainability.

eProject aligns with CMS, AHRQ, and NPIAP national guidelines for
qguality and reimbursement compliance
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