
 

Sambhana Care Pressure Area Risk Assessment

 

Name …………………………………………………………………………..                          D.O.B……………………………

 

Risk Factors to consider

Mobility What is the level of mobility and 
activity? Consider 
that are bed bound and /or chair 
fast to be at risk of pressure 
ulcer development. Does 
mobility need prompting? Does 
the individual require assistance 
to mobilise? What prohibits 
mobility?
require a referral to O/T or 
Physio to help optimise 
mobility? The less the individual 
mobilises the more at risk they 
are to pressure ulcers.

Positioning and 
Posture 

Assess the position and posture 
of the individual when they are 
sitting in the chair and / or in 
bed. Are they able to c
position every 2 hours? If not, 
why?  
feet when in a chair 
a 90º angle with feet well 
supported? Is there a bias (a 
lean) to one side? Does the 
patient slump or slide? Does the 
patient look comfortable? Th
should be 2.5cm of space 
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Factors to consider Risks Identified  

What is the level of mobility and 
activity? Consider individuals 
that are bed bound and /or chair 
fast to be at risk of pressure 
ulcer development. Does 
mobility need prompting? Does 
the individual require assistance 
to mobilise? What prohibits 
mobility? Does the individual 
require a referral to O/T or 

o to help optimise 
mobility? The less the individual 
mobilises the more at risk they 
are to pressure ulcers. 

 

Assess the position and posture 
of the individual when they are 
sitting in the chair and / or in 
bed. Are they able to change the 
position every 2 hours? If not, 
why?  Consider position of legs/ 
feet when in a chair – are they at 
a 90º angle with feet well 
supported? Is there a bias (a 
lean) to one side? Does the 
patient slump or slide? Does the 
patient look comfortable? There 
should be 2.5cm of space 
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Actions 
taken 
 

 



between the patient and the 
inside of the chair, too much 
space may cause the patient to 
lean. Consider causes of 
pressure, shearing and friction. 
What about medical devices – 
catheters, oxygen tubing etc? 

Nutrition and 
Hydration  

What is dietary intake like? Are 
they consuming adequate 
calories? How well hydrated are 
they? (Fluid intake) What are 
the barriers to good nutrition? 
This could be poorly fitting 
dentures, oral thrush, pain, 
manual dexterity, time allocated 
for care. Consider asking 
patient/ carer to keep a food 
diary. 

  

Skin moisture and 
Continence  

Consider both dry and excessive 
skin moisture as risk factors. 
Does the patient perspire 
excessively? If yes consider why 
(clothing, room temperature, 
medication). Is the patient 
incontinent of urine and/ or 
faeces? This will make the skin 
more susceptible to breakdown. 
What products does the patient 
use on the skin? Normal soap 
can affect the natural PH of the 
skin making it more susceptible 
to breakdown. 

  

Skin assessment  Frequency should be based on 
vulnerability and condition of 
patient. Inspect all vulnerable 
areas. Is there persistent 
erythema (redness), non-
blanching hyperaemia, blisters, 
localised heat, localised 
oedema, localised induration 
(hardness), purplish/ localised 
areas and localised coolness 
which may indicate poor blood 
supply/ ischaemia? Does the 
patient complain of pain in any 
specific area? Increased skin 
temperature may signify 
infection 

  

Acute, Chronic or End 
of life Illness  

Which category does the patient 
fall into and how does this 
impact on potential risk of 

  



pressure damage? For example: 
Acute – Patient has a chest 
infection and has become 
acutely unwell and less mobile 
as a result, is not eating well and 
oxygen saturation is reduced - 
These are all risk factors. Acute 
conditions change quickly (for 
the better and worse) so regular 
monitoring /re-assessment of 
actions taken is essential. 
Chronic – How does the chronic 
illness affect the patient day to 
day? How independent is the 
patient? Is the illness stable or 
likely to progress? Consider long 
term pressure prevention 
measures such as equipment. 
End of life – Consider diagnosis 
and prognosis. Clinical decisions 
should be realistic and based on 
enhancing quality of life, 
comfort and symptom 
management. 

Cognitive or 
Psychosocial 
Considerations 

Has the patient got the mental 
capacity required to make 
informed decisions around the 
prevention of pressure ulcers? 
Will they be able to follow 
instructions? Has the patient got 
any underlying mental health 
issues that increase the risk of 
pressure damage (i.e. 
Depression)? 

  

Pain and medication Has the patient pain? Pain leads 
to reduced mobility. What 
medication is the patient taking? 
Do any of them add to the risk? 
(Steroids, sedatives etc.) 

  

Pressure relieving 
devices   

Has the patient been issued with 
any pressure relieving 
equipment? How long ago? 
Have they privately purchased 
any equipment? Is the 
equipment being used 
appropriately? Does the 
equipment appear to be in good 
condition? If powered – when 
was it last serviced? If foam, is it 
still viable (rebound test)? If a 
static air, has it been checked for 

  



correct pressures? Who does 
this? Is it recorded? 

 

  

Signed ……………………………………………….   Signed ……………………………………………………. 

 

Assessors name ……………………………….   Service User……………………………………………. 

 

Date…………………………………….. 


