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 A comparison of the performance of the Braden Q and the Glamorgan paediatric pressure ulcer risk assessment scales in general and intensive care paediatric and neonatal units 

Jane Willocki, Laila Habiballahii, Deborah Longiii, Kelli Palmeriv and Denis Anthonyv ’ vi 

 

Abstract 

Aims 

To compare the predictive ability of two risk assessment scales used in children. 

Background 

There are several risk assessment scales (RASs) employed in paediatric settings but most have been 

modified from adult scales such as the Braden Q whereas the Glamorgan was an example of a scale 

designed for children.  

Methods 

Using incidence data from 513 paediatric hospital admissions, receiver operating characteristic 

(ROC) was employed to compare the two scales. The area under the curve (AUC) was the outcome of 

interest. 

Results 

The two scales were similar in this population in terms of area under the curve. Neonatal and 

paediatric intensive care were similar in terms of AUC for both scales but in general paediatric wards 

the Braden Q may be superior in predicting risk. 

Conclusion 

Either scale could be used if the predictive ability was the outcome of interest. The scales appear to 

work well with neonatal, paediatric intensive care and general children’s wards. However the 

Glamorgan scale is probably preferred by childrens’ nurses as it is easy to use and designed for use in 

children. There is some suggestion that while the two scales are similar in intensive care, for general 

paediatrics the Braden Q may be the better scale.  
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Aims  

To compare the Glamorgan and Braden Q  scales in general paediatric, PICUs and NICUs.  

Background 
Pressure ulcers affect the paediatric population, especially in those who are critically ill or with 

debilitating conditions (1). However, there is a paucity of empirical evidence upon which new 

guidelines for this area can be established (2). Children and neonates have unique characteristics, 

depending on their developmental maturity, that are different to adults, and this necessitates 

specific protocols for skin care. In order to have effective prevention and intervention procedures, 

there should be an accurate and practical assessment, hence assessment is the preliminary step 

toward suitable prevention (3, 4), however, there is little validated evidence for pressure ulcer risk 

assessments in children (2). 

Pressure ulcers in children, as in adults, have many devastating effects; such as pain, and increased 

hospital stay (3, 5). They can also cause disfigurement or permanent alopecia, which may affect the 

child’s body image (5-7). Any breaks in child’s skin by invasive medical devices, incontinence lesions, 

or other wounds may cause them to be susceptible to infection (8), and in severe cases infected 

pressure ulcers can lead to osteomyelitis (7, 9). Pressure ulcers impose a financial burden both on 

health organizations and on individual patients (5). Given the breadth of consequences on children, 

families and communities, practice aimed at pressure ulcer prevention is more favourable than 

treatment (10). 

Incidence and prevalence studies are necessary to establish benchmarking data about the size of the 

pressure ulcer problem (11, 12), and using prospective incidence studies can help in exploring the 

performance of the RASs in certain populations (13). . Most studies of prevalence and incidence are 

low quality, however when including only higher quality papers there was a prevalence (excluding 

grade I ulcers) of 0.8% (14) in paediatric populations though much higher incidence and prevalence 

figures were found in paediatric intensive care units (PICUs) than the general paediatric population. 

In a multicentre study of 412 children in 14 clinics there was a prevalence of 35%,  although these 

were mostly minor (15) there were three grade III and two grade IV pressure ulcers. A previous study 

by the same team (16) found similar results and noted that two pressure ulcers were still apparent 

after six months - the higher prevalence found in these studies are largely due to reporting of minor 

ulcers (grade I). Thus pressure ulcers occur in children, can be severe and cause serious problems. 

There are at least twelve paediatric RASs but of these only the Braden Q, Glamorgan and the 

Neonatal Risk Assessment Scale have been validated (17). 

The early development of the Braden Q scale was based on modifications to the adult Braden Risk 

assessment scale (10, 18). It was created for use in paediatric critical care, and is thought to be 

useful because of its diverse range of sub-items; items which the original authors believed to be the 

major causes of pressure ulcer development  (10). The items derived from Braden and Bergstrom’s 
conceptual model divided risk factors into two groups related to skin tolerance and to the intensity 

and duration of the pressure (19). The Braden Q Scale is composed of seven sub-items; mobility, 

activity, moisture, tissue perfusion & oxygenation, friction and shear, sensory perception, and 

nutrition. Each sub-item is scored from one to four, with four representing the lowest level of risk 

and one indicating the highest risk. The total score for any child should range from seven (the 
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highest risk) to 28 (lowest risk) (10). These sub-items are the same as those found in the adult 

Braden scale, but with the addition of the seventh sub-item, ‘tissue perfusion and oxygenation’. This 

item was added to reflect the unique paediatric developmental characteristics, and to optimise the 

benefits of using data that are commonly available in PICUs. This sub-item was also included in the 

original conceptual model used to develop the adult Braden Scale (10). The Braden Q scale has been 

tested for validity in infants and children aged from 21 days old to  eight years (11) and found to 

show good diagnostic accuracy in 3-8 year olds (20).  Validity studies have shown that children 

considered at low risk of pressure injury score an average of 25, moderate risk score an average of 

21, and high risk score an average of 16 on the Braden Q scale. In a sample of 322 PICU patients 

(pressure injury incidence 62%), the Braden Q scale, using a cut off score of 16 has demonstrated 

high sensitivity of 0.88 and moderate specificity of 0.58 (AUC 0.83, CI 0.76 – 0.91) (21). Validation 

data from the Braden Q scale authors have only sampled critically ill children in PICUs, not patients 

from general paediatric wards. No inter-rater reliability data are available for the Braden Q scale. 

The Glamorgan scale was developed using detailed data collected on 336 paediatric inpatients from 

11 hospitals in the United Kingdom, and included prevalence and incidence data. Sixty one children 

had pressure ulcers and 175 had no observed pressure ulcers. (22). A comparison of children with 

and without pressure ulcers was undertaken to determine the variables which contributed the most 

significantly to the scale.  Eleven out of the seventeen variables identified were included in the scale 

as sub-items. A reliability study was undertaken, and after additional modifications, the final scale 

included nine sub-items (23). The risk scores were adjusted so that patients with higher scores would 

be those at higher risk of developing pressure ulcers. Potential total scores can range from 0 to 42, 

with higher scores indicating a higher risk of pressure injury development (≥ 10 at risk; ≥ 15 high risk; 

≥ 20 very high risk).  The Glamorgan scale has also undergone validation in independent populations 

(24) showing in that case to be superior to the Braden Q scale.  However inter-rater reliability has 

been questioned.  In this sample there was little variability in items of the Glaorgan scale and thus while there 

was high absolute agreement there was a low intraclass correlation coefficients though the Glamorgan scale 

had higher inter-rater reliability than a visual analogue scale (25, 26). 

 

The items relating to mobility and devices or objects pressing on the skin were allocated higher 

scores than the other 7 items (22) based on expert opinion. Using a cut off score of 15, the 

Glamorgan Scale has demonstrated very high sensitivity of 0.98 and moderate specificity of 0.67 

(AUC 0.91) when tested with the data used to develop it (27). 

In summary   pressure ulcers occur in children and there is a need to assess the risk of pressure 

ulcers. Few studies have been conducted to evaluate paediatric RASs but none had considered 

neonatal intensive care units (NICUs). 

Methods 

Study design 

Prospective study 
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Setting 

Paediatric inpatients in all clinical areas (Brisbane) and critical care units (Irbid) 

Participants 

Incidence data were collected in two geographical areas using identical data collection tools. The 

areas were the King Abdullah University Hospital (KAUH) in Irbid, Jordan, and the Royal Children’s 
Hospital in Brisbane (RCHB), Australia. In KAUH data were only collected on children admitted to 

critical care areas.  In KAUH there was one data collector (an experienced tissue viability nurse and 

PhD student), who was familiar with the Braden Q and Glamorgan scales, and the identification of 

pressure ulcers. The sample was obtained by means of consecutive non-probability sampling  (28). 

Between November 2011 and May 2012 all paediatric patients who were admitted to the critical 

care units, and who were eligible to participate (no pre-existing pressure ulcers, and parental 

consent), were recruited, to obtain a target sample size of over 200 individuals. The critical care 

areas were PICUs, NICUs, and general intermediate care (GIMU, though only one child was recruited 

from GIMU). 

In KAUH participants had a stay of over 72 hours so that at least one follow-up skin assessment could 

be carried out after the initial assessment. Pressure ulcer risk assessments using both the Glamorgan 

and the Braden Q tools were performed three times a week (every 2 to 3 days) for the first two 

weeks of admission, then once a week until participants were discharged, died, or the study period 

ended.  

In Brisbane, data were collected on children in all clinical areas. Data collection commenced early in 

2010 to include all children admitted to the hospital with no pre-existing pressure ulcers, to obtain a 

sample of over 300 complete data sets. All children aged less than 18 years were included. Education 

was given to clinical nursing staff working in in-patient areas regarding the use of both the Braden Q 

(previously used in the clinical area) and Glamorgan scales tools. Further education was provided 

where gaps in knowledge and practice were identified. The education provided: 

 Theoretical information on paediatric pressure injuries and the risk assessment tools. 

 Feedback to in-patient areas on their uptake of the pressure ulcer risk assessment tools.  

 A discussion forum for nurses to communicate their concerns about pressure injury risk 

management. 

 In both areas, participants had skin and pressure ulcer risk assessments (using both the 

Glamorgan and Braden Q tools) within 24 hours of admission. Only individuals with no pre-

existing skin damage were included in the sample. 

 

In RCHB the data collection phase commenced one month after rolling out the Glamorgan and 

Braden Q scales. Data were collected on all paediatric inpatients that had a length of stay of two 

nights or more. The data were collected as part of normal patient care and clinical assessment. 

Variables 

Nurses were asked to collect pressure injury risk assessments on each child using both the Braden Q 

and Glamorgan scales on a daily basis. Data collection sheets were collated by ward reception staff 

and collected weekly by the Project Officer. 
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 The EUPAP & NPUAP  (29) pressure ulcer categorisation scale was used at both sites. 

Bias 

By including all patients in the relevant areas (Brisbane) and from whom consent was obtained 

(Irbid) any selection bias was reduced. 

Study size 

212 paediatric admissions in KAUH, and on 301 paediatric admissions at RCHB 

Statistical methods 

ROC analysis was used to compute the AUC for the two scales. An AUC value significantly greater 

than 0.5 indicates the scale is performing better than randomly and the AUC provides a comparative 

value for the RASs under consideration. 

Ethical considerations 
Research Ethics committee approval was obtained for the studies in both areas. Information about 

the projects was given to parents and young people (where appropriate) prior to obtaining consent 

in Jordan (in Brisbane consent was waivered) to participate. 

Results 

Participants  

Data were collected on 212 paediatric admissions in KAUH, and on 301 paediatric admissions at 

RCHB.  

Descriptive data 

The sample size, gender, proportion of critical care (PICU, NICU and GIMU) and pressure ulcers are 

shown in Table 1. 

Table 1: Sample details 

 Sample 

size 

Male 

gender 

Critical care 

admissions 

Developed one or more pressure 

ulcers 

KAUH 212 124 (59%) 212 (100%) 19 (9%) 

RCHB 301 150 (49%) 50 (16%) 16 (5%) 

Total 513 274 (53%) 263 (51%) 35 (7%) 

 

Most pressure ulcers were category I or II (Table 2) according to the EPUAP and NPUAP (29) 

descriptors. The category III ulcers identified in the KAUH sample were found on the occiput (two 

ulcers), and heel (one ulcer).  Twelve children in this sample had device-related ulcers. 

 

Table 2: Total pressure ulcers  and categories 

 Pressure ulcer Total number of pressure Category I Category Category 
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incidence ulcers (in number of 

children) 

(in number of 

children) 

II 

(in number of 

children) 

III 

(in number of 

children) 

KAUH 9% 

(n=19) 

29 (19) 12 (8) 

 

14 (8) 

 

3 (3) 

 

RBCH 5% 

(n=16) 

25 (16)  19 (10) 5 (5) 1(1) 

Total 6.8% 

(n=35) 

54 (35) 31 (18) 

 

19 (13) 

 

4 (4) 

 

Main results 

The AUC (see Figure 1 and Table 3) was higher for Braden Q than Glamorgan but the 95% confidence 

intervals overlapped considerably so it is not likely that there is a statistically significant difference 

between the two AUCs. 

Figure 1. ROC curve for the Glamorgan and Braden Q scales 

 
 

Table 3 AUC all children 

 Area P value 95% Confidence Interval 

Glamorgan score 0.748 <0.001 0.673, 0.822 

Braden Q score 0.820 <0.001 0.760, 0.880 
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Focussing on specific clinical areas,  the two scales were virtually identical with respect to 

AUC in intensive care but for general paediatrics the Braden Q performed better (see Table 

4). Unfortunately the numbers are small to start with (35 patients with ulcers) and drop 

further when broken down by specialty (11 for PICU, 15 for NICU and only 9 for general 

paediatrics). 

 

 
Table 4 AUC for PICU, NICU and general paediatrics 

  Area P value 95% Confidence Interval 

PICU (n=93) Glamorgan score 0.76 0.006 0.61, 0.91 

 Braden Q score 0.74 0.010 0.58, 0.90 

NICU (n=169) Glamorgan score 0.82 <0.001 0.73, 0.91 

 Braden Q score 0.82 <0.001 0.73, 0.92 

General (n=251) Glamorgan score 0.57 0.478 0.37,0.77  

 Braden Q score 0.83 <0.001 0.73,0.92 

 
Finally as grade I ulcers are considered less serious, an analysis of grades II/III (there were no grade 

IV ulcers) showed very similar results with the Braden Q higher but again having overlapping 

confidence intervals (see Table 5).  

Table 5 AUC Excluding grade I ulcers 

 Area P value 95% Confidence Interval 

Glamorgan score 0.77 <0.001 0.67, 0.87 

Braden Q score 0.85 <0.001 0.77, 0.93 

 

Finally AUCs were computed for each site, see Table 6. The broadly similar AUCs (though with wide 

Cis) suggest it was appropriate to pool data. 

  

Table 6 AUC by site 

  Area P value 95% 

Confidence 

Interval 

Brisbane Glamorgan total score .676 0.018 0.53, 0.82 

Braden total score .827 <0.001 0.74, 0.91 

Irbid Glamorgan total score .788 <0.001 0.71, 0.87 

Braden total score .801 <0.001 0.72, 0.89 
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Discussion 
The incidence of pressure ulcers in this study is higher than the figure given by Kottner et al for 

general paediatric units and lower than Schluer et al’s figures for PICUs.  Given this dataset is from 

both settings the incidence is thus in line with previous studies. This is a large dataset from general 

paediatric wards, PICUs and NICUs. There are few studies identified that focus on NICUs though the 

Neonatal Skin Risk Assessment Scale (NSRAS) has been shown to be reliable and have predictive 

power  (30, 31).  This study demonstrates that it is acceptable to use the Braden Q or the Glamorgan 

scale for this population. Similarly both scales appear to work similarly on a PICU sample. For general 

paediatric units in this sample the Braden Q appeared superior. 

Historically, the Children’s Health Service in Brisbane (RBCH) has used the Braden Q scale for 

pressure injury risk assessment. The service has found poor compliance with the Braden Q scale 

across acute care areas. The complexity of the Braden Q scale has been given as a reason for its low 

level of compliance, use and acceptability according to feedback to the authors from clinicians. The 

Glamorgan scale has been positively received in Scotland (where it has been included in the Scottish 

National toolkit), Northern Ireland (where it has been implemented as the scale to be used across 

the province), the Republic of Ireland, Wales England, Germany, Spain, New Zealand, England, and 

Australia. Since the Glamorgan scale is thought by paediatric nurses to be more suitable and easier 

to use than Braden Q it probably should be the first choice for PICUs and NICUs. While Braden Q may 

be a better scale in general paediatrics it is premature to make such a claim on one study with few 

cases. It is also questionable whether two different scales should be in use in the same hospital 

where both PICU and NICU exist.  

There have been few studies comparing paediatric RASs. Most studies are concerned with predictive 

validity and/or inter-rater reliability of one scale. Figures on different RASs used in different 

populations are not comparable. There is one other study comparing the Braden Q and Glamorgan 

(24) which showed the Glamorgan superior to Braden Q while this study does not support this result. 

Of the many other paediatric RASs the most widely validated is the NSRAS and thus probably one of 

these three RASs should be considered for implementation in the absence of further studies. 

Testing the available paediatric pressure ulcer RASs  can give an indication of their predictive ability 

(validity), however, there in adults  no study has shown using even a valid and reliable risk 

assessment tool  reduces the pressure ulcer incidence rate in clinical practice (32, 33). However even 

if they do not reduce incidence of pressure ulcers (and the work has not been done in children so we 

have no idea if they do or not) they are useful for audit and research purposes. They are useful for 

audit since they show the number of patients who are high, medium and low risk which might be 

useful information to (say) adjust staffing levels. They could be used in cases where hospitals are 

sued over pressure ulcers to show whether the patient was high risk and what was done about it if 

so. They have been used in research to (e.g.) match patients at various risk levels who either do or 

do not have pressure ulcers and then consider (e.g.) lengths of stay (34). 

Strengths and limitations 
This is the first study to consider NICU (n=169) patients employing these two scales. The sample size 

is large (n=513) but as pressure ulcers are relatively uncommon in children the number of ulcers is 

small (n=35 children with ulcers) and the number of more serious ulcers smaller (n=16). The results 
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from the overall sample are probably robust but splitting analyses into the three clinical areas may 

give results that are not generalizable especially for general paediatrics where the number of ulcers 

was in single figures. The numbers with serious ulcers is too small to effect a sub-analysis by clinical 

area. The small numbers of pressure ulcers potentially may make the model unstable as generally it 

is advised to have ten subjects  

Using both scales at the same time by identical raters may contaminate both scorings. As with all 

similar studies, clinical staff may have instituted preventive measures on high risk children which 

would have the effect of reducing the sensitivity of the scales.  This problem has been discussed in 

DeFloor & Grypdonck (35) who state in many studies the preventive measure are not described or 

categorised as standard care. However as this is true for both scales a comparison between them is 

valid and it would be unethical not to conduct a comparison study.  

Conclusion 
The Braden Q and Glamorgan scales probably have similar validity in paediatric critical care areas 

and for more serious pressure ulcers. The Braden Q may be a better scale in general paediatric 

wards but with such a small number of ulcers in this group it is premature to draw a firm conclusion 

on this.  

Conflict of interest statement 

There are no conflicts of interest 

 

References 

1. Baharestani MM, Ratliff CR. Pressure ulcers in neonates and children: an NPUAP 

white paper. Advances in skin & wound care. 2007;20(4):208-20. 

2. NICE. Pressure ulcer prevention. The prevention and management of pressure ulcers 

in primary and secondary care. Clinical guideline 179. Methods, evidence and 

recommendations. London: 2014. 

3. Pallija G, Mondozzi M, Webb AA. Skin care of the pediatric patient. Journal of 

Pediatric Nursing. 1999 Apr;14(2):80-7. PubMed PMID: 10337118. Epub 1999/05/25. eng. 

4. Willock J, Hughes J, Tickle S, Rossiter G, Johnson C, Pye H. Pressure sores in children--

the acute hospital perspective. Journal Of Tissue Viability. 2000;10(2):59-62. 

5. McCord S, McElvain V, Sachdeva R, Schwartz P, Jefferson LS. Risk factors associated 

with pressure ulcers in the pediatric intensive care unit. Journal of Wound Ostomy & 

Continence Nursing. 2004;31(4):179. 

6. Gershan LA, Esterly NB. Scarring alopecia in neonates as a consequence of 

hypoxaemia-hypoperfusion. Archives of Disease in Childhood. 1993 May;68(5 Spec No):591-

3. PubMed PMID: 8323362. Pubmed Central PMCID: 1029310. Epub 1993/05/01. eng. 

7. Willock J, Maylor M. Pressure ulcers in infants and children. Nursing Standard. 2004 

Feb 25-Mar 2;18(24):56-60, 2. PubMed PMID: 15027242. Epub 2004/03/19. eng. 

8. Noonan C, Quigley S, Curley MAQ. Skin integrity in hospitalized infants and children: 

a prevalence survey. Journal of Pediatric Nursing. 2006;21(6):445-53. 



10 

 

9. Bar-On E, Weigl D, Parvari R, Katz K, Weitz R, Steinberg T. Congenital insensitivity to 

pain ORTHOPAEDIC MANIFESTATIONS. Journal of Bone & Joint Surgery, British Volume. 

2002;84(2):252-7. 

10. Quigley SM, Curley MA. Skin integrity in the pediatric population: preventing and 

managing pressure ulcers. Journal Of The Society Of Pediatric Nurses: JSPN. 1996;1(1):7-18. 

11. Noonan C, Quigley S, Curley MAQ. Using the Braden Q Scale to Predict Pressure Ulcer 

Risk in Pediatric Patients. Journal of Pediatric Nursing. 2011. 

12. McLane KM, Bookout K, McCord S, McCain J, Jefferson LS. The 2003 National 

Pediatric Pressure Ulcer and Skin Breakdown Prevalence Survey: A Multisite Study. Journal 

of Wound Ostomy & Continence Nursing. 2004;31(4):168-78. 

13. Barnes S. The use of a pressure ulcer risk assessment tool for children. Nursing 

Times. 2004;100(14):56. 

14. Kottner J, Wilborn D, Dassen T. Frequency of pressure ulcers in the paediatric 

population: a literature review and new empirical data. International journal of nursing 

studies. 2010 Oct;47(10):1330-40. PubMed PMID: 20673895. 

15. Schluer AB, Halfens RJ, Schols JM. Pediatric pressure ulcer prevalence: a multicenter, 

cross-sectional, point prevalence study in Switzerland. Ostomy/wound management. 2012 

Jul;58(7):18-31. PubMed PMID: 22798351. 

16. Schluer AB, Cignacco E, Muller M, Halfens RJ. The prevalence of pressure ulcers in 

four paediatric institutions. J Clin Nurs. 2009 Dec;18(23):3244-52. PubMed PMID: 19930084. 

17. Baharestani MM, Ratliff CR. Pressure ulcers in neonates and children: an NPUAP 

white paper. Advances in skin & wound care. 2007 Apr;20(4):208, 10, 12, 14, 16, 18-20. 

PubMed PMID: 17415029. 

18. Braden BJ, Bergstrom N. Clinical utility of the Braden scale for Predicting Pressure 

Sore Risk. Decubitus. 1989 Aug;2(3):44-6, 50-1. PubMed PMID: 2775473. Epub 1989/08/01. 

eng. 

19. Bergstrom N, Braden BJ, Laguzza A, Holman V. The Braden Scale for Predicting 

Pressure Sore Risk. Nursing Research. 1987 Jul-Aug;36(4):205-10. PubMed PMID: 3299278. 

Epub 1987/07/01. eng. 

20. Chiari P, Poli M, Magli C, Bascelli E, Rocchi R, Bolognini S, et al. [Multicentre, 

prospective cohort study, to validate the Italian version of the Braden Q scale for the risk of 

the pressure sores in newborns and up to 8 years old children]. Assistenza infermieristica e 

ricerca : AIR. 2012 Apr-Jun;31(2):83-90. PubMed PMID: 22825296. Studio di coorte 

prospettico multicentrico per la validazione italiana della Braden Q per la valutazione del 

rischio di lesioni da decubito nei neonati e nei bambini fino ad 8 anni. 

21. Curley MA, Razmus IS, Roberts KE, Wypij D. Predicting pressure ulcer risk in pediatric 

patients: the Braden Q Scale. Nurs Res. 2003 Jan-Feb;52(1):22-33. PubMed PMID: 12552172. 

22. Willock J, Baharestani MM, Anthony D. The development of the Glamorgan 

paediatric pressure ulcer risk assessment scale. Journal of Children's and Young People's 

Nursing. 2007;1(5):211 - 8. 

23. Willock J, Anthony DM. Inter-rater reliability of the Glamorgan Paediatric Pressure 

Ulcer Risk Assessment Scale. Paediatric Nursing. 2008;20(7):14-9. 

24. Anthony D, Willock J, Baharestani M. A comparison of Braden Q, Garvin and 

Glamorgan risk assessment scales in paediatrics. J Tissue Viability. 2010 Aug;19(3):98-105. 

PubMed PMID: 20421164. Epub 2010/04/28. eng. 

25. Kottner J, Schroer F, Tannen A. [Evaluation of the Glamorgan Scale in a paediatric 

intensive care unit: agreement and reliability]. Pflege. 2012 Dec;25(6):459-67. PubMed 



11 

 

PMID: 23188755. Evaluation der Glamorgan-Skala in einer padiatrischen Intensivstation: 

Ubereinstimmungen und Reliabilitat. 

26. Kottner J, Kenzler M, Wilborn D. Interrater agreement, reliability and validity of the 

Glamorgan Paediatric Pressure Ulcer Risk Assessment Scale. Journal of clinical nursing. 2014 

Apr;23(7-8):1165-9. PubMed PMID: 23121342. 

27. Willock J, Baharestani MM, Anthony D. The development of the Glamorgan 

paediatric pressure ulcer risk assessment scale. Journal of Wound Care. 2009 Jan;18(1):17-

21. PubMed PMID: 19131913. Epub 2009/01/10. eng. 

28. Polit D, Beck CT. Essentials of nursing research: Appraising evidence 

for nursing practice. Philadelphia: Lippincott Williams & Wilkins; 2010. 

29. EPUAP, NPUAP. European Pressure Ulcer Advisory Panel and National 

Pressure Ulcer Advisory Panel. Prevention and treatment of pressure ulcers: 

quick reference guide. Washington DC: National Pressure Ulcer Advisory Panel; 2009. 

30. Dolack M, Huffines B, Stikes R, Hayes P, Logsdon MC. Updated neonatal skin risk 

assessment scale (NSRAS). Kentucky nurse. 2013 Oct-Dec;61(4):6. PubMed PMID: 24260847. 

31. Huffines B, Logsdon MC. The Neonatal Skin Risk Assessment Scale for predicting skin 

breakdown in neonates. Issues in comprehensive pediatric nursing. 1997 Apr-Jun;20(2):103-

14. PubMed PMID: 9423386. 

32. Anthony D, Papanikolaou P, Parboteeah S, Saleh M. Do risk assessment scales for 

pressure ulcers work? J Tissue Viability. 2009 Dec 23. PubMed PMID: 20036124. Epub 

2009/12/29. Eng. 

33. Kottner J, Hauss A, Schluer A-B, Dassen T. Validation and clinical impact of paediatric 

pressure ulcer risk assessment scales: A systematic review. International Journal of Nursing 

Studies. 2011 (0). 

34. Anthony D, Reynolds T, Russell L. The role of hospital acquired pressure ulcer in 

length of stay. Clinical Effectiveness in Nursing. 2004;8(1):4-10. PubMed PMID: 2004180809. 

35. Defloor T, Grypdonck MF. Validation of pressure ulcer risk assessment scales: a 

critique. Journal of advanced nursing. 2004 Dec;48(6):613-21. PubMed PMID: 15548252. 

 

 

                                                           
i University of South Wales, willock@tesco.net 
ii Irbid National University, Jordan, lailahabeeb2007@yahoo.com   
iii Griffith University, Debbie.Long2@health.qld.gov.au 
iv Royal Children's Hospital, Brisbane, Kelli.Palmer@health.qld.gov.au 
v University of Leeds, d.anthony@leeds.ac.uk 
vi Harris Manchester College, University of Oxford 


