
 

 

Pressure ulcers risk assessment: Clinical practice in Spain and a 
meta-analysis of scales’ effectiveness 

 

 

By 
 

Pedro L. Pancorbo-Hidalgo 
Nursing Department. School of Health Sciences, University of Jaén. GNEAUPP Committee Director. 

 

Francisco P. García-Fernández 
Training, Research and Quality Unit, Jaén HospitalComplex. GNEAUPP Committee Director. 

 

J. Javier Soldevilla-Agreda 
Clinical Management Area, Infectious Disease and Preventive Medicine, Riojan Health Service. Professor of Geriatric 

Nursing, Nursing School of Logroño. GNEAUPP Director. 

 

Fernando Martínez-Cuervo 
Director of the Polyvalent Resource Centre for the Elderly “La Vega”, Mieres, Princedom of Asturias. GNEAUPP 

Committee Director. 

 

 

 

 

 

 
 
 
 
 
 
Correspondence: 
Pedro L. Pancorbo  
Hidalgo Departamento de Enfermería  
University of Jaén.  
23071-Jaén   
E-mail: pancorbo@ujaen.es 

mailto:pancorbo@ujaen.es


SUMMARY 

Objectives: 1) To update the knowledge about pressure ulcer risk assessment scales (EVRUPP): validation, 

efficacy and risk prevention. 2) Identify the methods used for assessing the risk of developing pressure ulcers 

in actual clinical practice in Spain.  

 

Methods: For the first objective a systematic review has been carried out of the literature with meta-analysis 

of the validation studies. the search was made on 14 bibliographical data bases with the descriptors “pressure 

ulcers”, “decubital ulcers“, “risk assessment” and their combinations. A critical assessment of the studies 

found, was made using the CASP guide. Each scale’s validation data were extracted and a meta-analysis was 

made for scales with 2 or more published studies. For the second objective a survey was made among nurses 

in pressure ulcers’ committees.  

 

Results: 44 studies with validation data of 17 UPP risk assessment scales, have been selected. Only 5 scales 

have 2 or more validation studies: Braden, Cubbin-Jackson, EMINA, Norton and Waterlow. The scales with 

the highest predictive capability are Braden (OR = 5,1) and EMINA (OR = 7,14). The nurses’ clinical 

judgement, by itself, do not have sufficient UPP risk prediction capability. In intensive care patients the 

scales with the best predictive capability are: Cubbin-Jackson (OR = 6,63) and Braden (OR = 3,02). A great 

majority (67,3%) of nurses surveyed stated that they always assessed the risk of UPP; the most frequent 

procedure was the use of an EVRUPP (46,2%). The EVRUPP most frequently used in Spain are, in this 

order: Braden, Norton, modified Norton, Cubbin-Jackson and EMINA. The number and type of preventive 

measures used is associated with the patients’ UPP risk level.  

 

Conclusions: The EVRUPP with the best validation and capability indicators are Braden, EMINA and Norton 

(original). The use of one of these scales is greater than of clinical judgement only in the UPP risk prediction. In 

intensive care, the scales with a better behaviour are Braden and Cubbin-Jackson 85. Among the 

Spanish nurses surveyed, the UPP risk assessment is a habitual practice and the majority use the 

Braden and Norton scales 
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INTRODUCTION 

The pressure ulcers (UPP) constitute an important health problem that affects all developed healthcare 



systems (1). In Spain they have a considerable epidemiological impact by their prevalence – that data from 

2005 estimate as 8,91% in hospitals and 9,11% in primary care centres (2)-, as well as their mortality (3). 

 

The assessment of a patient’s risk of developing UPP is a key aspect of prevention. The clinical practice 

guidelines recommend a risk assessment of all persons at their first contact with the healthcare system in 

hospitals, geriatric centres or patients cared for at their homes (4). The risk identification will permit the early 

application of prevention measures. Nevertheless, there is no clear consensus among experts and professionals 

about the best way to make this assessment of UPP. Some of the oldest clinical practice predictive guidelines 

consider as fundamental the nurses’ clinical judgement and the use of assessment scales as a complement (5,6), while 

other recent investigations conclude that several validated scales can be a better alternative than clinical judgement, 

especially with novice nurses (7). A recent review finds five additional advantages in the use of risk assessment 

scales: ensures the efficient and effective allocation of limited preventive resources; serves as a support for clinical 

decisions; permits the adjustment of cases as a function of the risk in epidemiological studies; facilitates the 

development of risk assessment and can serve as a proof in cases of litigation (8). 

 

The literature (9) describes up to 22 pressure ulcer risk assessment scales (EVRUPP), and the 

number keeps increasing since new scales are still being developed and proposed. Among this group 

of scales there are some for general use in any assistance context, and others are aimed at specific 

patients or contexts – critical care, paediatrics, home care --. Nevertheless, their majority have not 

been subjected to an adequate validation process, therefore there is no guarantee for their validity. 

These two factors – many scales and lack of validation – contribute to the existing confusion about 

their use in clinical practice 41. The problem is well illustrated by the case of the Norton scale since, 

besides the original version, there are many variants of this scale with significant variations among 

them, which creates great difficulties for understanding when reference is made to them. 

 

The existing information on the degree of utilisation of the EVRUPP in clinical practice is limited. A 

recent study in the Autonomous Community of Andalusia states that 43,2% of nurses declare that 

they always use a scale for assessing risk, 40,3% do it sometimes and 10,1% never use one (10). 

Data from the Second National UPP Prevalence Study, of 2005, indicate that the use of scales 

among Spanish nurses is between 58,6% (in Primary Care centres) and 86% in hospitals, and the 

most used scales are Norton, Braden and Norton-INSALUD (2). In other countries the degree of 

usage of scales is very variable: between 72% in the UK (11) and 21% in Australia (12). About 

which scales are the most used by nurses, the information is almost nonexistent. 

OBJECTIVES 



This investigation deals with the following objectives: 

• Update the knowledge of validation parameters and the efficacy of scales for assessing the 

risk of developing pressure ulcers. 

• Identify the scales with published validation studies. 

• Compare the capability for predicting the risk of the different scales and of the isolated 

clinical judgement. 

• Identify the scales aimed at specific patients or contexts (critical and paediatric care). 

• Identify the methods used for assessing the risk of developing pressure ulcers in actual 

clinical practice in Spain at the different assistance levels. 

 

METHODS 

Validation and Efficacy of the scales 42 

Using meta-analysis we updated a systematic review that included articles published until January 2004 (7), 

with articles published from that date until December 2007. 

Search strategy 

We made a bibliographical search throughout the entire scientific output related to the use of 

EVRUPP in the clinical practice. For the search we used 14 bibliographical data bases: Database of 

Abstracts of Reviews of Effectiveness (DA-RE), Cinahl, Medline, Currents Contents: Clinical Medicine, 

Social and Behavioural Sciences, Life Sciences, Spanish Medical Index (IME), Cuiden Plus, Latin 

American and Caribbean Information Centre on Healthcare (LILACS), Cochrane Library, EBS-CO, 

ScienceDirect, Springer, Inter-Sciencia, ProQuest and Pascal. We used the following terms as 

descriptors: “pressure ulcers” o “decubital ulcers” and “risk assessment”; in some data bases we combined 

them with the term “clinical trial”. Additionally, we did an inverse search starting from the 

bibliographical references of the selected studies. For the localisation and retrieval of unpublished 

studies we assessed reports, national and international congress records, as well as consultations to 

experts in the subject. 

Inclusion criteria 

Controlled clinical trials and prospective cohort studies. In these, the patients included in the study do not present 

UPP at the beginning, in order to ensure the predictive validity of the scale. 

Studies whose percentage of patients followed during the specified period is larger than 75%. That is, the loss 

of patients is not larger than 25% according to the habitually established criterion (13). Patients are 

systematically followed during the established period. 

Studies that provide scale data with predictive validity (sensitivity and specificity) or the raw data 



necessary to carry out their calculations. Studies published in one of the following  languages: Spanish, 

English, French and Portuguese. 

Exclusion Criteria 

Studies in which the same data has been used for generating the scale and for establishing its 

validity. This is because in this case the sensitivity and specificity values are not reliable. Nor have we 

included retrospective studies due to the higher possibility of biases and their lower reliability. 

Assessment of methodological quality 

For the critical assessment of identified studies, we used the CASP guide (Critical Appraisal Skills 

Programme) for the bibliographical search. Each study was independently assessed by two 

investigators. In case of discrepancies in its consideration as valid, a third investigator examined the 

study and decided on its acceptance. 

Data extraction 

The data from each study accepted as valid were recorded on a data extraction sheet. Two investigators 

independently extracted the data from each valid study. To minimise biases, we prepared a list with 

operational definitions of the variables considered. 

Validity indicators 

• Sensitivity. It measures the proportion of true positives among the cases. Or the percentage of 

patients with UPP identified by the EVRUPP, among all UPP patients. 

• Specificity. It measures the proportion of true negatives among the controls, i.e. the percentage of 

patients that the EVRUPP classifies as risk-free and that finally do not present UPP. 

• Positive predictive value. It measures the proportion of true positives among those exposed. i.e. the 

percentage of patients who develop UPP among all classified as risk prone. 

 

• Negative predictive value. It measures the proportion of true negatives among those not exposed, i.e. 

the percentage of patients who do not present UPP among all classified as risk-free 86. 

• Efficacy or correct percentage. It measures the proportion of true positives and true negatives among the 

total number of patients, i.e. the sum of correctly classified patients. 

• Area under the curve (AUC). 

These were calculated for verification from raw data provided by the authors of each study, in all 

cases where this was possible. When one of these indicators in the original study or the efficacy 

indicator were missing, the value calculated from the data by the reviewers was used. 

 



For their joint analysis we have calculated the weighted mean values according to the model of 

random effects that takes into account diverse elements as sample size, distribution, etc., in a way 

that the more homogeneous and larger studies weigh more than those studies with smaller and more 

heterogeneous samples (14). 

 

Effect indicators 

The indicator of the magnitude of effect used has been the odds ratio or ratio of advantages 

(OR), understood as the quotient of the number of persons in a group with a characteristic, divided 

by the number of persons without that characteristic. An odds ratio of 1, or its confidence interval, 

indicate that there is no difference among the comparison groups. This risk indicator, odds ratio, 

was calculated from the data provided in the original studies. 

 

In those EVRUPP that involved two or more valid original studies, a joint analysis of the 

indicators considered was made. Concretely, a meta-analysis has been made using also the random 

effect model (DerSimonian-Laird model), for the same cause previously expressed. 

 

Use in clinical practice 

We made a survey of use by professional nurses in their practice. 87 The professionals were 

those who attended the III National Meeting of Pressure Ulcer Committees held in November 2007 

in Arnedillo (La Rioja). Thus, they are experts with a specific profile (members of committees that 

deal with ulcers, quality or care, depending on the centre, knowledgeable on the subject and all 

assistance contexts). 

 

The survey was anonymous and performed voluntarily. It included items about generic issues 

(age, gender, community, years of experience, or work centre) and specific risk assessment issues 

(clinical judgement or scales, parameters referring to one or others, etc.), motives for selection, ease 

of use and clinical practice motivated by its use. 

 

RESULTS 

Scale Validation 

We found 111 articles on pressure ulcer risk assessment scales (Fig. 1). Of those, 26 were review studies 

or other methodology that did not meet inclusion criteria (8, 15-39). Of the remaining 85, 13 were 

eliminated for being transversal studies (40-51); 24 because they lacked validation data and it was not 



possible to find them (41, 52-74), and 5 had a high loss rate, limited sample or other biases (75-79). 

 

Therefore, we have included for the final analysis 43 studies. Table 1 presents the main characteristics of 

the selected studies (author and year, scale and cut-off point, type of centre where it was made, participants, 

sample size, etc.). 

 
 
 
 

Potentially relevant identified 
studies 
 
n = 111 

   

Excluded for not being review studies or other type, no 
validation 
n = 26 

 
  

 

Studies located for their detailed 
assess ent m
n = 85 

    

Exclu or being transversal studiesded f
n = 13 
                                                                                     

 
   

Potentially appropriate studies for 
being included 
n = 72 
 

    

Excluded for not presenting or not possible to find 
validation data  
n = 24 

 
   

 

Studies included in the 
investigation 
 n = 48 

   

Excluded for presenting a high rate of losses, shows small 
sample or other biases 
n = 5 

 
   

 

Studies with useful information for 
each result 
n = 43 

   

 
 
Fig. 1: Flow diagram of included and excluded studies. 
 



Table 1 
 

 



 

Validation and Efficacy parameters of scales for the risk assessment of developing UPP 

The 43 included studies (80-122) analyse a total of 17 scales, although only 5 of them have 2 or more 

validation studies and, therefore, can be considered validated (Braden, Cubbin-Jackson, EMINA, 

Norton and Waterlow). From them, the Cubbin-Jackson scale is designed for intensive care patients, for 

which it will be analysed in the section of specific contexts’ scale. 

 

Table 2 shows the analysis of validity weighted by means of the random effect model. The Braden 

with 24 studies (82-105) – although two of them with double populations (92, 93), reason for which 

actually are considered 26 studies – is the best validated scale, with almost 8.500 patients included. It 

is followed by Waterlow with 9 publications (103-111) and almost 3.000 patients; Norton with 8 

studies (38, 102-105, 110-112) and almost 400 patients, and finally EMINA with only two validation 

studies (81, 117) and 861 patients. Nevertheless, the scale that presents the most efficacy is EMINA, 

although followed by Braden and Norton. The Waterlow scale has a very low efficacy, mainly due to a 

poor specificity. 

 

The risk predictive capability 43 of the scales measured by means of the odds ratio and its confidence 

interval is presented in Table 3. The situation is similar to the validation parameters. The scale that 

presents the highest OR is EMINA, followed by Braden and Norton, the Waterlow scale being below 

the former. 

 
Table 2. Accumulated Analysis of scale validity. Weighted mean values by random-effects model 

Scale n (number of 
studiesa 

N (number of 
patients) 

Sensitivity 
(%) 

Specificity (%) Positive predictive 
value (%) 

Negat. predictive 
value (%) 

Efficacy 
(%) 

Braden 26 8.423 68,6 62 34,5 87,8 65,2

EMINA 2 861 77,4 67,1 15,9 97,4 67,9

Norton 8 3.839 60,6 63,2 27,1 87,6 62,5

Waterlow 9 2.882 79,8 37,6 25,4 88,1 42,3

Clinical 
judgement 

4 1.474 47,7 69,7 35,9 80,3 65,8

 
Table 3. Meta-analysis of predictive capacity of scales.  Random effects model 

Scale n (Number of studies)a N (Number of patients) OR IC 95%

Braden 26 8.423 5,10 3,37 - 7,72

EMINA 2 861 7,14 3,86 - 13,19

Norton 8 3.839 4 1,77 - 9,03

Waterlow 9 2.882 2,84 1,46 - 5,53
Clinical judgement 4 1.474 2,45 0,94 - 6,37 NS
aOnly have been included studies where it was possible to calculate the odds 
ratio. NS: Not significant. 

  



 
 
Effectiveness of scales compared to nurses’ clinical judgment 

 

In the same tables 2 and 3 the validity and effectiveness of the different scales is compared to the 

clinical judgement. Although as we can see in Table 2, the nurses’ clinical judgement has an efficacy 

very similar to that of the Braden scale, its sensitivity is very low, identifying as true positives at least 

half of the patients who really develop pressure ulcers. As for its effectiveness, the OR of 2,45 has no 

significance, since its confidence interval includes 1. 

 

Specific context scales (critical and paediatric care) 92 In intensive care we can find three scales that 

have been validated in this environment: Braden with 5 specific studies (93-97) for patients admitted in 

ICU, Waterlow with three studies (106-108) and Cubbin-Jackson with 2 publications (95, 107). The 

latter scale is specific for these units and has been developed by professionals who work in them. 

 

Table 4 shows the validation parameters. As we can see, the Braden and Cubbin-Jackson scales have 

very similar values, much higher than the Waterlow scale’s efficacy, again. This fact is repeated in the 

effectiveness table (Table 5), where this scale is not efficacious (its interval includes 1). In this case, the 

Cubbin-Jackson scale has a better OR than Braden’s, but its confidence interval is very wide due to the 

heterogeneity of both studies that validate it. 

 

Insofar as paediatric care, there are two specific scales. The first one is an adaptation of the Braden 

scale called Braden Q; the second one has been labelled Glamorgan scale. Both scales have only one 

validation study, therefore they cannot be considered formally validated. 

 

Use of scales in clinical practice in Spain at all assistance levels. 

 

The total amount of questionnaires validly fulfilled was 106, belonging to 16 autonomous 

communities (all except Murcia and the autonomous cities of Ceuta and Melilla). The profile of the 

surveyed professional is, by a majority, a woman (78,6%) with an average age of 43,4 years, (range 

between 24 and 57 years) with 20 years of professional experience. They work in practically equal 

numbers in health centres and hospitals at 41%. In elderly care residences, the work proportion is 14%, 

and in other centres – mostly universities – 4%. 

 

67,3% always assess the risk of developing pressure ulcers, 27,9% assesses generally, and only 5% 

never or rarely assesses. As to when they make the assessment, 61,4% does it at admission, 25,7 % 



regularly, 11,9% when the patient’s situation changes, and only 1% when the caretaker’s situation 

changes. In Fig. 2 we can see how the surveyed professionals assess risk. Fundamentally, it is made by 

means of a scale, followed by the combination of the scale with the clinical judgement with almost 

19%. The same percentage uses only clinical judgement. 

 

Professionals who use clinical judgement assess an average of three risk factors. The most used 

factors are nutrition, mobility and overall state, together with a sample of different values, among which 

are the patient’s age, characteristics of the caretaker, etc. If clinical judgement and scale differ, the 

majority of professionals – 33% - are inclined to favour the scale, 30,2% to his clinical judgement, 

5,73% prefers his colleague to make the assessment, and 31,1% does not know or does not answer the 

question. 
 
 

 Table 4. Accumulated analysis of scale validity in intensive care. Average values 
weighted by random effects model. 

 

Scale 
 

n (number of 
studies)a 

N (number of 
patients) 

Sensitivity 
(%) 

Specificity (%) Positive predictive 
value (%) 

Negative 
predictive value 
(%) 

Efficacy 
(%) 

Braden 
(ICU) 

5 429 79,2 39,8 45,1 74,9 56,3

Cubbin-
Jackson 

2 426 85,6 52 30,3 94,8 57,6

Waterlow 
(ICU) 

3 1.001 83,1 26,4 9,1 95,2 31,2

 
 

Table 5. Meta-analysis of predictive capability of scales in Intensive Care. Random effects model 

Scale n (number of studies)a N (number of patients) OR IC 95%

Braden 5 429 3,02 1,28 - 7,09

Cubbin-Jackson 2 426 6,63 1,9 - 23,09

Waterlow (UCI) 3 1.001 1,87 0,93 - 3,79 NS
a Only included studies in which it was possible to calculate the odds ratio. 
NS: Not significant. 

  

 
 
 
Table 6 shows the most used assessment scales. As can be seen, Braden and Norton are the most 

used scales, while the modified Norton scales, Cubbin-Jackson and EMINA are very far behind from 

the former ones in their use. 71% of surveyed professionals say that they use this scale because it the 

one established in the protocol in their centre, 7,5% say they use it because of consensus in their unit, 

and 21,5% due to personal choice. 68,1% of professionals say that it is not difficult at all to apply the 

scale, 29,8% that it is somewhat difficult, and only 2,1% say its application is very difficult. 

 



When professionals were asked if they use preventive measures as a function of the risk they identify 

with the scale, 36,2% said that they generally do, and 63,8% that they always do. No professional 

replied that he does not apply preventive measures. 

 

As for applied measures, the surveyed professionals say they make one assignment as a function of 

risk. Thus, they apply, as an average, two preventive measures when the patient has a low risk 

(generally, the use of hyper-oxygenated fatty acids –AGHO- and postural changes). When the patient 

has a medium risk another preventive measure is added, mainly the use of a special pressure 

management surface, and when the patient has a high risk, 4 preventive measures are usually applied, 

mainly the three previous ones plus other local measures (skin care, local protection, dressings, etc.). 
 
 
 
 
 
 

Table 6. Use of risk scales 

Scale Frequency Percentage 
Braden 41 44,1 
Norton 38 40,9 
Modified Norton 5 5,4 
Cubbin-Jackson 5 5,4 
EMINA 4 4,3 
Total 93 100 

 
 
 
 
DISCUSSION 

First, we would like to emphasise that, although a high number of EVRUPP are described and 

published, only five of them can be considered formally validated (Braden, EMINA, Norton, Waterlow 

and Cubbin-Jackson). 

 

Since the 2004 review and until December 2007, we have found 34 new studies, 12 of them have 

been added to the study and 22 have been excluded for different causes. This high number of articles 

about scales (almost 12 per year) justifies updating the review after 3 years of having made the previous 

one and not having waited 5 years, as usual. 

 

The results of this meta-analysis confirm the efficacy of the Braden and Norton EVRUPP, according 

to data of the previous studies (7, 9), but it adds the new position of the EMINA scale in the high 

efficacy group. An important point to take into account is that the Norton scale presents lower reliability 



in its original version and that there are numerous modified versions; but these have not been subjected 

to an adequate validation process. 

 

As for the predictive capability of the scales, and like with the validation data, the EMINA scale 

presents the best values, followed by the Braden scale, then the Norton scale and, very far behind, by 

Waterlow. These data suggest that the EMINA scale could be considered as valid as the Braden scale. 

Nevertheless, more validation studies would be required, especially within the context of home care, 

where it has not been validated yet, but the data indicate that it could be a very useful scale, with the 

advantage that it has been developed in our midst and with clinical validity 95 within our sanitary 

context although, curiously as we will later point out, it is one of the least used scales in clinical 

practice. 
 

 

Table 7. Preventive measures used as a function of risk  

Measure Low risk Middle risk High risk 
Hyper-oxygenated fatty acids 41,5% 50,9% 55,6% 

Posture changes 39,6% 55,6% 65,1% 
Special pressure management surfaces 22,6% 62,2% 75,5% 

Dressings 4,7% 11,3% 15,1% 
Local protection 16,0% 28,3% 31,1% 
Skin care 28,3% 30,2% 31,1% 
Other measures (nutrition, education) 17,9% 22,6% 30,2% 

Number of preventive measures applied 
(Mean ± standard deviation) 

1,71 ± 1,03 2,61 ± 1,36 3,04 ± 1,58 

 
 

About clinical judgement we can say that it is not superior to assessment scales, since these emerged 

precisely to prevent the variability among observers and the judgement of trained nurses with less 

training. As we have seen, clinical judgement by itself is not effective in the prediction of risk of 

developing pressure ulcer, according to the currently published studies. These data confirm the results 

produced by the previous systematic review made  by this investigative team and that differs from what 

was published by other authors (123, 124), having already four studies and almost 1.500 patients, that 

compare clinical judgement to scales, which appears to be an endorsement of sufficient strength for 

recommending professionals and sanitary centres to include a risk assessment scale to prevent the onset 

of pressure ulcers and not to leave it to the professionals’ clinical judgement. 

 

For intensive care, the validity and effectiveness studies show how the Cubbin-Jackson scale has 



better values than Braden and Waterlow scales for patients admitted in critical care units. However, 

more validation studies should be made, especially in our midst with this scale. In any case, the Braden 

scale appears also as an effective one for ICU patients, being easier to apply than the Cubbin-Jackson 

scale. 

 

For paediatric care, more studies are required for being able to recommend any scale. However, the 

specific Braden Q (114) and Glamorgan (116) scales seem to be valid but, as we say, we still cannot 

recommend them yet with the current data. 

 

For clinical use of scales, for the first time in Spain a specific analysis is carried out about the degree 

of usage of scales in  daily practice. It is true that in the two national prevalence studies professionals 

have been asked about their use but, in this case, the specific questionnaire about the use of scales – that 

besides has been complimented by leaders in pressure ulcer management over the whole national 

territory – permits us to have a snapshot, we think it is very precise, of the reality of its use at the 

different healthcare levels. 

 

As we have seen in the results, two out of every 3 professionals always assess the risk, albeit in a 

still high percentage tends to use them generally but not always, and only 5% say that they never assess 

this risk, with the legal consequences that may derived from that. The nurses who do not assess because 

og that if the patient later develops an ulcer. 

 

It is also surprising that, by a majority of professionals only assess the risk at admission time and 

only one of four assesses it regularly. We understand that the patients’ situation is not static and 

therefore periodic assessment guidelines should be established or, at least, when the patient’s or the 

caregiver’s situation changes, as some clinical practice guides recommend (4). 
 
 



 
Fig. 2. How do you assess the risk of developing pressure ulcers? 

 
 
 
Although the majority of surveyed professionals recognise that they use a risk assessment scale, still 

a high percentage states that they use the clinical judgement exclusively when, as we have seen, it is 

less efficacious than the use of scales. Therefore, and as it has been commented, we recommend the 

systematic use of a validated tool, as the risk scales are. 

 

Curiously, when we ask professionals who only use clinical judgement what parameters they assess 

(nutrition, mobility, patient’s state, etc.) they are parameters included by the majority of scales, for 

which we could suspect that they are making a mental adaptation of the risk assessment scales, but are 

not conscious about it. 

 

The Braden and Norton scales are the most used by surveyed professionals, which coincides with 

data published in the national prevalence studies. It is striking to see how the EMINA scale, despite 

being a valid scale and developed in our country, has an almost marginal usage, even lower than a 

specific and more novel scale, developed in the Saxon environment, as Cubbin-Jackson is. Probably, 

the cause for this was that the majority of centres bets on these two scales, Braden y Norton, when 

evidence shows that the EMINA scale has similar parameters in validity and efficacy, or even superior, 

if we consider Norton. Nevertheless, the fact that it had been developed more recently it can influence 

by being less known or being already established in old protocols and records, which are not updated 

with the latest evidences. 

 

Practically all surveyed professionals recognise that prevention measures always or generally apply 

as a function of the risk identified by the scale. Besides, the number of preventive measures increases 



with risk, the fatty acids, posture changes and the use of special pressure management surfaces, being 

the basic triad of prevention measures used by almost all professionals for patients identified as risk 

prone. By using more measures as a function of risk, nurses are showing that they adapt and optimise to 

the maximum extent the available resources, which is another advantage of the assessment scales, since 

they permit the allocation of resources in a rational way in a system where they are limited. 

 

CONCLUSIONS 

The EMINA, Braden and Norton scales are valid and effective for assessing the risk of developing 

pressure ulcers. Besides, these scales are superior to clinical judgement in the prediction of that risk. 

We recommend the healthcare institutions to include one of these scales (EMINA or Braden) in their 

prevention protocols. The original Norton scale can be an alternative, but it offers lower inter-observer 

reliability. 

Braden and Cubbin-Jackson are valid scales for measuring the risk in patients admitted to intensive 

care units. 

We cannot recommend any scale for their use on paediatric patients. 

 

The majority of professionals assess the risk of developing pressure ulcers and they do, 

fundamentally, using a scale, mainly Braden or Norton 96. 

Nurses who state that they use clinical judgement to determine the risk, assess parameters gathered 

by the principal assessment scales, thereby adapting such scales in an unconscious way. 

Almost all professionals use preventive measures as a function of risk, which entails an optimisation 

of resources and adaptation of available means. 
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