Electronic Screening

Braden Assessment
SBAR Tab Access

To be completed upon admission to Critical
Care and change of patient condition.



Step One — Choose SBAR from Menu
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Step Two — Choose Assessment Tab
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Step Three — Choose Screening Tool
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Step Four — Choose Tool

Braden Risk Assesssment

Selected visit
Braden Q Risk Assesssment
‘ Braden Risk Level CAM - Confusion Assessment Method for Delirium 07/10/18 13:17 ‘
CSSRS - Suicide Severity Risk Screening Tool
Documents (0) Fall Risk Assessment - Humpty Dumpty = ia

Last 7 days for all visits { Fall Risk Assessment - Humpty Dumpty ED
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‘ No results found ARI Screening Tool ‘

CSSRS - Suicide Severity Risk Screen Paediatrics




Step Five — Complete Screen

Braden Risk Assessment

gssment within 12 hours of admission. Re-assess weekly, with change in patient condition, and with transfer of care.

Interventions

Initial risk a

Unresponsive (does not moan; flinch or grasp) to painful stimuli, due to diminished level of
consciousness or sedation. -OR- Limited ability to feel pain over most of body surface.

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 1/2 of body.

Sensory (OB Completely limited ompletely Limited (1)

Ferception O si -,
ghitly lirnited .

O Mo impairmnert e Redli7)

Ability to respond
meaningfully to
pressure related

lightly Limited (3) Responds to verbal commnds, but cannot always communicate discomfort or need to be turned. -OR-
S
Has some sensory impairment which limits ability to feel pain or discomfort in 1 or 2 extremities.

discomfort o Impairment (4) Reponds to verbal commands. Has no sensory deficit which would limit ability to feel or voice pain or
discomfort.
Mo ' Canstantly moist onstantly Maist (1) Skin is kept moist almost constantly by perspiration, urine, etc. Dampness is detected every time
CERE @ Diten maist patient is turned.
) Dccasionally moist Often Moist (2) Skin is often, but not always moist. Linen must be changed at least once a shift.
P’ i ccassionally Mois in is occassionally moist requiring an extra linen change approximately once a day.
iigl':ee:;;:’;ﬂ‘o O Rarely moist 0 lly Moist (3) Ski lly maist tra linen ch tel d
maisture arely Moist (4) Skin is usually dry, linen reguires changing only at routine intervals.
Activi @ walks frequently Bedfast (1) Confined to bed.
alks oceasionally ilty to walk severely limited or non-existent. Cannot bear own weight and/or must be assisted into
ity WO wak I Abil Ik ly timited Cannot b ht and b d

hairfast (2
airfast (2) chair or wheelchair.

‘Walks occassionally during day, but for very short distances, with or without assistance. Spends
majority of each shiftin bed or chair.

Ability to change

and control body o ammLy (6

pestol alks Frequently (4] ‘Walks outside the room at least twice a day and inside room at least once every 2 hours during waking
hours.
Mobility O Completely immobile [Completely Immobile (1) Does not make even slight changes in body or extremity position without assistance.
u]alii}

@ ‘ery lmited . Makes occasional slight changes in body or extremity position but unable to make frequent or
- O Slightly limited ery Limited (2) significant changes independently.
igm:fotlobggjr;?siag O Nolimitatiorrs Blightly Limited (3) Makes frequent though slight changes in body or extremity position independently.
o Limitations (4) Makes major and frequent changes in position without assistance.
» @® Ve poor Mever eats a complete meal. Rarely eats more than 1/3 of any food offered. Eats 2 servings or less of
Mutrition ' Probably inadequate @Very Poor (1) protein {meat or diary products) per day. Takes fluids poorly. Does not take liquid dietary supplement.
O Adequate -0R- I= NPO and/or maintained on clear liguids or IV for more than 5 days.
sual food intake O Excellent Rarely eats a complete meal and generally eats only about 1/2 of any food offered. Protein intake

pattern Probably Inadeguate (2)includes only 3 servings of meat or dairy products per day. Occassionally will take a dietary

supplement. -OR- receives less than optimum amount of liguid diet or tube feeding.
Eats over half of most meals. Eats a total of 4 servings of protein (meat, dairy products) each day.

Adequate (3) Occassionally will refuse a meal, but will usually take a supplement if offered. -OR- Is on a tube feeding
or TPM regimen which probably meets most of nutritional needs.

Eats most of every meal. Mever refuses a meal. Usually eats a total of 4 servings of meat and dairy
products. Occassionally eats between meals. Does not require supplementation.

@ Froblem Requires moderate to maximum assistance in moving. Complete lifting without sliding against sheets is
' Patertial problem Problem (1) impossible. Frequently slides down in bed or chair, reguiring frequent positioning with maximum
' Mo apparent proble assistance. Spascity, contractures or agitation leads to almost constant friction.
Friction
and
Shear

Moves feebly or requires minimum assistance. During a move skin probably slides to some extent
Potential Problem (2)  against sheets, chair, restraints, or other devices. Maintains good position in chair or bed most of the
time but occasionally slides down.

e e P n,'Movesin bed and in chair independently and has sufficient muscle strength to lift up completely



Step Six— Adjust Risk for Critical lliness

The risk will be automatically calculated based on your Braden score selection.
This will usually UNDERSCORE critically ill patients. YOU MUST ALSO SELECT the
additional risk factors, then MANUALLY upgrade the risk level to High or Very
High (adding risk factors does not automatically adjust the score). Choose very
high if you select additional risk factors.

i 14
Braden Risk Score Score Level of Risk

O Low 15-18 = Low Exizting zkin breakdown Fewer

.Q‘ MediuL 13-14 = Medium Additional Age greater thandequal to 75 yrz [C] P¥D/Diabetes
Risk Level {2 High J_u = High Bicks Diastalic: pressure less than 60 mmHg Obesity

(Ol e High -9 = Very High Factors Hemaodynamically unstable

z&.deSTed Risk Level O Low O Medium ' High @ ery High one or more of the the “Additional Risk Factors®
are present then risk level is automatically adjusted
to the next level.




Step Seven — Choose Interventions

:B 1235 =

“Performed on: 2018/07/13

By:  Morgan, Brenda

Interventions

Feduce [ [ Other:
Pressure 1 Tum every 2 hours
Tum ] Supplement turming with small repositioning shifts
[far decreaszed
sensation, activity or
mobility]
] Cradie ] Therapeutic mattress/bed
] Elevate heels off the mattress ] Cushion
Position &  |C] Foam wedge ] Other:
Pressure | Footboard
Reducing | Gelfiled
Aids ] Pillow
[ Pasition 15-30 degrees lateral
[ ambulate every 2 hours ] Ambulate every 4 hours [T Ambulate every 12 howrs [ Other:
Armbulate ] smbulate every 3 hours [ Ambulate every 8 hours ] Ambulate daily
] 0Oifer toilsting/diaper change every 1-2 howrs ] Use moisture barrier cream O Other:
'\(Ajo_mml [ Pravide skinfincontinence care [ Perfarm daily skin assessment
oisture
Raduce O Moisturize skin [ Use heel protectars
N — ] Use mechanical devices for safe patient handing ] Keep head of bed less than/equal to 30 degrees
and [ Use elbow protectars ] Other:
Shear
[ Difer fluids every hour [ Difer fluids every 4 hours Ol Other:
Encourage ] Oifer fluids every 2 hours ] Offer oral nutritional supplements if prescribed
Good Nutrition ] Oifer fluids every 3 hours ] #ssist with meals a5 appropriate

Braden Scale Plan of Care Guidelines

If Patient is Low to Moderate Risk for Developing Pressure Ulcer
(Braden Scale = 13-18)

. Toileting as necessary to maintain continence or check for
incontinence every 2-4 hours

Use absorbent pads to wick and hold moisture

Provide routine skin care

Manage moisture, friction and shear, and nutrition

Assess need for fricton redistribution suface

Inspect skin when repositoining, toileting and assisting with ADLs

e = ST B SR P LN ]

Elevate heels off the bed at all imes, even with theraputic support
surfaces

B. Use elbow and heel protectors

9. Consult dietitian to maximize nutritional status

10. Maximize mobility

11. Develop and document individualized plan of care
4

If Patient is High to Very High Risk for Developing Pressure Ulcers
(Braden Scale is 12 or less)
In addition to inteventions in the Low to Moderate Risk Category:
1. Consultation with PT/OT to maximal mobilization
2. ldentify and initiate appropriate redistribution surface
3. Reposition every 1-2 hours regardless of support surface.
Incorporate small shifts in positions between turns.

4. Use devices to suport lateral 15-30 degree turns/positions

5. Reposition chair bound immobile patients every hour. Use
appropriate chair devices for pressure relief and limit sitting to
2 hour intervals.

6. Maintain head of bed at 30 degrees or less

7. Protect sacral/perianal wounds from incontinence

B. Remove slings and transfer deivces from under patient

d



Step Eight — select all Interventions that Apply

High risk interventions are in place for all Critical Care patients as per our
standards of care. NOTE that HOB elevation in critical should be 30 degrees
for VAP reduction unless contraindicated (HOB elevation may need to be
customized for patient risk/priority need.

*Performed on:  2018,07/13 :IZI 1235 = By: Morgan, Brenda

+/ Braden Risk Asse Interventions

Interventions
Reduce [0 i every hou [ Other

Pressure Ol Tum every 2 hours
Turn O Supplement turning with small repositioning shifts
[for decreased
sensation, activity or
mobility]
O Cradie O Therapeutic mattress/bed
[l Elevate heels off the mattress ] Cushion
Position &  |C] Foam wedge I Other:

Pressure | Footboard
Feducing | Gelfiled
Aids O Pillow
[ Position 1520 degress lateral

[l Ambulate every 2 hours ] Ambulate every 4 howrs ] Ambulate every 12 hows  [] Other:
Armbulate O ambulate every 3 hours [ Ambulate every 8 hours [ Ambulate daily

O Oifer toileting/diaper change every 1-2 hours ] Use moisture barmier cream ] ather:
'\(io_ntml [ Provide skindincontinence care ] Perform daily skin assassment
oisture
Erdlss O] oisturize skin [ Use heel protectars
Friction [ Use mechanical devices for safe patient handling  [] Keep head of bed less than/equal to 30 degrees
and [ Use elbow protectors ] Other
Shear
[ Oifer fluids every haur [ Offer fluids every 4 hours [ Other:
Encourage O Oiffer fluids every 2 hows ] Oiffer oral nutritional supplements if prescribed
Good Mutrition ] Offer fluids every 3 hows [ Assist with meals as appropriate




Step Nine — upload Results

Submit screen results by selecting:

(top left corner)

I + Braden Risk Asss

WILSTVETILOT IS

Feduce
FPressure

[for decreased
sensation, activity or
miobility)

Contral
toisture

Reduce
Friction
and

Shear

Encourage
Good Mutrition

= E 1235 =

Interventions

By:

Meorgan, Brenda

[ ruan ey o O Other

1 Tum every 2 hours

Turmn [ Supplement turming with small repositioning shifts
] Cradie ] Therapeutic mattress/bed
] Elevate heels off the mattress ] Cushion
Position &  |C] Foam wedge ] Other:

Pressure | [ Foothoard
Reducing | Gelfilled
Aids ] Pillow
] Position 15-30 deqress lateral

] smbulate every 2 hours [ Ambulate every 4 hours ] Ambulate every 12 howrs ] Other:
Armbulate ] smbulate every 3 hours [ Ambulate every 8 hours ] Ambulate daily

] 0Oifer toilsting/diaper change every 1-2 howrs ] Use moisture barrier cream O Other:
] Provide skindincontinence care ] Perform daily skin assassment

[ Moisturize skin [ Use heel protectars
] Use mechanical devices for safe patient handing ] Keep head of bed less than/equal to 30 degrees
] Use elbow protectors ] Other:

[ Difer fluids every 4 hours Ol Other:
] Offer oral nutritional supplements if prescribed
] #ssist with meals a5 appropriate

[ Oifer fluids every hour
] Oifer fluids every 2 hours
] Oifer fluids every 3 hours




Step Ten — View Previous Entries

Flowsheet: Assessments/Interventions View l:] E Level: Assessments/Interventions View = @ Table () Group () List
HIM Documents/Reports -
;;; ROI Documents
Lab View
Navigator D'EQhDSt'C_ImEQmQ View \ents/Interventions View 2018/07,/09 | 2018/07/09 | 2018/07,/09
@ Fall Risk Physiclogic Measures 17:01 16:31 12:35
~ Pathology it
[ Fall Risk Diagnestic Cardiclogy View : Tes Tes Tes
Results is Yes Yes Yes
. . B Furniture  Furniture | Crutches/Ca
Quick View

Yes Yes Yes
Impaired Impaired Impaired
Forgets limit Forgets limi- Forgets limi)

All Lab Results

Document View MPage

MolecularlDialgnostics\fiew 175 125 110
Thrombosis View Moderate - Moderate - Moderate -
Apheresis Treatment Plan cautions
Living Denor View operational Mo, none aNo, Mo call |
Diagnestic Neurclogy Yag Yag Yes
Oncology Assessment View »om, bathroom Yes Na
Oncology Treatment View brakes on Yes
Paediatric Chemotherapy Progress & | -slip footwear Yes
Paint-of-Care Imaging node, urinal accessible Yes
Tubes/Drains View istacles Tes
Vitals/Measurements View = rent on pt strong side Yes

e given to pt/family Yes

Procedures/Mevicres Wiew

Refresh screen. Go to Results tab and choose
Assessment/Intervention from Flowsheet option. Note:
Selecting the Dialysis Treatment Tab is a quick way to
access all assessment screens.



