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Ref: FOI-062024-000958 

Date: 04/09/2024 

Address / Email: 

Dear 

Request Under Freedom of Information Act 2000 

Thank you for requesting information under the Freedom of Information Act 2000. 

Request 

Dear Sir/Madam 

Please find below a freedom of information request relating to local policies and guidelines for the treatment of 
obesity. 

Question 1: Does The Dudley Group NHS Foundation Trust have 
any local guidelines or polices for the treatment of obesity? 

Yes/No 

If Yes, please provide a copy. 

Question 2: Does The Dudley Group NHS Foundation Trust have 
referral pathways for Tier 3 or Tier 4 weight management 
services? 

Yes/No 

If Yes, please provide a copy. 

Response 

Q1. Please find attached guidelines relating to obesity. 

Q2. Patients are referred according to guidelines for referral to specialist weight management 
tier three services (see NICE Guidelines) and those who fulfil the criteria for medical therapy on 
the NHS. 

If you are dissatisfied with our response, you have the right to appeal in line with guidance from the 
Information Commissioner. In the first instance you may contact the Information Governance Manager 
of the Trust. 

Information Governance Manager 
Trust Headquarters 
Russell’s Hall Hospital 
Dudley 
West Midlands 
DY1 2HQ 

Trust Headquarters 
Russell’s Hall Hospital 
Dudley 
West Midlands 
DY1 2HQ 

mailto:foi@thevaluebase.com
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Email: dgft.dpo@nhs.net 

Should you disagree with the contents of our response to your appeal, you have the right to appeal to 
the Information Commissioners Office at. 

Information Commissioners Office 
Wycliffe House 
Water Lane 
Wilmslow 
Cheshire 
SK9 5AF 
Tel: 0303 123 1113 
www.ico.org.uk 

If you require further clarification, please do not hesitate to contact us. 

Yours sincerely 

Freedom of Information Team  
The Dudley Group NHS Foundation Trust 

mailto:dgft.dpo@nhs.net
http://www.ico.org.uk/
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4.0 November 
2023 

Full review and change of name from Bariatric Patients (Safer 
handling of) Guideline to Care of the Plus sized Patient (Safer 
Moving of) Guideline 

4.1 July 2024 
Amendments to inform staff members to complete measurements 
of plus size patient and trollies available across the organisation 
and insertion of illustration of equipment. 
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THE DUDLEY GROUP NHS FOUNDATION TRUST  
 

CARE OF THE PLUS (BARIATRIC) SIZED PATIENT (SAFER HANDLING 
OF) GUIDELINE  

 
 

GUIDELINE SUMMARY 
 
The term “Bariatric” is identified as the treatment or specialization in the treatment of obesity 
and the term “Plus size” referrers to an individual’s body weight.  
Within this guide the safer moving of, will refer to patients as plus size unless medically 
deemed otherwise. 
 
These guidelines have been produced to provide Trust staff with guidance on the 
management of plus sized patients who exceed the weight limits of standard Trust 
equipment (most equipment has a generic safe working load of 159 KG / 25 stone) and 
minimise the risks associated with the care of the Plus sized patients. 
 
Patients that are plus size may require support to move around and reposition; techniques 
to support them may be different due to multiple factors such as size, weight, or body shape. 
It will be essential for a risk assessment to be caried out prior to moving a patient who is 
identified as plus size. This will support in providing the most adequate safe care and to 
ensure the safety of the staff involved. 
 
Please note the guidance given in this document is in relation to purely moving and handling 
procedures and in no way detracts or overrides techniques that are carried out for 
therapeutic rehabilitation purposes. Clinical judgment must prevail, and the patient should 
be assessed individually to their needs and an appropriate Care Plan completed on sunrise.  
 
ABBREVIATIONS 
 
BMI = Body Mass Index 
HSE = Health & Safety Executive 
MH = Moving and Handling  
NHSSC= National Health Service Supply Chain 
PEEP = Personal Emergency Evacuation Plan 

 
GUIDELINE DETAIL 
 
For the purposes of these guidelines to take effect the patient should as a minimum: 
 

• Have a BMI more than 35 with other medical issues, EG Asthma, Diabetes, or a BMI 
greater than 40 without any medical history. 

• Exceed the Safe Working Load and dimensions of standard equipment. 
 

Assessment and classification 
Classification BMI (kg/m2) 

Overweight 25-29.9 

Obesity Level I 30-34.9 

Obesity Level II 35-39.9 

Obesity Level III 40 or more 
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(NICE 2014) 
Note: use of BMI may be a less accurate method in highly muscular people. To assess 
patients’ health risks, their waist should also be measured. 
 

BMI classification Waist Circumference 

Low  High  Very high   

Overweight  No increased risk  Increased risk  High risk  

Obesity 1  Increased risk  High risk  Very high risk  

 
(NICE 2023) 
 

For men waist circumference of less than 94 cm is low. 
94–102 cm is high, and more than 102 cm is very high. 

For 
women 

waist circumference of less than 80 cm is low, 80–88 cm is high, and more than 
88 cm is very high 

 

 
(NICE 2023) 
 
For Body shape and BMI Classification 
Other Factors to be assessed should include: 
 

• Has the patient full independent mobility / what is their mobility score? 

• Will the patient still have full mobility following the reason for admission? 

• What is their body shape classification? 

• What strength do they have in their legs, arms, and core stability? 

• Does the patient require assistance to mobilise, if so, do they require aids? 

• Will communication support be required such as an interpreter or observe for sign 

of pain where pain relief will be required? 

• It must be remembered that as all mobility and manual handling situations are 

dynamic and liable to change, an assessment based on their individual needs 

should be carried out on a regular basis. 

 

Legislation 
The Human rights Act 1998 – Within this act is ‘the prohibition of torture and inhumane 
treatment’ This is an absolute right to be treated in a humane way with dignity, no matter 
the situation. It also states that there should be no discrimination which says that 
everyone's rights are equal, and you should not be treated unfairly. 
 
Lifting Operation Lifting Equipment Regulation – (LOLER) requires that lifting 
equipment must be of adequate strength and stability. Lifting equipment should be 
positioned or installed in such a way as to reduce the risk, as far as reasonably 
practicable. All lifting equipment, including accessories, must be clearly marked to indicate 
the safe working load. 
 
Manual Handing Operations Regulations 1992 – (MHOR) This regulation sets out 
several different measurements to reduce the risk of manual handling, for instance, avoid 
hazardous manual handling operations as far as reasonably practicable, assess any 
manual handling task that cannot be avoided and reduce the risk as far as reasonably 
practicable. 
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Health and Safety at Work act 1974 – (HSE) This act outlines the legal duties that the 
employer must protect the health, safety and welfare at work of all employees. 
 
The Care Act 2014 – All staff within health services has a responsibility for the safety and 
wellbeing of patients and colleagues. Safeguarding is a fundamental part of patient safety 
and wellbeing and the outcomes expected of the NHS. 
 
Duty of Care – Duty of Care is defined as a legal obligation to always act in the best 
interest of the patient, to not act or fail to act in a way that may result in harm and to 
always act within your competence and stay within your boundaries. 
 

Patient Admissions 
Pre-Assessment for Elective Admission 
 
When a patient attends for pre assessment the assessing staff should: 
 

•  Establish as accurately as possible the weight, (BMI), body shape classification and 

level of mobility of the patient. 

• Staff to be sensitive to the content of information and where possible reduce the use 

of medical jargon to prevent miscommunication and ensure the patient has a good 

understanding of their care. 

• For the patient with mobility difficulties, patient baseline should be obtained. 

• Make contact to all relevant departments informing them of the planned admission 

i.e., admitting Ward Manager, Bed manager, Theatre Team, Manual Handling Team, 

and speciality secretary so all appropriate actions can be taken. 

• Clinical judgment must prevail, and the patient should be assessed individually to 

their needs and an appropriate Care Plan completed. 

 
Emergency Admission 
 

• Guidelines to be initiated as early as possible after the stabilisation of the patient’s 

condition and by the first area to be involved in delivering care (ED or AMU). 

•  Patient should be admitted onto the most appropriate or hired bariatric bed.  

• Establish weight / BMI and level of mobility of the individual, carry out a manual 

handling assessment as required. (Dependent on treatment and length of stay) 

• Inform other departments that are required as part of the patients care pathway e.g., 

Imaging – note that there is weight restriction on all their equipment, check with the 

department before transferring. 

• If the patient is to be admitted then the bed manager / on site manager must be 

informed to organise appropriate bed space, staffing levels and equipment for 

expected admission area. 

 
Elective Admission 
 
The guidelines should be initiated a soon as possible or at least within four hours of 
admission. 
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• Establish whether there is or will be sufficient staff available, dependent on patient 

abilities. 

• Where possible the admitting staff must obtain the appropriate equipment for the 

patient prior to admission.  

• On admission assess / reassess weight / BMI and level of mobility by an appropriate 

clinician. 

• Complete Care plan 

 
Outpatients Clinics 
 

• When a patient is to attend /or attends for an appointment: 

• The medical team should, when possible, inform the clinic in advance so that the staff 

can obtain appropriate equipment required prior to clinic starting. 

• If the known weight of the patient exceeds the safe working load of the Trust supplied 

generic transport wheelchairs, then clinic staff should utilise a trolley or bed with the 

most appropriate Safe Working Load. Alternatively hire one if a known admission 

• Clinic staff should when required obtain the appropriate equipment to weigh the 

patient and establish an up-to-date weight and BMI and record in the notes. 

• Document any mobility difficulties for future reference. 

• If the patient is going to be seen at alternative Trust sites, then risk assess the 

appropriateness of the patients access to care and provision of appropriate 

equipment available. Where possible try to book appointments at RHH.  

 
Risk assessment, Care plans and safe systems of work. 
 
All patients must have an appropriate care plan completed within 4 hours of admission, all 
components must be completed to formulate a comprehensive care plan and the 
assessment must be reviewed daily or when changes occur by clinical staff. Care Plans are 
generated on Sunrise. 
 
Specialist Equipment Requirements 
 
The Trust have a minimal supply of bariatric beds onsite kept within the bed store. 
The Ward/ Dept is responsible in arranging this via the Hub or via switch board. 
Advice, guidance, or support is available from the Core skills team who are more than happy 
to sign post Ward/Dept in the right direction. 
 
Most standard equipment found within the Trust can support a weight of up to 159kgs/25 
stone (always check the Safe Working Load before use). As there is a limited supply of 
bariatric equipment within the Trust, please only obtain specialist equipment when: 
 

• Patients weight exceeds the Safe Working Load of standard equipment. 

• Patients body shape is not compatible with standard equipment. 

The Core Skills Manual handling team are available to advise and support, please 
contact  
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If specialist equipment is required, then: 
 

• It should be obtained and where possible organised prior to a planned admission.  

• The care plan/assessment should indicate the equipment required to meet the current 

and ongoing patients care requirements. 

• When obtaining any of the Trust bariatric equipment, the on-site manager can be 

called to assist if available. However, the responsibility for sourcing equipment lies 

with the clinical area. 

• When the equipment is no longer required it must be cleaned, green stickered and 

returned to its original ward or unit. In accordance with the infection control policy. 

• If the Trust equipment is broken contact the Help desk on  and arrange the 

repair. Place a yellow card and cleaned green sticker on the piece of equipment and 

take out of use until repaired. 

• If it is hired equipment the unit must ensure that it is off hired as soon as possible, 

and all parts go back to the hire company as they will be charged for repair or 

replacement. 

 
Acute Trust weighing options. 
 
The Trust is equipped with a selection of sitting and standing scales which will go up to a 
weight of 25 stone (Each scale should be checked for its safe working load before use). 
If it is felt that the patient’s weight exceeds 25 stone or body shape, or mobility restricts them 
from utilising the existing scales then further equipment can be found: 
 

Equipment Location Comments 

Bed Shoe Scales Marsden 
MP950 – capacity 1000Kgs 
Various low profile load cell 
pads available Marsden M-

950 Bed Scales.pdf 

 

Medical equipment library, 
B6, C4, 
 

Contact EMBE for 
location of devices 

Secca 677 Electronic 
Wheelchair Scales Capacity 
300 Kgs 

 

Renal Unit * Fixed scales so patient has 
to be transported to unit 
 

Secca 959 Chair Scales 
Capacity 300Kgs 

 

Diabetic Resource Centre * Unit must be contacted to 
establish availability 

*Correct at the time of writing the guideline 
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Trolleys 
 
The Trust uses various trolleys to meet individual department’s requirements, staff must 
ensure the width of the patient, measured at shoulders left to right, abdomen and hips are 
within the current width of the trolleys within trust. These include: 
 

• Arjo Huntleigh Lifeguard LG 50 – Safe Working Load 250kg 

• Stryker 738 – Safe Working Load 227kg 

• Howard Wright – Safe Working Load 250kg 

• Wardray Premis (MRI dept) MR5501- Safe working load 220kg 

Electric profiling beds 
 
The Trust has four types of profiling beds on site, please assess which bed is required before 
automatically seeking a bariatric bed.  
 

Trust electric profiling bed models 
 

Arjo Enterprise 9000x safe working load 
250kg/ 39 stone PWL 185kg (29 stone) 

 

 

Arjo Enterprise 5000 beds Safe Working 
Load 250kgs/39 stone. PWL 185kgs/29 
stone 

 
 

Note that the Safe Working Load and PWL 
are different 

Medstrom MM05000 Hi Lo Bed 
Specialised Bed Safe Working Load 250Kg 
(39 stone) PWL 215kgs/33stone 

 
 

Specialist bed for patients with falls risk or 
for patients who are smaller in height 

New Trust beds will need to be assessed on arrival for Safe Working Load & PWL and 
clinical placement 

These beds are a standard fixed width that are suitable for patients with an apple shape 
and who do not exceed safe working load. Please note the bed rails cannot be used as 
grab rail as they only have 5-8kgs Safe Working Load depending on the bed. 
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Approximate guide for sizing the patient to the bed: 
 
A quick assessment of a centralised patient in the bed will ascertain whether there is six 
inches of clearance from widest part of the patient’s body to the edge of the mattress. This 
allows for safe patient movement and prevents possible pressure from bed rails. If there is 
not adequate clearance, then a hire bed should be considered. These are ordered via the 
wards budget directly. Please refer to the training instructions given by the hire company for 
hire bed specifications and functions. 
 

Baros Extendable Bariatric Profiling Bed (C5 only) 

 
• Safe Working Load 500kgs / 79 stone. New Baros beds are now provided by Arjo 1st 
Call Mobility are 450kgs / 70 stone. Width specifications remain the same. 

• The width can be adjusted from 36 to 48 inches. 

• Two beds located in the trust on C5  

Suitable for the patient with an extensive pear shape or a large gluteal shelf 
that require safe log rolling. Bed rails can be used as hand holds only; they are not grab 
rails. 

Citadel Plus Bariatric bed 
 

 
• Safe Working Load 522kgs / 82 stone. PWL 454kgs / 71 stone. Width specifications 
remain the same. 

• The width can be adjusted from 36 to 48 inches. 

• Built in weight scales 

Suitable for the patient with an extensive pear shape or a large gluteal shelf 
that require safe log rolling. Bed rails can be used as hand holds only; they are not grab 
rails. 

 
 
Please remember that if the bed is too wide this will cause postural issues for attending staff 
and the patient may not be able to reach side of the bed or the bed rails reducing their 
mobility. Ask the patient to lean in the direction of the move and use the appropriate number 
of staff to be able to move the patient. 
 
Always check Manufacturers guidance before using as specific models may vary.  
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Pressure Area Care. 
 
Bariatric patients are more prone to the development of pressure damage due. 
to poor blood supply to fatty tissues resulting in skin breakdown. 
All patients require a Water low risk assessment score to be completed within 6 hours of 
admission to the hospital. If they are deemed to be at risk of pressure damage i.e., risk 
assessment above 10 they will require a pressure ulcer prevention document to be 
completed on Sunrise. 
 
The equipment selection guide should be followed to determine if any additional 
pressure relieving equipment is required.  
 
Bariatric patients may stay in prolonged static postures and may not feel pressure. 
on their tissue which increases the risk of ulcer development. This is especially likely if 
limbs are compressed by items such as bed rails / wheelchairs sides /chair. 
arms therefore it is essential that regular assessments are carried out and the 
correct equipment is sourced. 
 
Remember: All plus sized or bariatric patients do not require pressure relieving equipment 
as this can reduce their independent mobility. 
 

How to assess for an Air mattress (Approximate guide only) 
 

Is the 
patient. 
 

Mobile 
Water low of < 20 
Regular girth 
Weight < 250kg 
 

Reduced mobility 
Water low of > 20 
Existing skin 
damage 
Regular girth 
Weight < 250kg 

Reduced mobility 
Water low of > 20 
Excessive girth 
Weight > 250kg 
 

 
 

Bed and 
Mattress 
required 
 

Enterprise 5000 
high specification 
foam mattress or 
static air. 
 

Enterprise 5000 
and an appropriate pressure 
relieving mattress. 
(Order via Sunrise from 
Tissue 
Viability Equipment Store) 
Baros Extendable Bed (hire 
bed) 

Hire bed and mattress 
from Arjo 1st call 
mobility. 

 
Used air mattresses must be cleaned, deflated, and rolled before returning to tissue viability 
equipment store for decontamination as per hospital guidelines. Mattress (Static, Air and 
Foam) and Cushion Cleaning SOP 
 
To order bariatric beds/mattresses for discharge please contact the Tissue Viability 
team.  
 
Chairs and Commodes 
 
There are few chairs and commodes available on the RHH site, but they are constantly 
moved according to clinical need. Contact the onsite coordinator for availability and 
whereabouts of their items; however, if they are unable to assist, it is the responsibility of 
the ward to source equipment. 
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Available Equipment – no fixed location Chair SWL 390 kg / 60 stone 
Commode SWL 320 kg / 50 stone 

 
Please note Bariatric chairs are designed to support the Plus sized or bariatric patient and 
should not be used for people that are less than 150 Kg /24 stone as they can cause 
increased pressure areas. 
 
Note of caution: If the patient is using normal toileting facilities be aware that the porcelain 
base will potentially have a higher Safe Working Load (150-400Kgs) than the toilet seat (up 
to 150Kgs). However, the toilet seats vary from 150 -400Kgs. Estates may be able to assist 
with individual toilet Safe Working Load assessments or alternatively use a bariatric 
commode to ensure patient safety. 
 

Hoist available within the Trust to raise more than 200kg Safe Working Load. 
 

Viking M (Most acute wards) 

 

205 Kg / 32 stone 
 

Viking XL (B2, C1, C8) 

 

300 Kg / 47 stone 
 

Oxford Presence 
(Corbett Site, Coronary care & Imaging 
RHH) 

 

227 Kg / 35 stone 
 

 
If a mobile hoist is used ensure that patient is less than the Safe Working Load. The handler 
must be aware of the increased risk of moving this type of hoist with a bariatric patient in 
situ, use at least two members of staff to perform the manoeuvre. Please note it is more 
appropriate to move the receiving surface to the patient rather than the hoist to receiving 
surface. If a clinical area requires the Viking XL hoist from another area, then they must 
contact the person in charge to confirm the availability before borrowing. Under no 
circumstances should any equipment be taken off a ward without arrangements being made 
first, as this action creates a patient safety risk.  
 



 
 

Care of the Plus Sized (Bariatric) Patient (Safer moving of) Guideline July 2024 v4.1                 Page 12 of 19 

 

For a very morbidly obese, immobile patient (over 45st/286Kgs) the Liko Ultra Twin Gantry 
hoist it would be safer to hire one from the bariatric suppliers who will ensure supply, safe 
installed and training on receipt. Please remember the gantry hoist necessitates space and 
it is better placed in four bedded bays, taking over two bays for the patient. This should not 
be used in a side room as it may cause the doorway to the bathroom to be blocked and the 
space would not be adequate to perform safe manual handling. 
 
 
 
Hoist Slings 
 
Select single patient use slings have a SWL of 230kg/36 stone. 
 
For the morbidly obese patient who exceeds this SWL or for a patient that has a very large 
girth/shoulder measurement staff should consider hiring Manual Handling - Core Skills - 

Bariatric  

 
Advice can be gained from Physiotherapy, Occupational Therapy, or area-based champion. 
 
For the fully immobile patient that requires regular turning then a repo sheet 
(SWL 500kg/70 stone) is recommended to be used with a hired gantry hoist, please contact 
the Manual Handling team for advice. Please record the size and type of sling and hoist 
used for the patient on the care plan. 
 
Slide sheets. 
 
Red & Yellow PATPAQ slide sheets are used throughout the Trust and can be purchased 
via top up or through NHS Supply Chain. These slide sheets will meet the needs of most 
obese patients but may be too narrow for morbidly obese plus patients.  The manual 
handling team can loan out reusable blue extra wide slide sheets for these patients. These 
can be purchased by the wards to have a stock if required via NHS Supply Chain.  Please 
note that transfers up and down the bed and laterally from bed to trolley etc. should always 
be facilitated by a pair of slide sheet. 
 

Type of Slide sheet Dimensions NHSCC Code 

Red & Yellow Patpaq SPU 

 
 

100cm x 200cm PATPAQ-EGF100200 

Blue wide slide sheets 

 
 

140cm x 200cm LGF140200 

 
Other associated equipment available within the Trust should be accessed via the specific 
department for example – therapy department. 
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Hiring Specialist Equipment 
 
If specialist bariatric equipment is required and the Trusts equipment is in use, then staff will 
need to arrange the hire. You must contact and seek permission from the area matron/ 
manager or on-site manager to hire the equipment and raise a requisition/purchase order 
number via IB solutions Capita Integra - 20.24.00/478 (integrahosting.co.uk). If urgent during 
working hours 8-5 call procurement dept Procurement - Home   
If a Purchases order is not obtained following out of hours request, ward/ dept lead to 
follow this up and lease with the manual handling team as required. 
 
Approved 24 Hour service company contact: 
 
Arjo 1st Call Ltd 

 
 
Delivery of equipment is usually within 4 hours from order. 
If you require any other equipment, please check equipment hire catalogue. 
 
Bariatric Rentals.pdf 
 
Moving and Handling suggestions when moving the plus sized/ bariatric patient 
 
Plus, sized patients should always be encouraged to be as independent as possible; if they 
do require assistance to mobilise then the help given should be governed by a mobility and 
condition assessment. 
Staff involved with the personal care and nursing interventions that involve moving and 
handling of the Plus sized patient must refrain from attempting to lift the patient or their limbs 
as it may be hazardous due to stretching and weight bearing. When it is not possible to 
refrain from moving and handling the patient all actions should be planned and agreed with 
an appropriate number of staff. To reduce the risk, staff should constantly assess their 
working postures whilst performing any task and wherever possible alter the process to 
adopt safer postures and to use appropriate equipment as required.  Try to alternate staff to 
reduce the risk of repetitive injuries. Additional staffing maybe required if multiple Plus sized 
patients are present on an individual ward area to ensure staff safety. 
 
Bed manoeuvres and Lateral transfers. 
 

• 6 staff for fully dependant patients  

• 4 staff for able body patients 

• Clinical staff to use clinical judgement for those patients with varying ability. 

• Extra wide slide sheets available dependent upon patient measurements shoulders, 

abdomen and hips/ waist. 

• Repo sheets (Contact manual handling team for advice) 

• Full use of the bed controls to assist with bed mobility is essential. 

• Hoist and Sling 

• Pat slide and Lateral transfer glide sheet 

• Air Pod/ Hoover Jac, (located in medical equipment library) 

Note Bed sheets should not be used for any patient transfers as this breaks the Provision 
of Working Equipment Regulations 1998.   
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Bed space/ environment. 
 
5ft Clearence around bedspace due to size of equipment compared to standard equipment, 
allowing for staff moving around. 
 
 
Sit to stand transfers from Bed to Chair – Mobile patients/ Patients with reduced 
mobility. 
 

• −4 staff available depending on risk assessment. 

• Ensure the bed is at its lowest height appropriate for the patient. Raising the bed at 

the same time as standing can facilitate the initial stand. Refer to Physiotherapist if 

required. 

• Provide appropriate equipment to cater for the patient’s needs. 

 
Transfers for Immobile Patients using hoist. 
 

• Minimum of 2-4 staff available depending on risk assessment 

• Obtain appropriate hoist (if gantry hoist is required obtain it through the manual 

handling team or hire company) 

• Measure and obtain the correct size of sling (you need height, weight, measurement 

from coccyx to top of head, girth, and shoulder width measurements) 

• If required use slide sheets to insert sling, remembering to remove them before 

hoisting. 

• Carry out transfer as for normal hoisting. 

 
Mobilising with minimal support 
 

• Encourage mobilisation where appropriate. 

• Minimum of two staff 

• Carry out a Falls Assessment as per Falls Policy Guideline Template 

 
Limb handling 
 
To cradle, support a limb, reduce staff posture problems and the possibility of tissue damage 
to the patient, then you should use: 

• Specific patient slings 

• Slide sheets. 

• Limb holders (if applicable) 

Hygiene and Toileting 
 

• Walk in showers available on most wards. 

• Heavy duty shower seat 

• Ensure toilet and seat meet Safe Working Load of the patient. Alternatively place a 

bariatric commode over toilet (for patients with reduced mobility a hoist should be 

used to position patient) 
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Discharge planning. 
 
The discharge planning of a bariatric patient must commence as soon as possible after 
admission, to ensure all necessary assessments, equipment provision or staffing levels are 
implemented by the appropriate agencies /personnel (district nursing, intermediate care, 
social services, or community hospitals), especially if the patient’s condition or 
circumstances change during their hospitalisation. Advice should be sought from the 
appropriate nurse specialist, occupational therapist, or physiotherapist in relation to the 
discharge.   
 
 
Consideration should be given to: 
 

• Appropriate transportation contact West Midlands Ambulance via site co-ordinator 

• Access to property 

• Appropriate staffing levels should be organised to allow a safe transfer. 

• Any equipment required. 

• Any outside agencies and care packages involve.  

 
Each stage of the discharge process should be documented in the patients plan of care and 
communicated to the appropriate agencies. 
 
Community equipment should be sourced through the appropriate service providers 
following a full assessment of the patients’ individual needs prior to discharge this may 
require a home visit.  Please allow adequate time to plan the discharge. 
 
Discharge may be delayed if awaiting funding for equipment or waiting on environmental 
alterations being completed. 
 
Prior to discharge the discharging team must liaise with the Ambulance service giving a 
minimum of 2 days prior notice for them to undertake a risk assessment and exit strategy. 
Further advice can be sought from the Discharge Team. 
 
 
Dealing with the falling / fallen patient 
 
All patients must be assessed for the risk of falling Prevention and Management of Patient 
Falls Policy and preventative control measures put in place to ensure the patient is secure 
and safe in standing and walking (i.e., sufficient carers or equipment). Completing the 
manual handling assessment for the patient and document the current requirements of the 
patient.   
If required a referral to the therapy team can be actioned through Sunrise.  
Please ensure care, compassion is provided to protect the patient privacy and dignity. 
 
Ensure that all patient falls are documented, and appropriate observations recorded, 
treatment provided and that a Datix is completed. Advice can be obtained from the Falls 
Lead. 
 
The HSE (2004) state that hazardous manual handling should be avoided and if this not 
possible to reduce the introduce control methods to reduce the risk.  Therefore, staff should 
not attempt to catch a falling/ fallen patient (Muir & Rush 2013).   
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There are two recognised methods of fall injury prevention: 

• Assist the decent – this would not be appropriate as it is not safe to do so. 

• Guide/shroud the patient to protect their head and neck as they fall, but only if 

it is safe to so and you are in the right place at the right time. 

It is not expected that you will be able to assist every falling patient (Resus 2015) 
 
When a patient has fallen you should assess for any medical issues due to the fall. 
Especially identify possible spinal, bony, query bony, head, and neurological injuries. 
 
If the patient is un-injured promote independence and provide suitable hand holds (e.g., bed 
frame) to take their weight as they stand. 
 
Patients who are unable to get up off the floor independently must be lifted using the 
appropriate mechanical aids. 
 

•    Hover Jack/ flo jack up to 70 stone. 

• Scoop and Hover Jack – using the scoop to contain and align the patient but using 

the hover jack to lift the patient. At no point can the scoop be manually lifted due to 

SWL breach – this technique would need to be risk assessed on an individual basis. 

 
 

Note - If the patient must remain on the floor for some time, you should consider rising. 
the patient’s upper body into half sitting, as their diaphragm can be compromised when lying 
in supine severely restricting the patient’s breathing. Ensure that they are no bony injuries 
before altering their position. 
 
Please note it is no longer acceptable to hoist with the scoop. 
 
Emergency Evacuation 
 
When the bariatric patient is admitted, consideration should be given to how they will be 
evacuated in the case of an emergency (Please refer to Fire Safety Procedures and 
Evacuation Aids SOP). 
 

• The shift lead is responsible for making sure the team aware of what actions to take 

in the event of an emergency for the bariatric patient. 

 

• In the case of an emergency such as fire, progressive horizontal evacuation (on the 

bed if immobile) should be undertaken in the first instance. 

 

• If progressive horizontal evacuation is not possible then staff should be prepared to 

use bariatric evacuation equipment down stair wells (Please contact Fire Safety 
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Specialist or fire safety team for further details). The bariatric evacuation mat is dark 

green in a dark green carry case and requires 6-12 members of staff to operate safely. 

Training on how to use this equipment is available to all staff.   

 
In the Event of the Death of the Plus sized Patient 
 

• Please also refer to Trust Care after Death in Hospital Policy. 

• The ward must inform all relevant personal who will be involved with transfer, 

handling and storing of the patient. 

• The appropriate trolley or bed concealment cover should be obtained prior to 

transfer and appropriate staffing levels should be organised to allow a safe 

transfer (4 – 6 staff are required dependant on weight) 

• If the patient is deemed too big to be transferred to the mortuary on a normal 

mortuary trolley or will not be able to fit into the available mortuary fridges, then 

the body should be transferred on the bed to the mortuary with bed cover in situ 

and then transferred to the mortuary table with a SWL for the patient. 

• Mortuary staff will inform Funeral Directors of the deceased patient’s weight prior 

to them collecting the body.  For any mortuary issues please contact the mortuary 

team for advice 

Care in the community. 
 
The Manual Handling needs of the patient in the community can be. 
very challenging due: 

• Patient mobility 

• Availability of equipment (e.g., bed, chair, commode, hoists) 

• Environmental constraints e.g., access, room layout 

• Care package requirements. 

As discussed, alterations to the care setting or equipment required should be in place prior 
to the patients discharge. 
Staff should ensure and assess that all necessary, equipment provision and/or staffing levels 
are implemented where appropriate. 
All community staff that will be involved in the patients care pathway must be informed of 
any specific handling needs and guidance sought if required from the Manual Handling 
Team 
When required extra advice should be sought from the appropriate advisor, nurse specialist, 
occupational therapist, or physiotherapist? 
 
Dignity and Respect 
  
As with all patients regardless of size, patients need to be treated with dignity and respect. 
The patients care should not be compromised, and best efforts should be made to achieve 
safe patient handling by planning the care, optimizing patient outcomes, reducing the risk of 
staff injury, and promoting good provision and cultures. 
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TRAINING/SUPPORT 
 
Training for manual handling training is mandatory. This is provided by the manual handling 
team or manual handling champions in the clinical area. 
 
Specialist Plus sized training is provided by the Manual Handling team. Dates available on 
the hub. Manual Handling - Core Skills - Home 
 
Champion will be advised to book Plus size training, spinal care, and emergency equipment 
training. 
 

 
REFERENCES 
 
Health & Safety Executive (1998) Provision and Use of Work Equipment Regulations1998: 
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Obesity is associated with subfertility due to oligo-ovulation/anovulation, as 
well as a reduced response to fertility treatment. This is rapidly reversed after 
surgery and women should be counselled about the increased chance of 
becoming pregnant and advised to use appropriate contraception. All oral 
contraceptive pills should be avoided because of poor absorption, but any 
other form of contraception can be used. 
 
Obesity is associated with numerous adverse pregnancy outcomes, including 
miscarriage, pre-eclampsia, gestational diabetes, foetal macrosomia, 
caesarean delivery, intrauterine growth restriction (IUGR), stillbirth, and 
possibly congenital birth defects.  
 
After bariatric surgery, the frequencies of many of these adverse outcomes are 
reduced. In addition, the type of bariatric surgery appears to impact pregnancy 
outcomes. Those who have undergone a malabsorptive procedure (gastric by-
pass, duodenal switch, biliopancreatic diversion) have a fewer large for 
gestational age infants (LGA) and smaller for gestational age (SGA) infants, 
as compared with those who underwent a restrictive procedure (gastric sleeve 
or gastric band). 
 
Following bariatric surgery, several adverse pregnancy outcomes have been 
attributed to micronutrient deficiencies. Iron and B12 deficiencies have 
resulted in maternal anaemia. Folate deficiency has been reported in neural 
tube defects, microphthalmia attributed to vitamin A deficiency, and fetal 
cerebral haemorrhage attributed to vitamin K deficiency. Wernicke's 
encephalopathy due to thiamine deficiency is a particular concern in women 
with hyperemesis gravidarum and gastric bypass. 
 
Therefore, the importance of compliance with micronutrient 
supplementation should be emphasised in all women who are planning a 
pregnancy after bariatric surgery. 
 
Other complications of pregnancy following bariatric surgery are post-prandial 
hypoglycaemia, ‘dumping syndrome’ which is a constellation of GI symptoms 
due to rapid gastric emptying, gallstones, bowel obstruction and bacterial 
overgrowth. 
 
Women who have undergone bariatric surgery are also at higher risk of mental 
health issues during pregnancy. 
 
All pregnant women who have had bariatric surgery should be referred 
for consultant-led care at booking.  
 

2.2 Immediate management (gastric bands) 
 

It is the practice of the local surgical centre to advise the following during 
pregnancy with gastric bands: 
 

• First trimester deflate band by 2ml 

• Second trimester inflate band by 1ml 

• Third trimester deflate band by 1ml 
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Gastric band deflation/inflation can be arranged by contacting the chemical 
pathology team.  

 
Some surgery teams may suggest the gastric band is completely deflated 
during pregnancy – this is dependent on symptoms the patient and any 
symptoms they are experiencing – if there is hyperemesis or reflux then 
please ask the chemical pathology team for advice.    
 

2.3 Who to refer to obesity team 
 

Please refer all women who have undergone bariatric surgery to the Tier three 
obesity clinic at Russell's Hall Hospital for nutritional care via Letter emailed to 

  
 
Inform women that the risks associated with obesity and pregnancy will be 
less after having weight loss surgery than they were before. 
 
Whilst it is expected that there will be some weight gain during pregnancy, it is 
important that excessive weight gain is avoided, and women should be 
referred to their bariatric team for monitoring across pregnancy. The bariatric 
team will monitor the women for nutritional deficiency in each trimester and 
advise on appropriate dietary intake. 
 
Advise women that they do not need to increase their calorie intake in the first 
two trimesters. In the third trimester, they may need an additional 200 kCal per 
day. 
 

2.4 Micronutrient supplements 
 

Women who have had surgery should continue with the usual vitamin B12 
supplements, as well as their calcium and vitamin D supplements. Folic acid 
should be given as below. Women must stop their usual multivitamin and 
mineral supplements that they take, ideally three months pre-conception but if 
not, upon finding they are pregnant.   
 
Gastric bypass: 
Pregnancy-specific vitamin and mineral supplements should be given e.g., 
Pregnacare – two tablets per day, with food. 
Measure Active Vitamin B12, iron, calcium, folate, selenium, copper, zinc and 
fat-soluble vitamins at the start of pregnancy. 
Repeat nutrient levels each trimester, including vitamins A and E. 

 
Gastric sleeve: 
Pregnancy-specific vitamin and mineral supplements should be given e.g., 
Pregnacare – two tablets per day, with food. 
Measure Active Vitamin B12, iron, calcium, folate, selenium, copper, zinc and 
fat-soluble vitamins at the start of pregnancy. 
Repeat nutrient levels each trimester, including vitamins A and E. 
 
Duodenal switch: 
Pregnancy-specific vitamin and mineral supplements should be given e.g., 
Pregnacare  – two tablets per day, with food. 
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Measure Active Vitamin B12, iron, calcium, folate, selenium, copper, zinc and 
fat-soluble vitamins at the start of pregnancy. 
Repeat nutrient levels each trimester, including vitamins A, E and K 

 
Biliopancreatic Diversion (BPD) 
Pregnancy-specific vitamin and mineral supplements should be given e.g., 
Pregnacare  – two tablets per day, with food. 
Measure Active Vitamin B12, iron, calcium, folate, selenium, copper, zinc and 
fat-soluble vitamins at the start of pregnancy. 
Repeat nutrient levels each trimester, including vitamins A, E and K 
 
Gastric band: 
Pregnancy-specific vitamin and mineral supplements. 
Measure Active Vitamin B12, iron, calcium, folate selenium, copper, zinc and 
fat-soluble vitamins at the start of pregnancy. 
Some surgical teams may suggest the gastric band is deflated during 
pregnancy – see advice above and refer to bariatric team.    
 
Folic acid  
Commence all women who have undergone weight loss surgery on folic 5mg 
OD if they are planning a pregnancy, or as soon as pregnancy is diagnosed. 
Continue folic acid 5 mg od until 13/40 completed weeks 
 
Some women may require ongoing folic acid supplementation. Monitor 
folic acid levels once each trimester. 
 
Iron Supplementation 
Iron supplementation may be required with all forms of bariatric surgery, and 
levels should be monitored as is normal care in pregnancy and repeated in 
each trimester along with nutritional bloods. Iron should be given to maintain 
the normal ranges required in pregnancy. 
 
Thiamine Supplementation 
In patients who have prolonged vomiting or hyperemesis in pregnancy are at 
risk of acute thiamine deficiency. Thiamine supplementation may be required. 
Severely thiamine-deficient mothers should avoid breast-feeding as toxic 
methyl-glyoxal present in milk. 
 
 

2.5 Screening for gestational diabetes 
Women who have bariatric surgery (BS) include many who have a high risk of 
developing diabetes. The indications for screening for gestational diabetes are 
the same as those in the general population (see Diabetes in Pregnancy 
Guideline)  

 
Do not offer an oral glucose tolerance test (OGTT) to screen for 
gestational diabetes (GDM) in women who have undergone bariatric 
surgery. 
 
Glucose tolerance testing is not an acceptable or reliable screening test and 
should not be used in this population group. The alteration of bowel anatomy 
and gastro-intestinal physiology following bariatric surgery leads to altered 
gastro-intestinal transit time which makes the result unreliable. 
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All pregnant women who are at increased risk of pre-eclampsia at the booking 
appointment should offered a prescription of 150mg of aspirin to take daily 
from 12 weeks until birth. 

 
There is no contra-indication to using aspirin in women who have had bariatric 
surgery, but it is usual to ensure that appropriate antacid protection is 
prescribed such as ranitidine or omeprazole to protect against reflux and 
anastomotic ulcers in the stomach.  

 
2.7 Obstetric management during labour and delivery 

Labour and delivery should be managed according to Trust guidelines. 
 
There is no contraindication to a normal vaginal delivery in women who have 
had bariatric surgery. 
 
Discussion about the timing of delivery should consider the women’s 
preference and individual risk factors. Women should be offered delivery 
before 40 completed weeks. 

 
 
2.8 Other complications/considerations. 
 

Intrauterine growth restriction – patients are at increased risk of IUGR for at 
least two years post-surgery, this risk is greater in women who have 
undergone malabsorptive surgery. All women should have serial growth scans 
at 28, 32 and 36 weeks. 
 
Reactive hypoglycaemia – this can be due to a combination of rapid gastric 
emptying and bacterial overgrowth. Ask diabetes team for specialist advice if 
required. 
 
Mental health issues – women should be screened for mental health issues 
and managed appropriately. 
 
Bowel obstruction – the gravid uterus can increase the risk of bowel 
obstruction from an internal hernia because of the abnormal anatomy. This 
often has an atypical presentation with abdominal pain and vomiting but has 
been associated with maternal mortality. Ensure all women presenting with 
abdominal pain are appropriately assessed. 
 
Gall-stones – there is an increased risk of gallstones because of the 
abnormal internal anatomy. 
 

2.9 Postnatal care 
 
Women should be advised to restart their normal vitamin supplements and 
contact their bariatric surgery team for follow-up. 
 
Breast-feeding should be encouraged. 
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3. DEFINITIONS/ABBREVIATIONS (IF APPLICABLE) 
      

BS  Bariatric Surgery 

DIPEC Diabetes in Pregnancy Education Clinic – DSN and dietician 

DSN Diabetes Specialist Nurse 

GDM Gestational Diabetes 

GDMW Joint diabetes antenatal clinic – Wednesday pm 

GTT Glucose Tolerance Test 

MEEDAL Joint diabetes antenatal clinic – Tuesday pm 

HBGM Home blood glucose monitoring 

 
 
4. TRAINING/SUPPORT (IF APPLICABLE) 

 
 
All health care professionals working within this Standard will have attended 
mandatory training for diabetes. 
 
 

5. REFERENCES  
 

Pregnancy after bariatric surgery: screening for gestational diabetes 
BMJ 2017; 356 doi: https://doi.org/10.1136/bmj.j533 (Published 03 February 
2017) 
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Initial 
Consultation 

Check details on database are correct 
Check if patient knows why they have been 
referred 
Explain the role of HPSS and reducing 
childhood obesity 
Promote Facebook Group 
Complete Food Frequency Questionnaire 
(FFQ)  
Agree Smart Goals for exercising 
Discuss BF 
Email information 
Check booking bloods done 
Offer Healthy Start Vitamins and Vouchers if 
eligible 
Do you or anyone at home smoke? If yes, 
refer accordingly 

16/40 Review FFQ and set more goals of needed 
Has patient received email? 
Advise on Antenatal Classes 
Have you been re-weighed? 

20/40 Review FFQ plus 
Mention may now contact Triage if has 
pregnancy concerns 
Check GTT been booked 
Feeling Flutters? 
Has WCV been booked? 

24/40 Review FFQ plus 
Good FM’s? 
 

28/40 Review FFQ plus 
Check fetal movements are present and 
normal for this baby 
Complete referral to Flo 
Advise to increase Iron Rich Foods 
Advise to increase fibreand good fluid intake) 
to help constipation 

32/40 Review FFQ plus 
Check fetal movements are present and 
normal for this baby 
Advise to consider packing hospital bag 

36/40 Check fetal movements are present and 
normal for this baby 
Final weight for Database 
Healthy snacks for labour 
Feeding and Safe Sleep 

Postnatal Ward BF/AF 
Birth details 
Refer to S4H if applicable 
Email details of ‘This Mom Moves’ postnatal 
exercises 
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Department of Anaesthesia 
Russells Hall Hospital 

Dudley 
West Midlands 

DY1 2HQ 

Tel:  

 
Our Ref:     
 
Date: 
 
 
 
 
 
Dear  
 
You have been referred to the Antenatal Anaesthetic Assessment Clinic as your body 
mass index (BMI) is raised. We have recently updated our guidelines and no longer 
routinely see patients with a BMI of 40-45 unless there are other health issues or 
concerns regarding anaesthesia.  
 
Please see the attached information regarding high body mass index and pregnancy 
which we hope you will find helpful. 

 
If you have any further concerns and would like to attend for a consultation with an 
anaesthetist, please contact the Anaesthetic Department on  and we will 
organise this for you. 
 
 
Yours sincerely 
 

 

 

 

 
 

 
 
Enc. 
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High Body Mass Index and Caesarean Section 
In most cases it is better for you to have a regional anaesthetic for a caesarean 
section, such as a spinal or an epidural. This means an injection is given into your 
back to make the lower half of your body numb. 
 
With a regional anaesthetic you stay awake during the operation. This has many 
advantages for both you and your baby; during delivery and afterwards.  
 
There are times when we need to deliver a baby as quickly as possible. If you have 
an epidural during labour that is working well, we can often use it to deliver your baby 
by caesarean section. It can also be used to help deliver your baby using instruments 
such as forceps. 
 
High BMI and Anaesthetic Procedures 
If you have a high BMI, this can make anaesthetic procedures more difficult. It may 
be harder to find the correct place for your spinal or epidural and it may be more 
difficult to get the anaesthetic to work properly straight away. 
 
A high BMI can make it more difficult to put a cannula (drip) in your hand and it may 
also cause problems with general anaesthesia (if we have to put you to sleep) during 
and after the procedure. 
 
 
 

 
 
 

 
 

 
 
 
 
 
 
 
 
 
 
 

       

 

 

 

 

 

 

 

 

 

 

 

Summary 

If your BMI is above 35, you are more likely to need some sort of help with the 

delivery of your baby than someone with a lower BMI. 

 

 It is generally better to stay awake while your baby is delivered. 

 It can be more difficult, and take longer, to do epidurals and other injections 

in your back to make you numb. This means that it may be better to have an 

epidural early in labour in case we need to deliver your baby by caesarean 

section or by using instruments. 

 Giving you a general anaesthetic may be more difficult than for women with a 

lower BMI. 

 Having an epidural can avoid the need for general anaesthesia in an 

emergency. 

 When you go onto the labour ward to have your baby, tell the midwives that 

you need to see the Anaesthetist on duty. 
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REFERRAL TO SPECIALIST MIDWIFE FOR WOMEN 
WITH LONG TERM CONDITIONS 
 
Please complete this form and leave in folder to be collected.  For urgent 
referrals/advice ring  
 
LONG-TERM CONDITIONS: see overleaf for examples, if unsure please refer anyway.  
Provide brief details below of the long term condition/s. Obtain consent for referral. 

 
  
 
 
 
 
Gravida ……… 
Parity………..    EDD 
……………… 
Consultant …………… 

Booking weight if for BMI................    (ONLY REFER FOR BMI IF ≥ 40)  

 

Long-term condition: 
 

 

Current medication: 

  

Further Information e.g. is woman under Dudley Group or another Trust for their 
long term condition/ any upcoming appointments? 
 

 
Referred by……………………………………. 
 

Date……………………………………………. 

Long term conditions 
Cardiac - congenital and ischaemic heart disease, previous cardiac surgery.  

Neurological – multiple sclerosis, spina bifida, cerebral palsy, intracranial 

lesions/surgery , spinal cord injury, epilepsy.  

Orthopaedic – scoliosis. 

Haematological -clotting factor deficiency, thrombocytopenia, von willebrands 

sickle cell disease, thalassaemia, DVT/PE, on anticoagulation therapy during 

pregnancy. 

Other -   deafness, blindness, learning difficulties, mobility problems, HIV, 

lupus, morbidly obese (BMI ≥40) porphyria, pre-existing liver/renal disease, 

cancer 

 

 

 

 

 
Name: (affix patient ID label if available)    
 
Unit No: 
 
DOB 
 
Address 
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MOVING AND HANDLING ASSESSMENT 
 

Review and document moving and handling risk factors at every AN admission, during labour and following 

delivery, or at ANY POINT WHERE A RISK FACTOR CHANGES. Document an Action Plan (see 

below) for any risk factors identified. 
 

ASSESSMENT FACTORS 

DATE 

 

DATE DATE DATE DATE DATE 

Y
E

S
 

N
O

 

Y
E

S
 

N
O

 

Y
E

S
 

N
O

 

Y
E

S
 

N
O

 

Y
E

S
 

N
O

 

Y
E

S
 

N
O

 

1 
Has the patient’s history been fall free in the last 6 

months? 

            

2 Can the patient communicate clearly? 
            

3 Is the patient cooperative?             

4 Can the patient change their position independently? 
            

5 Can the patient weight bear? 
            

6 Can the patient stand unaided? 
            

7 Can the patient walk unaided? 
            

8 
Is the patient free from attachments that will hinder 

mobility? 

            

9 
Is the patient free from medical conditions that will hinder 

mobility? 

            

10 Bromage score “0” (if applicable) 
            

INITIALS 
      

   ACTION PLAN (where any answer above = “No”) 

ASSESSMENT 
ACTION PLAN  (implementation of 

Action Plan must be recorded in notes) 
SIGNATURE 

AN / Labour / PN 

Date and Time: 

Factor Number: 

  

AN / Labour / PN 

Date and Time: 

Factor Number: 

  

AN / Labour / PN 

Date and Time: 

Factor Number: 

  

AN / Labour / PN 

Date and Time: 

Factor Number: 

  

AN / Labour / PN 

Date and Time: 

Factor Number: 
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WATERLOW PRESSURE SORE RISK ASSESSMENT 

 

Review and document pressure sore risk factors at every AN admission, during labour and following 
delivery, or at ANY POINT WHERE A RISK FACTOR CHANGES. Document Waterlow score and if 
score ≥10 document and implement Action Plan (see below). 

ADAPTED WATERLOW PRESSURE SCORE RISK ASSESSMENT FOR MATERNITY 

BMI CONTINENCE 

20-24.9 0 Complete / catheterised 0 

25.29.9 1 Urinary incontinence / ruptured membranes 1 

>30 2 Faecal incontinence 2 

<20 3 MOBILITY 

SEX/AGE Fully 0 

Female 2 Restless / fidgety 1 

14-49 1 Apathetic 2 

50-64 2 Restricted 3 

SKIN TYPE Chairbound, e.g. wheelchair 5 

Healthy 0 TISSUE MALNUTRITION 

Tissue paper 1 Anaemia 2 

Dry 1 Smoking 1 

Oedema 1 Diabetes 2 

Discoloured (Grade1) 2 Surgery 1 

Broken (Grade 2-4) 3 NEUROLOGICAL DEFICIT / TRAUMA 

APPETITE Motor / sensory, eg paraplegia, epidural, spinal 
 

4 

Average 0 MAJOR TRAUMA 

Poor 1 Orthopaedic / spinal injury 5 

Nasogastric tube / fluids only 2 On table 2 hours 5 

NBM / anorexic 3 On table 6 hours 8 

Score:  ≥10 at risk  ≥15 high risk       ≥20 very high risk 
(Waterlow pressure ulcer prevention/treatment policy) 
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ASSESSMENT 
 

ACTION PLAN (where score ≥10) 
(must indicate sites to be observed, eg sacrum, buttocks, bony 
prominences, frequency of change of position and any pressure relieving 
aids used) 
 

AN / Labour / PN 

Date and Time: 

Waterlow Score: 

Signature: 

Print Name: 

 

AN / Labour / PN 

Date and Time: 

Waterlow Score: 

Signature: 

Print Name: 

 

AN / Labour / PN 

Date and Time: 

Waterlow Score: 

Signature: 

Print Name: 

 

AN / Labour / PN 

Date and Time: 

Waterlow Score: 

Signature: 

Print Name: 

 

AN / Labour / PN 

Date and Time: 

Waterlow Score: 

Signature: 

Print Name: 

 

AN / Labour / PN 

Date and Time: 

Waterlow Score: 

Signature: 

Print Name: 

 

 
 
 
 
 
 
 
 
 
 
 
 
ASSESSMENT OF PRESSURE AREAS  
(to be undertaken 2 hourly where score ≥10) 
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DATE/TIME EVALUATION/ACTION TAKEN  
 

Skin Condition: A = Normal 
  B = Red, blanching 
  C = Grade of pressure ulcer if present 

 D = Covered by dressing 
 

INITIALS 
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4.0 November 
2023 

Full review and change of name from Bariatric Patients (Safer 
handling of) Guideline to Care of the Plus sized Patient (Safer 
Moving of) Guideline 

4.1 July 2024 
Amendments to inform staff members to complete measurements 
of plus size patient and trollies available across the organisation 
and insertion of illustration of equipment. 

 

  



 
 

Care of the Plus Sized (Bariatric) Patient (Safer moving of) Guideline July 2024 v4.1                 Page 3 of 19 

 

THE DUDLEY GROUP NHS FOUNDATION TRUST  
 

CARE OF THE PLUS (BARIATRIC) SIZED PATIENT (SAFER HANDLING 
OF) GUIDELINE  

 
 

GUIDELINE SUMMARY 
 
The term “Bariatric” is identified as the treatment or specialization in the treatment of obesity 
and the term “Plus size” referrers to an individual’s body weight.  
Within this guide the safer moving of, will refer to patients as plus size unless medically 
deemed otherwise. 
 
These guidelines have been produced to provide Trust staff with guidance on the 
management of plus sized patients who exceed the weight limits of standard Trust 
equipment (most equipment has a generic safe working load of 159 KG / 25 stone) and 
minimise the risks associated with the care of the Plus sized patients. 
 
Patients that are plus size may require support to move around and reposition; techniques 
to support them may be different due to multiple factors such as size, weight, or body shape. 
It will be essential for a risk assessment to be caried out prior to moving a patient who is 
identified as plus size. This will support in providing the most adequate safe care and to 
ensure the safety of the staff involved. 
 
Please note the guidance given in this document is in relation to purely moving and handling 
procedures and in no way detracts or overrides techniques that are carried out for 
therapeutic rehabilitation purposes. Clinical judgment must prevail, and the patient should 
be assessed individually to their needs and an appropriate Care Plan completed on sunrise.  
 
ABBREVIATIONS 
 
BMI = Body Mass Index 
HSE = Health & Safety Executive 
MH = Moving and Handling  
NHSSC= National Health Service Supply Chain 
PEEP = Personal Emergency Evacuation Plan 

 
GUIDELINE DETAIL 
 
For the purposes of these guidelines to take effect the patient should as a minimum: 
 

• Have a BMI more than 35 with other medical issues, EG Asthma, Diabetes, or a BMI 
greater than 40 without any medical history. 

• Exceed the Safe Working Load and dimensions of standard equipment. 
 

Assessment and classification 
Classification BMI (kg/m2) 

Overweight 25-29.9 

Obesity Level I 30-34.9 

Obesity Level II 35-39.9 

Obesity Level III 40 or more 
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(NICE 2014) 
Note: use of BMI may be a less accurate method in highly muscular people. To assess 
patients’ health risks, their waist should also be measured. 
 

BMI classification Waist Circumference 

Low  High  Very high   

Overweight  No increased risk  Increased risk  High risk  

Obesity 1  Increased risk  High risk  Very high risk  

 
(NICE 2023) 
 

For men waist circumference of less than 94 cm is low. 
94–102 cm is high, and more than 102 cm is very high. 

For 
women 

waist circumference of less than 80 cm is low, 80–88 cm is high, and more than 
88 cm is very high 

 

 
(NICE 2023) 
 
For Body shape and BMI Classification 
Other Factors to be assessed should include: 
 

• Has the patient full independent mobility / what is their mobility score? 

• Will the patient still have full mobility following the reason for admission? 

• What is their body shape classification? 

• What strength do they have in their legs, arms, and core stability? 

• Does the patient require assistance to mobilise, if so, do they require aids? 

• Will communication support be required such as an interpreter or observe for sign 

of pain where pain relief will be required? 

• It must be remembered that as all mobility and manual handling situations are 

dynamic and liable to change, an assessment based on their individual needs 

should be carried out on a regular basis. 

 

Legislation 
The Human rights Act 1998 – Within this act is ‘the prohibition of torture and inhumane 
treatment’ This is an absolute right to be treated in a humane way with dignity, no matter 
the situation. It also states that there should be no discrimination which says that 
everyone's rights are equal, and you should not be treated unfairly. 
 
Lifting Operation Lifting Equipment Regulation – (LOLER) requires that lifting 
equipment must be of adequate strength and stability. Lifting equipment should be 
positioned or installed in such a way as to reduce the risk, as far as reasonably 
practicable. All lifting equipment, including accessories, must be clearly marked to indicate 
the safe working load. 
 
Manual Handing Operations Regulations 1992 – (MHOR) This regulation sets out 
several different measurements to reduce the risk of manual handling, for instance, avoid 
hazardous manual handling operations as far as reasonably practicable, assess any 
manual handling task that cannot be avoided and reduce the risk as far as reasonably 
practicable. 
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Health and Safety at Work act 1974 – (HSE) This act outlines the legal duties that the 
employer must protect the health, safety and welfare at work of all employees. 
 
The Care Act 2014 – All staff within health services has a responsibility for the safety and 
wellbeing of patients and colleagues. Safeguarding is a fundamental part of patient safety 
and wellbeing and the outcomes expected of the NHS. 
 
Duty of Care – Duty of Care is defined as a legal obligation to always act in the best 
interest of the patient, to not act or fail to act in a way that may result in harm and to 
always act within your competence and stay within your boundaries. 
 

Patient Admissions 
Pre-Assessment for Elective Admission 
 
When a patient attends for pre assessment the assessing staff should: 
 

•  Establish as accurately as possible the weight, (BMI), body shape classification and 

level of mobility of the patient. 

• Staff to be sensitive to the content of information and where possible reduce the use 

of medical jargon to prevent miscommunication and ensure the patient has a good 

understanding of their care. 

• For the patient with mobility difficulties, patient baseline should be obtained. 

• Make contact to all relevant departments informing them of the planned admission 

i.e., admitting Ward Manager, Bed manager, Theatre Team, Manual Handling Team, 

and speciality secretary so all appropriate actions can be taken. 

• Clinical judgment must prevail, and the patient should be assessed individually to 

their needs and an appropriate Care Plan completed. 

 
Emergency Admission 
 

• Guidelines to be initiated as early as possible after the stabilisation of the patient’s 

condition and by the first area to be involved in delivering care (ED or AMU). 

•  Patient should be admitted onto the most appropriate or hired bariatric bed.  

• Establish weight / BMI and level of mobility of the individual, carry out a manual 

handling assessment as required. (Dependent on treatment and length of stay) 

• Inform other departments that are required as part of the patients care pathway e.g., 

Imaging – note that there is weight restriction on all their equipment, check with the 

department before transferring. 

• If the patient is to be admitted then the bed manager / on site manager must be 

informed to organise appropriate bed space, staffing levels and equipment for 

expected admission area. 

 
Elective Admission 
 
The guidelines should be initiated a soon as possible or at least within four hours of 
admission. 
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• Establish whether there is or will be sufficient staff available, dependent on patient 

abilities. 

• Where possible the admitting staff must obtain the appropriate equipment for the 

patient prior to admission.  

• On admission assess / reassess weight / BMI and level of mobility by an appropriate 

clinician. 

• Complete Care plan 

 
Outpatients Clinics 
 

• When a patient is to attend /or attends for an appointment: 

• The medical team should, when possible, inform the clinic in advance so that the staff 

can obtain appropriate equipment required prior to clinic starting. 

• If the known weight of the patient exceeds the safe working load of the Trust supplied 

generic transport wheelchairs, then clinic staff should utilise a trolley or bed with the 

most appropriate Safe Working Load. Alternatively hire one if a known admission 

• Clinic staff should when required obtain the appropriate equipment to weigh the 

patient and establish an up-to-date weight and BMI and record in the notes. 

• Document any mobility difficulties for future reference. 

• If the patient is going to be seen at alternative Trust sites, then risk assess the 

appropriateness of the patients access to care and provision of appropriate 

equipment available. Where possible try to book appointments at RHH.  

 
Risk assessment, Care plans and safe systems of work. 
 
All patients must have an appropriate care plan completed within 4 hours of admission, all 
components must be completed to formulate a comprehensive care plan and the 
assessment must be reviewed daily or when changes occur by clinical staff. Care Plans are 
generated on Sunrise. 
 
Specialist Equipment Requirements 
 
The Trust have a minimal supply of bariatric beds onsite kept within the bed store. 
The Ward/ Dept is responsible in arranging this via the Hub or via switch board. 
Advice, guidance, or support is available from the Core skills team who are more than happy 
to sign post Ward/Dept in the right direction. 
 
Most standard equipment found within the Trust can support a weight of up to 159kgs/25 
stone (always check the Safe Working Load before use). As there is a limited supply of 
bariatric equipment within the Trust, please only obtain specialist equipment when: 
 

• Patients weight exceeds the Safe Working Load of standard equipment. 

• Patients body shape is not compatible with standard equipment. 

The Core Skills Manual handling team are available to advise and support, please 
contact  
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If specialist equipment is required, then: 
 

• It should be obtained and where possible organised prior to a planned admission.  

• The care plan/assessment should indicate the equipment required to meet the current 

and ongoing patients care requirements. 

• When obtaining any of the Trust bariatric equipment, the on-site manager can be 

called to assist if available. However, the responsibility for sourcing equipment lies 

with the clinical area. 

• When the equipment is no longer required it must be cleaned, green stickered and 

returned to its original ward or unit. In accordance with the infection control policy. 

• If the Trust equipment is broken contact the Help desk on  and arrange the 

repair. Place a yellow card and cleaned green sticker on the piece of equipment and 

take out of use until repaired. 

• If it is hired equipment the unit must ensure that it is off hired as soon as possible, 

and all parts go back to the hire company as they will be charged for repair or 

replacement. 

 
Acute Trust weighing options. 
 
The Trust is equipped with a selection of sitting and standing scales which will go up to a 
weight of 25 stone (Each scale should be checked for its safe working load before use). 
If it is felt that the patient’s weight exceeds 25 stone or body shape, or mobility restricts them 
from utilising the existing scales then further equipment can be found: 
 

Equipment Location Comments 

Bed Shoe Scales Marsden 
MP950 – capacity 1000Kgs 
Various low profile load cell 
pads available Marsden M-

950 Bed Scales.pdf 

 

Medical equipment library, 
B6, C4, 
 

Contact EMBE for 
location of devices 

Secca 677 Electronic 
Wheelchair Scales Capacity 
300 Kgs 

 

Renal Unit * Fixed scales so patient has 
to be transported to unit 
 

Secca 959 Chair Scales 
Capacity 300Kgs 

 

Diabetic Resource Centre * Unit must be contacted to 
establish availability 

*Correct at the time of writing the guideline 
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Trolleys 
 
The Trust uses various trolleys to meet individual department’s requirements, staff must 
ensure the width of the patient, measured at shoulders left to right, abdomen and hips are 
within the current width of the trolleys within trust. These include: 
 

• Arjo Huntleigh Lifeguard LG 50 – Safe Working Load 250kg 

• Stryker 738 – Safe Working Load 227kg 

• Howard Wright – Safe Working Load 250kg 

• Wardray Premis (MRI dept) MR5501- Safe working load 220kg 

Electric profiling beds 
 
The Trust has four types of profiling beds on site, please assess which bed is required before 
automatically seeking a bariatric bed.  
 

Trust electric profiling bed models 
 

Arjo Enterprise 9000x safe working load 
250kg/ 39 stone PWL 185kg (29 stone) 

 

 

Arjo Enterprise 5000 beds Safe Working 
Load 250kgs/39 stone. PWL 185kgs/29 
stone 

 
 

Note that the Safe Working Load and PWL 
are different 

Medstrom MM05000 Hi Lo Bed 
Specialised Bed Safe Working Load 250Kg 
(39 stone) PWL 215kgs/33stone 

 
 

Specialist bed for patients with falls risk or 
for patients who are smaller in height 

New Trust beds will need to be assessed on arrival for Safe Working Load & PWL and 
clinical placement 

These beds are a standard fixed width that are suitable for patients with an apple shape 
and who do not exceed safe working load. Please note the bed rails cannot be used as 
grab rail as they only have 5-8kgs Safe Working Load depending on the bed. 
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Approximate guide for sizing the patient to the bed: 
 
A quick assessment of a centralised patient in the bed will ascertain whether there is six 
inches of clearance from widest part of the patient’s body to the edge of the mattress. This 
allows for safe patient movement and prevents possible pressure from bed rails. If there is 
not adequate clearance, then a hire bed should be considered. These are ordered via the 
wards budget directly. Please refer to the training instructions given by the hire company for 
hire bed specifications and functions. 
 

Baros Extendable Bariatric Profiling Bed (C5 only) 

 
• Safe Working Load 500kgs / 79 stone. New Baros beds are now provided by Arjo 1st 
Call Mobility are 450kgs / 70 stone. Width specifications remain the same. 

• The width can be adjusted from 36 to 48 inches. 

• Two beds located in the trust on C5  

Suitable for the patient with an extensive pear shape or a large gluteal shelf 
that require safe log rolling. Bed rails can be used as hand holds only; they are not grab 
rails. 

Citadel Plus Bariatric bed 
 

 
• Safe Working Load 522kgs / 82 stone. PWL 454kgs / 71 stone. Width specifications 
remain the same. 

• The width can be adjusted from 36 to 48 inches. 

• Built in weight scales 

Suitable for the patient with an extensive pear shape or a large gluteal shelf 
that require safe log rolling. Bed rails can be used as hand holds only; they are not grab 
rails. 

 
 
Please remember that if the bed is too wide this will cause postural issues for attending staff 
and the patient may not be able to reach side of the bed or the bed rails reducing their 
mobility. Ask the patient to lean in the direction of the move and use the appropriate number 
of staff to be able to move the patient. 
 
Always check Manufacturers guidance before using as specific models may vary.  
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Pressure Area Care. 
 
Bariatric patients are more prone to the development of pressure damage due. 
to poor blood supply to fatty tissues resulting in skin breakdown. 
All patients require a Water low risk assessment score to be completed within 6 hours of 
admission to the hospital. If they are deemed to be at risk of pressure damage i.e., risk 
assessment above 10 they will require a pressure ulcer prevention document to be 
completed on Sunrise. 
 
The equipment selection guide should be followed to determine if any additional 
pressure relieving equipment is required.  
 
Bariatric patients may stay in prolonged static postures and may not feel pressure. 
on their tissue which increases the risk of ulcer development. This is especially likely if 
limbs are compressed by items such as bed rails / wheelchairs sides /chair. 
arms therefore it is essential that regular assessments are carried out and the 
correct equipment is sourced. 
 
Remember: All plus sized or bariatric patients do not require pressure relieving equipment 
as this can reduce their independent mobility. 
 

How to assess for an Air mattress (Approximate guide only) 
 

Is the 
patient. 
 

Mobile 
Water low of < 20 
Regular girth 
Weight < 250kg 
 

Reduced mobility 
Water low of > 20 
Existing skin 
damage 
Regular girth 
Weight < 250kg 

Reduced mobility 
Water low of > 20 
Excessive girth 
Weight > 250kg 
 

 
 

Bed and 
Mattress 
required 
 

Enterprise 5000 
high specification 
foam mattress or 
static air. 
 

Enterprise 5000 
and an appropriate pressure 
relieving mattress. 
(Order via Sunrise from 
Tissue 
Viability Equipment Store) 
Baros Extendable Bed (hire 
bed) 

Hire bed and mattress 
from Arjo 1st call 
mobility. 

 
Used air mattresses must be cleaned, deflated, and rolled before returning to tissue viability 
equipment store for decontamination as per hospital guidelines. Mattress (Static, Air and 
Foam) and Cushion Cleaning SOP 
 
To order bariatric beds/mattresses for discharge please contact the Tissue Viability 
team.  
 
Chairs and Commodes 
 
There are few chairs and commodes available on the RHH site, but they are constantly 
moved according to clinical need. Contact the onsite coordinator for availability and 
whereabouts of their items; however, if they are unable to assist, it is the responsibility of 
the ward to source equipment. 
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Available Equipment – no fixed location Chair SWL 390 kg / 60 stone 
Commode SWL 320 kg / 50 stone 

 
Please note Bariatric chairs are designed to support the Plus sized or bariatric patient and 
should not be used for people that are less than 150 Kg /24 stone as they can cause 
increased pressure areas. 
 
Note of caution: If the patient is using normal toileting facilities be aware that the porcelain 
base will potentially have a higher Safe Working Load (150-400Kgs) than the toilet seat (up 
to 150Kgs). However, the toilet seats vary from 150 -400Kgs. Estates may be able to assist 
with individual toilet Safe Working Load assessments or alternatively use a bariatric 
commode to ensure patient safety. 
 

Hoist available within the Trust to raise more than 200kg Safe Working Load. 
 

Viking M (Most acute wards) 

 

205 Kg / 32 stone 
 

Viking XL (B2, C1, C8) 

 

300 Kg / 47 stone 
 

Oxford Presence 
(Corbett Site, Coronary care & Imaging 
RHH) 

 

227 Kg / 35 stone 
 

 
If a mobile hoist is used ensure that patient is less than the Safe Working Load. The handler 
must be aware of the increased risk of moving this type of hoist with a bariatric patient in 
situ, use at least two members of staff to perform the manoeuvre. Please note it is more 
appropriate to move the receiving surface to the patient rather than the hoist to receiving 
surface. If a clinical area requires the Viking XL hoist from another area, then they must 
contact the person in charge to confirm the availability before borrowing. Under no 
circumstances should any equipment be taken off a ward without arrangements being made 
first, as this action creates a patient safety risk.  
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For a very morbidly obese, immobile patient (over 45st/286Kgs) the Liko Ultra Twin Gantry 
hoist it would be safer to hire one from the bariatric suppliers who will ensure supply, safe 
installed and training on receipt. Please remember the gantry hoist necessitates space and 
it is better placed in four bedded bays, taking over two bays for the patient. This should not 
be used in a side room as it may cause the doorway to the bathroom to be blocked and the 
space would not be adequate to perform safe manual handling. 
 
 
 
Hoist Slings 
 
Select single patient use slings have a SWL of 230kg/36 stone. 
 
For the morbidly obese patient who exceeds this SWL or for a patient that has a very large 
girth/shoulder measurement staff should consider hiring Manual Handling - Core Skills - 

Bariatric  

 
Advice can be gained from Physiotherapy, Occupational Therapy, or area-based champion. 
 
For the fully immobile patient that requires regular turning then a repo sheet 
(SWL 500kg/70 stone) is recommended to be used with a hired gantry hoist, please contact 
the Manual Handling team for advice. Please record the size and type of sling and hoist 
used for the patient on the care plan. 
 
Slide sheets. 
 
Red & Yellow PATPAQ slide sheets are used throughout the Trust and can be purchased 
via top up or through NHS Supply Chain. These slide sheets will meet the needs of most 
obese patients but may be too narrow for morbidly obese plus patients.  The manual 
handling team can loan out reusable blue extra wide slide sheets for these patients. These 
can be purchased by the wards to have a stock if required via NHS Supply Chain.  Please 
note that transfers up and down the bed and laterally from bed to trolley etc. should always 
be facilitated by a pair of slide sheet. 
 

Type of Slide sheet Dimensions NHSCC Code 

Red & Yellow Patpaq SPU 

 
 

100cm x 200cm PATPAQ-EGF100200 

Blue wide slide sheets 

 
 

140cm x 200cm LGF140200 

 
Other associated equipment available within the Trust should be accessed via the specific 
department for example – therapy department. 
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Hiring Specialist Equipment 
 
If specialist bariatric equipment is required and the Trusts equipment is in use, then staff will 
need to arrange the hire. You must contact and seek permission from the area matron/ 
manager or on-site manager to hire the equipment and raise a requisition/purchase order 
number via IB solutions Capita Integra - 20.24.00/478 (integrahosting.co.uk). If urgent during 
working hours 8-5 call procurement dept Procurement - Home   
If a Purchases order is not obtained following out of hours request, ward/ dept lead to 
follow this up and lease with the manual handling team as required. 
 
Approved 24 Hour service company contact: 
 
Arjo 1st Call Ltd 

 
 
Delivery of equipment is usually within 4 hours from order. 
If you require any other equipment, please check equipment hire catalogue. 
 
Bariatric Rentals.pdf 
 
Moving and Handling suggestions when moving the plus sized/ bariatric patient 
 
Plus, sized patients should always be encouraged to be as independent as possible; if they 
do require assistance to mobilise then the help given should be governed by a mobility and 
condition assessment. 
Staff involved with the personal care and nursing interventions that involve moving and 
handling of the Plus sized patient must refrain from attempting to lift the patient or their limbs 
as it may be hazardous due to stretching and weight bearing. When it is not possible to 
refrain from moving and handling the patient all actions should be planned and agreed with 
an appropriate number of staff. To reduce the risk, staff should constantly assess their 
working postures whilst performing any task and wherever possible alter the process to 
adopt safer postures and to use appropriate equipment as required.  Try to alternate staff to 
reduce the risk of repetitive injuries. Additional staffing maybe required if multiple Plus sized 
patients are present on an individual ward area to ensure staff safety. 
 
Bed manoeuvres and Lateral transfers. 
 

• 6 staff for fully dependant patients  

• 4 staff for able body patients 

• Clinical staff to use clinical judgement for those patients with varying ability. 

• Extra wide slide sheets available dependent upon patient measurements shoulders, 

abdomen and hips/ waist. 

• Repo sheets (Contact manual handling team for advice) 

• Full use of the bed controls to assist with bed mobility is essential. 

• Hoist and Sling 

• Pat slide and Lateral transfer glide sheet 

• Air Pod/ Hoover Jac, (located in medical equipment library) 

Note Bed sheets should not be used for any patient transfers as this breaks the Provision 
of Working Equipment Regulations 1998.   
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Bed space/ environment. 
 
5ft Clearence around bedspace due to size of equipment compared to standard equipment, 
allowing for staff moving around. 
 
 
Sit to stand transfers from Bed to Chair – Mobile patients/ Patients with reduced 
mobility. 
 

• −4 staff available depending on risk assessment. 

• Ensure the bed is at its lowest height appropriate for the patient. Raising the bed at 

the same time as standing can facilitate the initial stand. Refer to Physiotherapist if 

required. 

• Provide appropriate equipment to cater for the patient’s needs. 

 
Transfers for Immobile Patients using hoist. 
 

• Minimum of 2-4 staff available depending on risk assessment 

• Obtain appropriate hoist (if gantry hoist is required obtain it through the manual 

handling team or hire company) 

• Measure and obtain the correct size of sling (you need height, weight, measurement 

from coccyx to top of head, girth, and shoulder width measurements) 

• If required use slide sheets to insert sling, remembering to remove them before 

hoisting. 

• Carry out transfer as for normal hoisting. 

 
Mobilising with minimal support 
 

• Encourage mobilisation where appropriate. 

• Minimum of two staff 

• Carry out a Falls Assessment as per Falls Policy Guideline Template 

 
Limb handling 
 
To cradle, support a limb, reduce staff posture problems and the possibility of tissue damage 
to the patient, then you should use: 

• Specific patient slings 

• Slide sheets. 

• Limb holders (if applicable) 

Hygiene and Toileting 
 

• Walk in showers available on most wards. 

• Heavy duty shower seat 

• Ensure toilet and seat meet Safe Working Load of the patient. Alternatively place a 

bariatric commode over toilet (for patients with reduced mobility a hoist should be 

used to position patient) 
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Discharge planning. 
 
The discharge planning of a bariatric patient must commence as soon as possible after 
admission, to ensure all necessary assessments, equipment provision or staffing levels are 
implemented by the appropriate agencies /personnel (district nursing, intermediate care, 
social services, or community hospitals), especially if the patient’s condition or 
circumstances change during their hospitalisation. Advice should be sought from the 
appropriate nurse specialist, occupational therapist, or physiotherapist in relation to the 
discharge.   
 
 
Consideration should be given to: 
 

• Appropriate transportation contact West Midlands Ambulance via site co-ordinator 

• Access to property 

• Appropriate staffing levels should be organised to allow a safe transfer. 

• Any equipment required. 

• Any outside agencies and care packages involve.  

 
Each stage of the discharge process should be documented in the patients plan of care and 
communicated to the appropriate agencies. 
 
Community equipment should be sourced through the appropriate service providers 
following a full assessment of the patients’ individual needs prior to discharge this may 
require a home visit.  Please allow adequate time to plan the discharge. 
 
Discharge may be delayed if awaiting funding for equipment or waiting on environmental 
alterations being completed. 
 
Prior to discharge the discharging team must liaise with the Ambulance service giving a 
minimum of 2 days prior notice for them to undertake a risk assessment and exit strategy. 
Further advice can be sought from the Discharge Team. 
 
 
Dealing with the falling / fallen patient 
 
All patients must be assessed for the risk of falling Prevention and Management of Patient 
Falls Policy and preventative control measures put in place to ensure the patient is secure 
and safe in standing and walking (i.e., sufficient carers or equipment). Completing the 
manual handling assessment for the patient and document the current requirements of the 
patient.   
If required a referral to the therapy team can be actioned through Sunrise.  
Please ensure care, compassion is provided to protect the patient privacy and dignity. 
 
Ensure that all patient falls are documented, and appropriate observations recorded, 
treatment provided and that a Datix is completed. Advice can be obtained from the Falls 
Lead. 
 
The HSE (2004) state that hazardous manual handling should be avoided and if this not 
possible to reduce the introduce control methods to reduce the risk.  Therefore, staff should 
not attempt to catch a falling/ fallen patient (Muir & Rush 2013).   
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There are two recognised methods of fall injury prevention: 

• Assist the decent – this would not be appropriate as it is not safe to do so. 

• Guide/shroud the patient to protect their head and neck as they fall, but only if 

it is safe to so and you are in the right place at the right time. 

It is not expected that you will be able to assist every falling patient (Resus 2015) 
 
When a patient has fallen you should assess for any medical issues due to the fall. 
Especially identify possible spinal, bony, query bony, head, and neurological injuries. 
 
If the patient is un-injured promote independence and provide suitable hand holds (e.g., bed 
frame) to take their weight as they stand. 
 
Patients who are unable to get up off the floor independently must be lifted using the 
appropriate mechanical aids. 
 

•    Hover Jack/ flo jack up to 70 stone. 

• Scoop and Hover Jack – using the scoop to contain and align the patient but using 

the hover jack to lift the patient. At no point can the scoop be manually lifted due to 

SWL breach – this technique would need to be risk assessed on an individual basis. 

 
 

Note - If the patient must remain on the floor for some time, you should consider rising. 
the patient’s upper body into half sitting, as their diaphragm can be compromised when lying 
in supine severely restricting the patient’s breathing. Ensure that they are no bony injuries 
before altering their position. 
 
Please note it is no longer acceptable to hoist with the scoop. 
 
Emergency Evacuation 
 
When the bariatric patient is admitted, consideration should be given to how they will be 
evacuated in the case of an emergency (Please refer to Fire Safety Procedures and 
Evacuation Aids SOP). 
 

• The shift lead is responsible for making sure the team aware of what actions to take 

in the event of an emergency for the bariatric patient. 

 

• In the case of an emergency such as fire, progressive horizontal evacuation (on the 

bed if immobile) should be undertaken in the first instance. 

 

• If progressive horizontal evacuation is not possible then staff should be prepared to 

use bariatric evacuation equipment down stair wells (Please contact Fire Safety 
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Specialist or fire safety team for further details). The bariatric evacuation mat is dark 

green in a dark green carry case and requires 6-12 members of staff to operate safely. 

Training on how to use this equipment is available to all staff.   

 
In the Event of the Death of the Plus sized Patient 
 

• Please also refer to Trust Care after Death in Hospital Policy. 

• The ward must inform all relevant personal who will be involved with transfer, 

handling and storing of the patient. 

• The appropriate trolley or bed concealment cover should be obtained prior to 

transfer and appropriate staffing levels should be organised to allow a safe 

transfer (4 – 6 staff are required dependant on weight) 

• If the patient is deemed too big to be transferred to the mortuary on a normal 

mortuary trolley or will not be able to fit into the available mortuary fridges, then 

the body should be transferred on the bed to the mortuary with bed cover in situ 

and then transferred to the mortuary table with a SWL for the patient. 

• Mortuary staff will inform Funeral Directors of the deceased patient’s weight prior 

to them collecting the body.  For any mortuary issues please contact the mortuary 

team for advice 

Care in the community. 
 
The Manual Handling needs of the patient in the community can be. 
very challenging due: 

• Patient mobility 

• Availability of equipment (e.g., bed, chair, commode, hoists) 

• Environmental constraints e.g., access, room layout 

• Care package requirements. 

As discussed, alterations to the care setting or equipment required should be in place prior 
to the patients discharge. 
Staff should ensure and assess that all necessary, equipment provision and/or staffing levels 
are implemented where appropriate. 
All community staff that will be involved in the patients care pathway must be informed of 
any specific handling needs and guidance sought if required from the Manual Handling 
Team 
When required extra advice should be sought from the appropriate advisor, nurse specialist, 
occupational therapist, or physiotherapist? 
 
Dignity and Respect 
  
As with all patients regardless of size, patients need to be treated with dignity and respect. 
The patients care should not be compromised, and best efforts should be made to achieve 
safe patient handling by planning the care, optimizing patient outcomes, reducing the risk of 
staff injury, and promoting good provision and cultures. 
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TRAINING/SUPPORT 
 
Training for manual handling training is mandatory. This is provided by the manual handling 
team or manual handling champions in the clinical area. 
 
Specialist Plus sized training is provided by the Manual Handling team. Dates available on 
the hub. Manual Handling - Core Skills - Home 
 
Champion will be advised to book Plus size training, spinal care, and emergency equipment 
training. 
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Obesity is associated with subfertility due to oligo-ovulation/anovulation, as 
well as a reduced response to fertility treatment. This is rapidly reversed after 
surgery and women should be counselled about the increased chance of 
becoming pregnant and advised to use appropriate contraception. All oral 
contraceptive pills should be avoided because of poor absorption, but any 
other form of contraception can be used. 
 
Obesity is associated with numerous adverse pregnancy outcomes, including 
miscarriage, pre-eclampsia, gestational diabetes, foetal macrosomia, 
caesarean delivery, intrauterine growth restriction (IUGR), stillbirth, and 
possibly congenital birth defects.  
 
After bariatric surgery, the frequencies of many of these adverse outcomes are 
reduced. In addition, the type of bariatric surgery appears to impact pregnancy 
outcomes. Those who have undergone a malabsorptive procedure (gastric by-
pass, duodenal switch, biliopancreatic diversion) have a fewer large for 
gestational age infants (LGA) and smaller for gestational age (SGA) infants, 
as compared with those who underwent a restrictive procedure (gastric sleeve 
or gastric band). 
 
Following bariatric surgery, several adverse pregnancy outcomes have been 
attributed to micronutrient deficiencies. Iron and B12 deficiencies have 
resulted in maternal anaemia. Folate deficiency has been reported in neural 
tube defects, microphthalmia attributed to vitamin A deficiency, and fetal 
cerebral haemorrhage attributed to vitamin K deficiency. Wernicke's 
encephalopathy due to thiamine deficiency is a particular concern in women 
with hyperemesis gravidarum and gastric bypass. 
 
Therefore, the importance of compliance with micronutrient 
supplementation should be emphasised in all women who are planning a 
pregnancy after bariatric surgery. 
 
Other complications of pregnancy following bariatric surgery are post-prandial 
hypoglycaemia, ‘dumping syndrome’ which is a constellation of GI symptoms 
due to rapid gastric emptying, gallstones, bowel obstruction and bacterial 
overgrowth. 
 
Women who have undergone bariatric surgery are also at higher risk of mental 
health issues during pregnancy. 
 
All pregnant women who have had bariatric surgery should be referred 
for consultant-led care at booking.  
 

2.2 Immediate management (gastric bands) 
 

It is the practice of the local surgical centre to advise the following during 
pregnancy with gastric bands: 
 

• First trimester deflate band by 2ml 

• Second trimester inflate band by 1ml 

• Third trimester deflate band by 1ml 
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Gastric band deflation/inflation can be arranged by contacting the chemical 
pathology team.  

 
Some surgery teams may suggest the gastric band is completely deflated 
during pregnancy – this is dependent on symptoms the patient and any 
symptoms they are experiencing – if there is hyperemesis or reflux then 
please ask the chemical pathology team for advice.    
 

2.3 Who to refer to obesity team 
 

Please refer all women who have undergone bariatric surgery to the Tier three 
obesity clinic at Russell's Hall Hospital for nutritional care via Letter emailed to 

  
 
Inform women that the risks associated with obesity and pregnancy will be 
less after having weight loss surgery than they were before. 
 
Whilst it is expected that there will be some weight gain during pregnancy, it is 
important that excessive weight gain is avoided, and women should be 
referred to their bariatric team for monitoring across pregnancy. The bariatric 
team will monitor the women for nutritional deficiency in each trimester and 
advise on appropriate dietary intake. 
 
Advise women that they do not need to increase their calorie intake in the first 
two trimesters. In the third trimester, they may need an additional 200 kCal per 
day. 
 

2.4 Micronutrient supplements 
 

Women who have had surgery should continue with the usual vitamin B12 
supplements, as well as their calcium and vitamin D supplements. Folic acid 
should be given as below. Women must stop their usual multivitamin and 
mineral supplements that they take, ideally three months pre-conception but if 
not, upon finding they are pregnant.   
 
Gastric bypass: 
Pregnancy-specific vitamin and mineral supplements should be given e.g., 
Pregnacare – two tablets per day, with food. 
Measure Active Vitamin B12, iron, calcium, folate, selenium, copper, zinc and 
fat-soluble vitamins at the start of pregnancy. 
Repeat nutrient levels each trimester, including vitamins A and E. 

 
Gastric sleeve: 
Pregnancy-specific vitamin and mineral supplements should be given e.g., 
Pregnacare – two tablets per day, with food. 
Measure Active Vitamin B12, iron, calcium, folate, selenium, copper, zinc and 
fat-soluble vitamins at the start of pregnancy. 
Repeat nutrient levels each trimester, including vitamins A and E. 
 
Duodenal switch: 
Pregnancy-specific vitamin and mineral supplements should be given e.g., 
Pregnacare  – two tablets per day, with food. 
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Measure Active Vitamin B12, iron, calcium, folate, selenium, copper, zinc and 
fat-soluble vitamins at the start of pregnancy. 
Repeat nutrient levels each trimester, including vitamins A, E and K 

 
Biliopancreatic Diversion (BPD) 
Pregnancy-specific vitamin and mineral supplements should be given e.g., 
Pregnacare  – two tablets per day, with food. 
Measure Active Vitamin B12, iron, calcium, folate, selenium, copper, zinc and 
fat-soluble vitamins at the start of pregnancy. 
Repeat nutrient levels each trimester, including vitamins A, E and K 
 
Gastric band: 
Pregnancy-specific vitamin and mineral supplements. 
Measure Active Vitamin B12, iron, calcium, folate selenium, copper, zinc and 
fat-soluble vitamins at the start of pregnancy. 
Some surgical teams may suggest the gastric band is deflated during 
pregnancy – see advice above and refer to bariatric team.    
 
Folic acid  
Commence all women who have undergone weight loss surgery on folic 5mg 
OD if they are planning a pregnancy, or as soon as pregnancy is diagnosed. 
Continue folic acid 5 mg od until 13/40 completed weeks 
 
Some women may require ongoing folic acid supplementation. Monitor 
folic acid levels once each trimester. 
 
Iron Supplementation 
Iron supplementation may be required with all forms of bariatric surgery, and 
levels should be monitored as is normal care in pregnancy and repeated in 
each trimester along with nutritional bloods. Iron should be given to maintain 
the normal ranges required in pregnancy. 
 
Thiamine Supplementation 
In patients who have prolonged vomiting or hyperemesis in pregnancy are at 
risk of acute thiamine deficiency. Thiamine supplementation may be required. 
Severely thiamine-deficient mothers should avoid breast-feeding as toxic 
methyl-glyoxal present in milk. 
 
 

2.5 Screening for gestational diabetes 
Women who have bariatric surgery (BS) include many who have a high risk of 
developing diabetes. The indications for screening for gestational diabetes are 
the same as those in the general population (see Diabetes in Pregnancy 
Guideline)  

 
Do not offer an oral glucose tolerance test (OGTT) to screen for 
gestational diabetes (GDM) in women who have undergone bariatric 
surgery. 
 
Glucose tolerance testing is not an acceptable or reliable screening test and 
should not be used in this population group. The alteration of bowel anatomy 
and gastro-intestinal physiology following bariatric surgery leads to altered 
gastro-intestinal transit time which makes the result unreliable. 
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All pregnant women who are at increased risk of pre-eclampsia at the booking 
appointment should offered a prescription of 150mg of aspirin to take daily 
from 12 weeks until birth. 

 
There is no contra-indication to using aspirin in women who have had bariatric 
surgery, but it is usual to ensure that appropriate antacid protection is 
prescribed such as ranitidine or omeprazole to protect against reflux and 
anastomotic ulcers in the stomach.  

 
2.7 Obstetric management during labour and delivery 

Labour and delivery should be managed according to Trust guidelines. 
 
There is no contraindication to a normal vaginal delivery in women who have 
had bariatric surgery. 
 
Discussion about the timing of delivery should consider the women’s 
preference and individual risk factors. Women should be offered delivery 
before 40 completed weeks. 

 
 
2.8 Other complications/considerations. 
 

Intrauterine growth restriction – patients are at increased risk of IUGR for at 
least two years post-surgery, this risk is greater in women who have 
undergone malabsorptive surgery. All women should have serial growth scans 
at 28, 32 and 36 weeks. 
 
Reactive hypoglycaemia – this can be due to a combination of rapid gastric 
emptying and bacterial overgrowth. Ask diabetes team for specialist advice if 
required. 
 
Mental health issues – women should be screened for mental health issues 
and managed appropriately. 
 
Bowel obstruction – the gravid uterus can increase the risk of bowel 
obstruction from an internal hernia because of the abnormal anatomy. This 
often has an atypical presentation with abdominal pain and vomiting but has 
been associated with maternal mortality. Ensure all women presenting with 
abdominal pain are appropriately assessed. 
 
Gall-stones – there is an increased risk of gallstones because of the 
abnormal internal anatomy. 
 

2.9 Postnatal care 
 
Women should be advised to restart their normal vitamin supplements and 
contact their bariatric surgery team for follow-up. 
 
Breast-feeding should be encouraged. 
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3. DEFINITIONS/ABBREVIATIONS (IF APPLICABLE) 
      

BS  Bariatric Surgery 

DIPEC Diabetes in Pregnancy Education Clinic – DSN and dietician 

DSN Diabetes Specialist Nurse 

GDM Gestational Diabetes 

GDMW Joint diabetes antenatal clinic – Wednesday pm 

GTT Glucose Tolerance Test 

MEEDAL Joint diabetes antenatal clinic – Tuesday pm 

HBGM Home blood glucose monitoring 

 
 
4. TRAINING/SUPPORT (IF APPLICABLE) 

 
 
All health care professionals working within this Standard will have attended 
mandatory training for diabetes. 
 
 

5. REFERENCES  
 

Pregnancy after bariatric surgery: screening for gestational diabetes 
BMJ 2017; 356 doi: https://doi.org/10.1136/bmj.j533 (Published 03 February 
2017) 
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Initial 
Consultation 

Check details on database are correct 
Check if patient knows why they have been 
referred 
Explain the role of HPSS and reducing 
childhood obesity 
Promote Facebook Group 
Complete Food Frequency Questionnaire 
(FFQ)  
Agree Smart Goals for exercising 
Discuss BF 
Email information 
Check booking bloods done 
Offer Healthy Start Vitamins and Vouchers if 
eligible 
Do you or anyone at home smoke? If yes, 
refer accordingly 

16/40 Review FFQ and set more goals of needed 
Has patient received email? 
Advise on Antenatal Classes 
Have you been re-weighed? 

20/40 Review FFQ plus 
Mention may now contact Triage if has 
pregnancy concerns 
Check GTT been booked 
Feeling Flutters? 
Has WCV been booked? 

24/40 Review FFQ plus 
Good FM’s? 
 

28/40 Review FFQ plus 
Check fetal movements are present and 
normal for this baby 
Complete referral to Flo 
Advise to increase Iron Rich Foods 
Advise to increase fibreand good fluid intake) 
to help constipation 

32/40 Review FFQ plus 
Check fetal movements are present and 
normal for this baby 
Advise to consider packing hospital bag 

36/40 Check fetal movements are present and 
normal for this baby 
Final weight for Database 
Healthy snacks for labour 
Feeding and Safe Sleep 

Postnatal Ward BF/AF 
Birth details 
Refer to S4H if applicable 
Email details of ‘This Mom Moves’ postnatal 
exercises 
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Department of Anaesthesia 
Russells Hall Hospital 

Dudley 
West Midlands 

DY1 2HQ 

Tel:  

 
Our Ref:     
 
Date: 
 
 
 
 
 
Dear  
 
You have been referred to the Antenatal Anaesthetic Assessment Clinic as your body 
mass index (BMI) is raised. We have recently updated our guidelines and no longer 
routinely see patients with a BMI of 40-45 unless there are other health issues or 
concerns regarding anaesthesia.  
 
Please see the attached information regarding high body mass index and pregnancy 
which we hope you will find helpful. 

 
If you have any further concerns and would like to attend for a consultation with an 
anaesthetist, please contact the Anaesthetic Department on  and we will 
organise this for you. 
 
 
Yours sincerely 
 

 

 

 

 
 

 
 
Enc. 
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High Body Mass Index and Caesarean Section 
In most cases it is better for you to have a regional anaesthetic for a caesarean 
section, such as a spinal or an epidural. This means an injection is given into your 
back to make the lower half of your body numb. 
 
With a regional anaesthetic you stay awake during the operation. This has many 
advantages for both you and your baby; during delivery and afterwards.  
 
There are times when we need to deliver a baby as quickly as possible. If you have 
an epidural during labour that is working well, we can often use it to deliver your baby 
by caesarean section. It can also be used to help deliver your baby using instruments 
such as forceps. 
 
High BMI and Anaesthetic Procedures 
If you have a high BMI, this can make anaesthetic procedures more difficult. It may 
be harder to find the correct place for your spinal or epidural and it may be more 
difficult to get the anaesthetic to work properly straight away. 
 
A high BMI can make it more difficult to put a cannula (drip) in your hand and it may 
also cause problems with general anaesthesia (if we have to put you to sleep) during 
and after the procedure. 
 
 
 

 
 
 

 
 

 
 
 
 
 
 
 
 
 
 
 

       

 

 

 

 

 

 

 

 

 

 

 

Summary 

If your BMI is above 35, you are more likely to need some sort of help with the 

delivery of your baby than someone with a lower BMI. 

 

 It is generally better to stay awake while your baby is delivered. 

 It can be more difficult, and take longer, to do epidurals and other injections 

in your back to make you numb. This means that it may be better to have an 

epidural early in labour in case we need to deliver your baby by caesarean 

section or by using instruments. 

 Giving you a general anaesthetic may be more difficult than for women with a 

lower BMI. 

 Having an epidural can avoid the need for general anaesthesia in an 

emergency. 

 When you go onto the labour ward to have your baby, tell the midwives that 

you need to see the Anaesthetist on duty. 
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REFERRAL TO SPECIALIST MIDWIFE FOR WOMEN 
WITH LONG TERM CONDITIONS 
 
Please complete this form and leave in folder to be collected.  For urgent 
referrals/advice ring  
 
LONG-TERM CONDITIONS: see overleaf for examples, if unsure please refer anyway.  
Provide brief details below of the long term condition/s. Obtain consent for referral. 

 
  
 
 
 
 
Gravida ……… 
Parity………..    EDD 
……………… 
Consultant …………… 

Booking weight if for BMI................    (ONLY REFER FOR BMI IF ≥ 40)  

 

Long-term condition: 
 

 

Current medication: 

  

Further Information e.g. is woman under Dudley Group or another Trust for their 
long term condition/ any upcoming appointments? 
 

 
Referred by……………………………………. 
 

Date……………………………………………. 

Long term conditions 
Cardiac - congenital and ischaemic heart disease, previous cardiac surgery.  

Neurological – multiple sclerosis, spina bifida, cerebral palsy, intracranial 

lesions/surgery , spinal cord injury, epilepsy.  

Orthopaedic – scoliosis. 

Haematological -clotting factor deficiency, thrombocytopenia, von willebrands 

sickle cell disease, thalassaemia, DVT/PE, on anticoagulation therapy during 

pregnancy. 

Other -   deafness, blindness, learning difficulties, mobility problems, HIV, 

lupus, morbidly obese (BMI ≥40) porphyria, pre-existing liver/renal disease, 

cancer 

 

 

 

 

 
Name: (affix patient ID label if available)    
 
Unit No: 
 
DOB 
 
Address 
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MOVING AND HANDLING ASSESSMENT 
 

Review and document moving and handling risk factors at every AN admission, during labour and following 

delivery, or at ANY POINT WHERE A RISK FACTOR CHANGES. Document an Action Plan (see 

below) for any risk factors identified. 
 

ASSESSMENT FACTORS 

DATE 

 

DATE DATE DATE DATE DATE 

Y
E

S
 

N
O

 

Y
E

S
 

N
O

 

Y
E

S
 

N
O

 

Y
E

S
 

N
O

 

Y
E

S
 

N
O

 

Y
E

S
 

N
O

 

1 
Has the patient’s history been fall free in the last 6 

months? 

            

2 Can the patient communicate clearly? 
            

3 Is the patient cooperative?             

4 Can the patient change their position independently? 
            

5 Can the patient weight bear? 
            

6 Can the patient stand unaided? 
            

7 Can the patient walk unaided? 
            

8 
Is the patient free from attachments that will hinder 

mobility? 

            

9 
Is the patient free from medical conditions that will hinder 

mobility? 

            

10 Bromage score “0” (if applicable) 
            

INITIALS 
      

   ACTION PLAN (where any answer above = “No”) 

ASSESSMENT 
ACTION PLAN  (implementation of 

Action Plan must be recorded in notes) 
SIGNATURE 

AN / Labour / PN 

Date and Time: 

Factor Number: 

  

AN / Labour / PN 

Date and Time: 

Factor Number: 

  

AN / Labour / PN 

Date and Time: 

Factor Number: 

  

AN / Labour / PN 

Date and Time: 

Factor Number: 

  

AN / Labour / PN 

Date and Time: 

Factor Number: 
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WATERLOW PRESSURE SORE RISK ASSESSMENT 

 

Review and document pressure sore risk factors at every AN admission, during labour and following 
delivery, or at ANY POINT WHERE A RISK FACTOR CHANGES. Document Waterlow score and if 
score ≥10 document and implement Action Plan (see below). 

ADAPTED WATERLOW PRESSURE SCORE RISK ASSESSMENT FOR MATERNITY 

BMI CONTINENCE 

20-24.9 0 Complete / catheterised 0 

25.29.9 1 Urinary incontinence / ruptured membranes 1 

>30 2 Faecal incontinence 2 

<20 3 MOBILITY 

SEX/AGE Fully 0 

Female 2 Restless / fidgety 1 

14-49 1 Apathetic 2 

50-64 2 Restricted 3 

SKIN TYPE Chairbound, e.g. wheelchair 5 

Healthy 0 TISSUE MALNUTRITION 

Tissue paper 1 Anaemia 2 

Dry 1 Smoking 1 

Oedema 1 Diabetes 2 

Discoloured (Grade1) 2 Surgery 1 

Broken (Grade 2-4) 3 NEUROLOGICAL DEFICIT / TRAUMA 

APPETITE Motor / sensory, eg paraplegia, epidural, spinal 
 

4 

Average 0 MAJOR TRAUMA 

Poor 1 Orthopaedic / spinal injury 5 

Nasogastric tube / fluids only 2 On table 2 hours 5 

NBM / anorexic 3 On table 6 hours 8 

Score:  ≥10 at risk  ≥15 high risk       ≥20 very high risk 
(Waterlow pressure ulcer prevention/treatment policy) 
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ASSESSMENT 
 

ACTION PLAN (where score ≥10) 
(must indicate sites to be observed, eg sacrum, buttocks, bony 
prominences, frequency of change of position and any pressure relieving 
aids used) 
 

AN / Labour / PN 

Date and Time: 

Waterlow Score: 

Signature: 

Print Name: 

 

AN / Labour / PN 

Date and Time: 

Waterlow Score: 

Signature: 

Print Name: 

 

AN / Labour / PN 

Date and Time: 

Waterlow Score: 

Signature: 

Print Name: 

 

AN / Labour / PN 

Date and Time: 

Waterlow Score: 

Signature: 

Print Name: 

 

AN / Labour / PN 

Date and Time: 

Waterlow Score: 

Signature: 

Print Name: 

 

AN / Labour / PN 

Date and Time: 

Waterlow Score: 

Signature: 

Print Name: 

 

 
 
 
 
 
 
 
 
 
 
 
 
ASSESSMENT OF PRESSURE AREAS  
(to be undertaken 2 hourly where score ≥10) 
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DATE/TIME EVALUATION/ACTION TAKEN  
 

Skin Condition: A = Normal 
  B = Red, blanching 
  C = Grade of pressure ulcer if present 

 D = Covered by dressing 
 

INITIALS 
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