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¤                 Pressure Assessment / Cushion Review Questionnaire                           ¤
Patient Details  - NHS No:…………………………………….Patient consent to assessment? Yes (  No (  
Name: ……………………………………………………………………….…. D.O.B: ……… /………./………..
Address: …………………………………………………………………..Tel No: …………………………………

………………………………………………………………………….. Post Code: ……………………………….

1. Is patient currently an in-patient? Yes (  No ( 

2. If yes please give planned discharge date ____/____/____

(Please be aware if patient is currently an in-patient they may not be assessed until after discharge).

3. Does the patient have an existing pressure ulcer(s)?  Yes (  No (
If yes please continue, if no go to Question 13
4. If yes, what is the location of the pressure ulcer/s? (i.e. spine, ischials, sacrum, elbows, femoral trochanters, other).

………………………………………………………………………………………………………………………….

5. If yes, what grade is the ulcer(s)?     I  (         II  (          III  (          IV  (        
6. Please describe the size and shape of the ulcer(s) …………………………………………………………..

………………………………………………………………………………………………………………………….

7. Is the ulcer new or chronic?  …………………………………………………………………………………….

8.  If Chronic, how long has the ulcer been present? ……………………………………………………………

9. Is the ulcer being treated?  Yes (   No (
10. If yes by whom? …………………………………………………………………………………………………

11. How often? ……………………………………………………………………………………………………….

12. Treatment interventions: ………………………………………………………………………………………..

Current situation

13. Diagnosis/Current medical state: ……………………………………………………………………………..

14. How long does/will the patient be sitting in the wheelchair? ……………………………………………….

………………………………………………………………………………………………………………………….

15. Is there any suitable static seating in place? (i.e armchair)………………………………………….…………

………………………………………………………………………………………………………………………….

16. Can the patient alter their position in the wheelchair? (i.e. by weight shifting or pressure lifting) ……….………….

………………………………………………………………………………………………………………………….

17. How does the patient transfer? ………………………………………………………………………………..

………………………………………………………………………………………………………………………….

18. Current level of mobility? (i.e mobile with walking aid/full time w/chair user) ………………………………………………………………

………………………………………………………………………………………………………………………….

Name: …………………………………………………………………………….. DOB: ………/………/………

19. Are there any risk factors present that may contribute to the formation of or exacerbation of a  

      pressure ulcer? (Please tick)    

	· Poor nutrition/hydration
	Yes
	(
	No
	(

	· Sensory impairment 
	Yes
	(
	No
	(

	· Acute illness
	Yes
	(
	No
	(

	· Extremes of age
	Yes
	(
	No
	(

	· Vascular disease
	Yes
	(
	No
	(

	· Severe/chronic terminal illness
	Yes
	(
	No
	(

	· Previous history of tissue damage
	Yes
	(
	No
	(

	· Effects of medication
	Yes
	(
	No
	(

	· Moisture to the skin
	Yes
	(
	No
	(


20. Continence (i.e. catheterised, pads and type) ………………………………………………………………………….

………………………………………………………………………………………………………………………….

21. Are there any extrinsic risk factors present (i.e. sheer/ friction or heat and moisture?) …………………………..

 ……………………………………………………………………………..22. ‘Waterlow score’ …………………

23. Does the patient live alone? Yes (  No ( ……………………………………………………………………

24. Will the patient be able to monitor their own pressure care?  Yes (  No (  or nominate a carer to do this?  Yes (  No ( ………………………………………………….……………………………………………….

25. Type of wheelchair currently used: ……………………………………………………………………………

26. Type of cushion currently used:..………………………………………………………………………………

27. Reason for referral: ……………………………………………………………………………………………..

………………………………………………………………………………………………………………………….

Name: ……………………………………………………………… Designation: …………………………………

(Referring Health Professional)

Base……… ……………………………………………...Tel: ………………………… Date: ……./……../……..

* Please note incomplete forms will be returned to referrer *

Please return completed form to:

Wheelchair Service

Claire House

Lower Ince Health Centre

Phoenix Way

 Ince 

Wigan 

WN3 4NW

Tel: 01942 481162    Fax: 01942 481175

                            

Pg





Pg





Is further assessment required by a Wheelchair Therapist?   Yes  (    No  (





Cushion recommended: ……………………………………………………………………………………….





Signed: …………………………………………………………… Date: ……………………………………..





Designation:  …………………………………………………………………………………………………….
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