
Choosing an Accora mattress or cushion
For pressure injury prevention and management 
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Regular repositioning, regular reassessment and heel  
off-loading. If pressure injury occurs, or an existing wound 

fails to progress, consider an active support surface.

Benefits of active pressure redistribution   
•  Active surfaces redistribute pressure several times each hour without 

physical movement from the user1,2.
•  Air cell deflation reduces contact pressure and facilitates tissue perfusion2.
•  Periodic off-loading is not dependent on conscious intervention, memory, 

motivation or physical ability2.
•  Active cushions may be beneficial for users with existing wounds and 

unable to reposition1.

Advisory   
•  The use of a specialist surface complements, but does 

not replace, regular repositioning. It is recommended 
that sitting time be limited where possible and heels 
‘floated’ free from the surface of the bed1.

•  Active surfaces are unsuitable for people with unstable 
spinal injury/fractures and unstable posture when seated.

IMPORTANT: When setting up an active mattress or cushion, please refer to the ‘Instructions for Use’ for the correct pump settings; these are initially based upon user body weight and given for guidance only. 
Posture and body mass distribution should also be considered and the final settings confirmed as suitable (inflated cells provide adequate support) following individual assessment by a responsible practitioner.



Risk assessment  a central component of clinical practice 1

Box 1: At risk! 
ALERT: Consider bed/chair-fast individuals to 
be at risk1.

ALERT: Individuals with activity/mobility 
limitations are at risk1.
Circumstances or conditions that diminish 
sensory, motor or cognitive function can limit 
independent repositioning. Use the Braden 
Tool sub-scale as a guide3 (Box 2).

ALERT: Individuals with impaired skin condition, 
especially signs of Category 1 pressure injury, 
are at further risk.

ACT: When risk is identified, conduct a full 
risk assessment and implement protective 
measures without delay1.

Box 2: Braden sub-scale  
SENSORY PERCEPTION: Slightly limited
Responds to verbal commands but cannot 
always communicate discomfort or the need 
to be turned.
OR
Has some sensory impairment, which limits 
the ability to feel pain or discomfort in 1 or 2 
extremities.

ACTIVITY: Walks occasionally
Walks occasionally during the day, but for very 
short distances, with or without assistance. 
Spends the majority of the day in bed or chair.

MOBILITY: Slightly limited
Makes frequent though slight changes in body 
or extremity position independently.

IMPORTANT: The use of a specialist support surface 
DOES NOT replace nursing care. Selection of appropriate 
interventions and on-going risk management should 
consider:

• Cognitive, sensory and motor skills
• Posture and stability
• Risk of falls
• Motivation (to move)
• Environment (e.g. home care) and supervision
• Wound progress and therapy goals
• Microclimate management
• Intrinsic risk factors
• Comfort and so much more…

Refer individuals to a specialist seating professional if 
sitting is unavoidable1.
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A suitably qualified practitioner,  
e.g. nurse or therapist.

Screen at the point of first 
contact to determine risk.
Risk identified: immediate full 
risk assessment.
 Not at risk: repeat screening  
if condition changes.

A validated risk assessment tool 
(e.g. Braden Scale4) supported 
by holistic clinical assessment 
to identify individuals who are 
at risk due to: 
•   Exposure to prolonged 

pressure.
•   Reduced ‘tissue tolerance’ to 

pressure1.

Early and appropriate 
interventions that manage the 
amount, duration and tissue 
response to pressure can limit 
the occurrence and severity 
of injury; it will also create 
an environment conducive 
to healing. To reduce the 
economic and humanitarian 
cost associated with avoidable 
healthcare-acquired injury.
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