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SCORING (Key on Reverse) 6DAJE i DATE | DATE

RISK FACTOR 1 2 3 4 SCORE
Sensory Perception: Ability to .
respond meaningfully to Cpmpletely Very Limited S."g.h tly No . .

) Limited Limited Impairment | <
pressure—related discomfort -
Moisture: Degree to which skin]Constantly .. |Occasionally |Rarely -

. . . Often Moist : . 2
is exposed to moisture Moist Moist Moist o
Activity: Degree of Physical . Walks Walks -
Activity Bedfast Chair Fast Occasionally |Frequently 5
Mobility: Ability to change and JCompletely ... 1Slightiy No o
control body position Immobile | V&Y Limited| e Limitations |
Nutrition: Usual food intake Very Poor Probably Adequate Excellent -
pattern Inadequate -
. L. Potential No Apparent -
Friction and Sheer Problem Problem Problem fj
TOTAL SCORE |
NURSE’S INITIALS vy

LOW RISK
(SCORE > 15)

Nursing Intervention: Once you have assessed the patient and identified a risk category (high, moderate, or low),

carry out the following interventions for the patient's risk category.
o e

MODERATE RISK
(SCORE 13-14)

HIGH RISK
(SCORE < 12)

Ongoing assessment for
change in status related to any
of the six risk areas

Initiate and document plan of care on
Kardex and Unit specific Progress Notes
including:

Document reassessment
weekly on Kardex

-Activity level (i.e. turning, positioning)
-Continence management
-Monitoring of pressure point areas
-Monitor nutritional status

-Skin care tools used: prevention
mattresses or treatment (i.e. air
mattresses), creams, bed hoop, trapeze,
dressings

-Patient education re: prevention

Includes “Moderate Risk Intervention”
plus requested referral to:

-Physiotherapy
-Occupational Therapy
-Dietitian ’
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