Appendix A

        ALL WALES NHS MANUAL HANDLING RISK ASSESSMENT FORM
Guidelines for use

This form can be used for assessing inanimate load handling tasks or generic patient tasks.
There is a separate Patient Moving & Handling Risk Assessment Form for assessing individual patients

The Manual Handling Operations Regulations 1992 require that the tasks that involve risk should be eliminated. Only when this is not possible should an assessment be carried out to reduce the risk associated with that task to the lowest level that is reasonably practical.

HAZARD	Source of potential harm or damage or a situation with potential for harm or damage

RISK	Is a combination of the likelihood and severity of a specified hazard occurring?

The Manual Handling Operations Regulations 1992 support the Health & Safety at Work etc. Act 1974. A breach of these statutory requirements is a criminal offence.

Accountability – lies with the head of services/designated director/manager.

Responsibility – day to day responsibility of managing risk lies with departmental managers/team leaders.
The person carrying out the manual handling assessment (assessor) should be a competent member of staff who has undertaken the appropriate training in Manual Handling Risk Assessments. The assessment should be reviewed in accordance with the specified review period, whenever there is any change or following a manual handling incident.

The objective of risk management is to identify and reduce the LIKELIHOOD of incidents occurring that could have significant consequences for staff, patients or the Trust, as far as is reasonably practicable.

There are no absolute values for incidents, but effective risk assessment, applying appropriate control measures and monitoring those measures, together with training, can help minimise the potential for injury and/or losses. The Risk Matrix will help with this process.


The completed form must be accessible at all times Filling in the form
SECTION A:
Primary Location, e.g., hospital/premises/community
· Secondary Location, e.g., ward/department, clinic, residential/care facility/mobile unit
· Precise Location, e.g., side room, store cupboard, corridor

SECTION B: Description of Manual Handling Task
Write down the step-by-step details of the task for which the assessment applies, e.g., moving people, heavy equipment etc.

Personnel involved:
Identify the staff that are likely to be involved in the task, remember to consider students and other personnel e.g., porters, store men, nurse, clinicians and care workers etc.

SECTION C: Current Risk Control Measures
List control measures currently in use e.g., staff training, written information/protocols/safe operating procedures. List any equipment in use in the appropriate column.

SECTION D: Assessment of Risk
Consider the headings Task, Patient/Load, Individual Capability and Environment (TILE). Tick the appropriate box that reflects most accurately what is involved in the manual handling task.

SECTION E: Frequency of the task
Record the estimated number of times the task takes place during any one working shift. The frequency of the task may identify the need for additional control measures, e.g., more than one person, hoist to be accessible if used, more appropriate equipment required etc. Make reference to the number of staff involved in the task.

SECTION F: Initial Risk Rating Figure
Refer to risk matrix

SECTION G: Additional Risk Control Measures Required
This part of the form is used to determine and justify the need for additional risk control measures. There will be occasions when the additional control measures required may take some time to implement. The request for these controls should form part of the Action Plan (agreed with the manager). The new Risk Rating Number will quantify the projected reduction in risk.

SECTION H: Action Plan Agreed with the Manager
The Action Plan is documented confirmation that the additional risk control measures have been identified and agreed with the manager. This should identify the expected completion date and confirm when controls have been implemented. A final Risk Rating Number should then be calculated.

MANUAL HANDLING ASSESSMENT FORM

	SECTION A: Administration Details

	
Primary Location: ………………………………
	
Date of Review:

	Secondary Location:	…………………………
	...............................................

	Precise Location: ………………………………
	Signature of Assessor:
.....................................

	……………………………………………………
	Date of Review:

	
	...............................................

	Name of Assessor ……………………………….
	Signature of Assessor:

	Designation ………………………………………
	.....................................

	Date of initial Assessment ………………………
	Date of Review:
...............................................

	
	Signature of Assessor:

	
	.....................................

	
	Date of Review:

	
	...............................................

	
	Signature of Assessor:

	
	.....................................

	SECTION B: Manual Handling Task

	
Description of task:

	
Personnel Involved (e.g., carer, nurse, health visitor, community staff, contractor, off site worker etc.):

	SECTION C: Current Risk Control Measures

	
Control measures currently in use:
	
Equipment currently in use:



	MANUAL HANDLING RISK LEVEL

	In each of the sections, Task, Load, Individual Capability, Environment- tick the appropriate box (Yes or No).
A “Yes” tick indicates that further action is required to reduce the risk.

	SECTION D: Assessment of Risk

	INITIAL ASSESSMENT	TASK
Does the task involve:	Yes	No Holding load away from trunk
Twisting Stooping
Reaching upwards
Large vertical movements from floor

Long carrying distances Strenuous pushing/pulling
	INITIAL ASSESSMENT	LOAD
Is the load:	Yes	No
Heavy? Indicate weight (	) Bulky/unwieldy –
one side heavier
· 75cm in diameter

Difficult to grasp –
no conventional hand holds

Unsteady/Unpredictable

Harmful, e.g. sharp, hot contaminated, patient behaviour

	INITIAL ASSESSMENT INDIVIDUAL
CAPABILITY
Does the task:	Yes	No Require unusual capabilities,
i.e. strength, height, age

Constitute a hazard to those with health problems

Constitute a hazard to those who are pregnant

Require special information and/or training

Require Personal Protective Clothing
	INITIAL ASSESSMENT ENVIRONMENT
Does the environment have:

Contraints on posture, i.e. restricted space, low work surface

Poor floor, e.g. uneven, slippery Unstable

Variations in levels, e.g. steps Strong air movements
Poor lighting conditions Hot, Cold, Humid conditions

	Other Factors:
	

	SECTION E: Frequency of task
Record the number of times the task takes place during one working shift. The frequency could require additional control measures.
Frequency of task:	Number of staff involved in the task:

	SECTION F: Initial Risk Rating Figure
Initial Risk Rating Figure: (to calculate see Risk Matrix)
Probable likelihood	Potential Severity	Risk Rating
Rating	x	Rating	= Figure:




	SECTION G: Additional Risk Control Measures Required

	Additional control measures to be recorded within this box. The request for these measures should be subjected to a risk priority along with other risk within the location and will form part of a prioritised risk register

	No.
	Risk Reduction Measures

	
	

	
If the above control measures are implemented, calculate the New Risk Rating Figure:
Probable likelihood		Potential Severity	Risk Rating	x Rating	= Figure

	SECTION H: Action Plan Agreed with Manager

	No.
	Action Plan
	Responsible person
	Projected Completion Date
	Date completed / Signature

	
	
	
	
	

	
Once the above action has been implemented, calculate the final Risk Rating Figure Probable likelihood rating	x Potential Severity Rating	= Risk Rating Figure:

	Additional Comments





RISK MATRIX

Note: You must assess each risk against the likelihood of an incident occurring and should it happen, the severity of the consequences.
Review of Risk Assessments – you must review your risk assessments in the following three circumstances:
· In accordance with the specified review period and/or
· As a result of change, and/or
· Following an incident

LIKELIHOOD:

Taking into account the controls in place and their adequacy, how likely is it that such an incident could occur? Apply a score according to the following scale.


	Level
	Descriptor
	Description

	5
	Almost certain
	Likely to occur on many occasions, a persistent issue

	4
	Likely
	Will probably occur but it is not a persistent issue

	3
	Possible
	May occur occasionally

	2
	Unlikely
	Do not expect it to happen but it is possible

	1
	Rare
	Can’t believe that this will ever happen



SEVERITY:

Taking into account the controls in place and their adequacy, how severe would the consequences be of such an incident? Apply a score according to the following scale.

	Level
	Descript or
	Actual or Potential Impact on Individual(s)
	Actual or Potential Impact on Trust

	5
	Catastrop hic
	DEATH
	National adverse publicity. WAG Investigation
Litigation expected/certain

	4
	Major
	PERMANENT INJURY:
e.g. RIDDOR reportable injury/ill health retirement/redeployment
	RIDDOR reportable Long term sick Litigation expected/certain

	3
	Moderate
	SEMI-PERMANENT INJURY/DAMAGE
e.g., injury that takes up to          1  year to resolve or requires Occupational Health involvement/rehabilitation
	RIDDOR
reportable/MDA reportable 
Long term sick Litigation possible but         not certain
High potential for complaint

	2
	Minor
	SHORT TERM INJURY/DAMAGE
e.g. injury that has been resolved within one month
	Minimal risk to Trust Short term sick
Litigation unlikely Complaint possible

	1
	Insignificant
	NO INJURY OR ADVERSE OUTCOME
	No risk at all to Trust Unlikely to cause complaint
Litigation risk remote



RISK SCORE/ACTION TO BE TAKEN:

	LIKELIHOOD
	SEVERITY

	
	1
Insignificant
	2
Mino r
	3
Moder ate
	4
Major
	5
Catastro phic
	

	1 – Rare
	1
	2
	3
	4
	5
	No immediate  Action

	2 – Unlikely
	2
	4
	6
	8
	10
	Action within 12 Mths

	3 – Possible
	3
	6
	9
	12
	15
	

	4 - Likely
	4
	8
	12
	16
	20
	Urgent Action

	5 – Almost certain
	5
	10
	15
	20
	25
	




	

Appendix B
WALES NHS
PATIENT MOVING & HANDLING ASSESSMENT FORM
SECTION A: Patient Details
Patients Name:
Ward/Dept/Other:
Address:
NHS No:
Date of Birth:
Independent - no further action required: ❑
Weight:
(kgs)
Stature: ❑Tall ❑Medium ❑Short


SECTION B: Assessment

	
	COMMENTS

	1	Relevant Medical History
	

	2	Physical Disability
	

	3	Psychological
	

	4	Pain Status
	

	5	Tissue Viability
	

	6	History of Fall(s)
	

	7	Cultural/religious considerations
	

	8	Day/Night Variation
	

	9	Attachments
	



If the patient’s condition changes and/or if environment/location changes the assessment needs to be reviewed.




SECTION C: Use in Community and Exceptional Circumstances

	
	Hazards identified
	Actions to be taken

	
Space constraints on movement of handler/equipment
	
	

	
Access e.g. bed/bath/WC/ passageways
	
	

	

Steps/Stairs/Access
	
	

	

Flooring
	
	

	

Slip/Trip Hazards
	
	

	
Furniture - bed height/moveable/ condition
	
	

	

Temperature/Humidity/Lighting
	
	

	

Equipment Power Supply
	
	

	
Other
	
	







NAME ..................................................................................... PATIENT NO. ........................................

SECTION D: Safer Handling Plan
Please specify appropriate handling aid/method and the number of staff required

	TASK
	No of Staff
	Equipment used
	Method

	Turning in bed
	
	
	

	Moving up/down bed
	
	
	

	Sitting up in bed
	
	
	

	In and out of bed
	
	
	

	Transfer bed to trolley
	
	
	

	Transferring bed to chair
	
	
	

	Chair to chair
	
	
	

	Repositioning in chair
	
	
	

	Transferring chair to bed
	
	
	

	Standing
	
	
	

	Mobilising
	
	
	

	Toileting
	
	
	

	Bathing/washing
	
	
	

	Other
	
	
	

	For minor changes: delete (and initial) the task that is to be changed in SECTION D document the change in SECTION G



SECTION E: Additional Measures Required

Are additional control measures required?     ❑Yes	❑No If yes, give details of additional control measures and inform your manager.





Manager informed: ❑Yes	❑No

SECTION F: Signature

Name of Assessor (Please print) ...........................................................................................................

Signature of Assessor .........................................................................................................................

Designation ........................................................... Date: ......................................

